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Although counterstrain and
exercises reestablished relative lumbar
stability in a patient with chronic low back
pain and lumbar hypermobility on gross
and segmental motion testing, the patient
still had tender points in the middle of the
sacrum. After initially ignoring these tender
points, we tested various release positions
in an attempt to relieve the patient’s
discomfort. Next, we discovered that 14
patients with low back pain had tenderness
at one or more of the tender points.
Eventually, we discovered what we believe
to be six previously undocumented medial
sacral tender points. Two are located 1.5 cm
directly medial to the inferior aspect of the
posterior iliac spine bilaterally; two are
located 1 cm medial and 1 em superior to
the inferior lateral angles bilaterally; one
lies on the midline between the first and
second spinous tubercles of the sacrum;
and one lies on the midline on the cephalad-
most border of the sacral hiatus. We
describe the use of these tender points in
diagnosis and their release by
counterstrain technique.

Separate English and American studies suggest
that manipulation reduces the period of disability
and shortens the course of treatment for low back
pain.!'” Evans and coworkers,®> Grayson,® and
Burton,® in independent studies, indicated that ma-
nipulation is most effective for the treatment of
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low back pain when administered as early as pos-
sible after the onset of symptoms. The problem with
direct techniques such as rotatory lumbar manipu-
lation, thrust, or muscle energy when applied early
after the onset of low back pain is that they may
cause more pain.? Hooper! proposed that rotatory
lumbar manipulation may herniate subclinically
herniated, radiographically normal intervertebral
disks, causing paraparesis and necessitating
laminectomy. It may be theorized that this dam-
age is a direct result of the rotatory forces in-
volved.1.%10 Therefore, early treatment of low back
pain is best accomplished by the use of a nontrau-
matic, indirect technique.10-11

Counterstrain technique

A specific, nontraumatic, indirect technique that
applies positional release to relieve somatic dys-
function is counterstrain.!!-15 This technique was
first introduced and characterized by Jones!2 in
1964 and has been applied to the treatment of both
the outpatient by Jones!'213 and the acutely ill in-
patient by Schwartz.14 The key to posturing for this
positional release is the decrease of tension and
thus tenderness at specific points in the body; these
points are logically called tender points.

Travell and Simons!® described musculoten-
donous swellings that, on stimulation, cause both
local and distally referred pain as well as occasional
distally referred hypoesthesia or paresthesia. The
tender point characterized by Jones and Schwartz
have palpatory findings and anatomic positions simi-
lar to those of Travell’s trigger points,'2-18 but are
tender only at the site of stimulation and cause
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little or no distally referred sensations.l2-15,18
Chapman described deep fascial tissue abnormali-
ties that he associated with visceral pathologic ab-
normalities.!519 These plaquelike tissue changes
are described as giving a stringy texture to the tis-
sues on palpation!®1? and are generally considered
to be more superficial and of a different palpatory
character than tender points!5:19,

Jones!? and Schwartz!4 have reported that ten-
der points are characteristically associated with
sudomotor changes such as local hot or cold spots,
sweating, erythema, or blanching (either singly or
in combination) of the skin over the tender point.
The other characteristics of tender points and the
techniques for diagnosis and treatment using ten-
der points as a guide for positional release have
been well described in the literature.!?4 This pa-
per describes what we believe to be six heretofore
undocumented medial sacral tender points and
their positions for release by counterstrain tech-
nique.

A discussion of vertebral segment motion and
body positioning, which is key to the treatment of
the medial sacral tender points, requires the use
of standardized terms for the description of anato-
mic position. Sidebending and rotation of individual
vertebra and of the whole body have commonly ac-
cepted meanings,1520:21 g0 they need not be defined
here. Flexion is defined as forward bending of the
whole body and thus the individual vertebra.1520,21
Conversely, extension is defined as backward bend-
ing of the whole body and therefore the individual
vertebra.15,20.21 At the level of the sacrum, flexion
refers to the movement of the sacral base anteri-
orly and the sacral apex posteriorly!®; whereas ex-
tension refers to the movement of the sacral base
posteriorly and the sacral apex anteriorly.!® These
definitions of flexion and extension are presented
to differentiate our whole-body-motion frame of ref-
erence from the definitions of flexion and extension
used by other treatment modalities such as the cra-
nial technique. Vertebral segments are denoted by
abbreviations that indicate the region of the spine
and level of the vertebra within that region?!.

Discovery of the new tender points

The first of the new sacral tender points was origi-
nally observed in a patient who was first seen with
chronic low back pain and lumbar hypermobility
on gross and segmental motion testing. Diagnosis
of somatic dysfunction of the lumbar spine and pel-
vis by the use of tender points as defined by Jones!?
and Schwartz!3.14 was especially easy and efficient
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in this patient. He had anterior and posterior lum-
bar tender points as well as several tender points
in the middle of his sacrum. Counterstrain and ex-
ercises reestablished relative lumbar stability af-
ter several months of treatment, but he was left
with tender points in the middle of his sacrum. The
tender points were associated with no acute prob-
lems and initially we ignored them.

Schwartz did not list the sacral tender points in
a series of lectures on counterstrain (University
of Health Sciences College of Osteopathic Medicine,
Kansas City, Mo, Jan 12, 1987) nor in his article
on counterstrain in JAOA.4 Further, in his book
Strain and Counterstrain, Jones!? did not discuss
these tender points. It was decided, after a tele-
phone conversation with L.H. Jones, DO (August
1987) and correspondence with H.R. Schwartz, DO
(September 1987), that these tender points were
heretofore unrecognized counterstrain tender
points.

Recurrence of the patient’s low back pain led us
to reevaluate the significance of the unnamed ten-
der points. We began to clinically test various re-
lease positions in an attempt to relieve the patient’s
discomfort. We recognized the generality of fold-
ing the body segments around the tender point to
achieve the necessary relaxation at the tender
point, but the tender points were midsacral and
the sacrum cannot fold.

Examining the problem from the perspective of
sacral biomechanics,1520-23 we determined that, to
“fold” around a tender point at the S-2 level, S-1
must be placed into extension. Extension at S-1
was induced by applying sufficient pressure anteri-
orly at the sacral apex to relieve the tender point
at the level of S-2. Similar positional release tech-
niques were applied to release the patient’s other
sacral tender points.

In the 3 weeks following this initial encounter
with the unnamed sacral tender points, 14 patients
with the presenting complaint of low back (sacral
or lumbar pain or both with or without sacroiliac
pain and with or without radicular pain) demon-
strated tenderness at one or more of the new ten-
der points. Ultimately, we found six new tender
points, all of which were relieved by positional re-
lease techniques applied to the sacrum.

Locations and characteristics of new tender
points

The names for the tender points are derived from
their anatomic positions on the sacrum plus the
positions of release associated with each of the
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points. Collectively, we refer to these tender points
as the medial sacral tender points to differentiate
them from the more lateral tender points associ-
ated with the borders of the sacrum and described
by Jones!3? and Schwartz.14

The Figure shows the location of these six sac-
ral tender points. The first four are lateral to the
midline but medial to those tender points described
by Jones!?13 and Schwartz.4 The cephalad two ten-
der points we have named lateral PS-1 sacral base
posterior tender points (left and right), while the
caudad two tender points are the lateral PS-5 infe-
rior lateral angle posterior tender points (left and
right). Clinically, these four tender points are lo-
cated by their positions relative to bony landmarks.
The two lateral PS-1 sacral base posterior tender
points are located 1.5 cm directly medial to the
inferior aspect of the posterior superior iliac spine
bilaterally. The two lateral PS-5 inferior lateral
angle posterior tender points are located 1 cm me-
dial and 1 em superior to the inferior lateral an-
gles bilaterally.

The remaining two tender points are located on
the midline, one between the first and second spi-
nous tubercles of the sacrum; and another on the
cephalad-most border of the sacral hiatus. We have
named the former tender point PS-2 sacral exten-
sion tender point; and the latter PS-4 sacral flex-
ion tender point. According to a telephone conversa-
tion with Schwartz (April 1988), he has located a
seventh sacral tender point between the second and
third spinous tubercles of the sacrum. Following
our nomenclature scheme, he has named this ten-
der point the PS-3 sacral extension tender point.

Diagnosis

Initially, we used sudomotor changes such as local
hot or cold spots, sweating, erythema, or blanch-
ing of the skin (singly or in combination) as an in-
dicator of the possible presence of the medial sac-
ral tender points; however, we have found that
when these tender points occur in groups, the as-
sociated sudomotor change is frequently confluent
over the midsacrum. For this reason, we have be-
gun to check all six tender points on all patients
with low back pain, even in the absence of sudo-
motor changes. Because of the proximity of the ten-
der points to one another and to the bony land-
marks used in structural examinations of the pel-
vis, this procedure is rapid and has allowed us to
diagnose these tender points in patients with low
back pain who do not demonstrate sudomotor
changes.
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@ = PS-2 sacral extension

@ = PS-3 sacral extension
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Figure. Positions of medial sacral tender points, including PS-
3 sacral extension point located by Schwartz.

Treatment

The releases for these tender points are straight-
forward and are carried out with the patient prone;
all pressure on the sacrum is directed downward
toward the table. The pressure applied to the sa-
crum is used to induce rotation around either a
perceived transverse or oblique axis of the sacrum.
(The axes of rotation indicated are based on our
palpatory experience and are presented, not as an
attempt to define the axes of rotation, but to facili-
tate the application of treatment.) For the sake of
clarity, the release for each pair of tender points
is presented separately.
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The releases for the lateral tender points require
the application of pressure to the corner of the sa-
crum opposite the corner on which the tender point
is found. For example, in the presence of a left lat-
eral PS-1 sacral base posterior tender point, pres-
sure is applied to the right inferior lateral angle;
conversely, for a right lateral PS-5 inferior lateral
angle posterior tender point, pressure is applied
to the left side of the sacral base, just medial to
the sacroiliac joint. The release for a PS-2 sacral
extension tender point requires the application of
pressure to the apex of the sacrum in the midline;
conversely, for tenderness at the PS-4 sacral flex-
ion tender point, pressure is applied to the sacral
base in the midline. As Schwartz indicated in a
telephone conversation in April 1988, the PS-3 sac-
ral extension tender point is treated in the same
fashion as the PS-2 tender point.

Occasionally, groups of medial sacral tender
points occur in a pattern that prevents the release
of one tender point without application of pressure
to another tender point, which thus causes extreme
pain. Our first encounter with this phenomenon
involved a patient who had a PS-2 sacral exten-
sion tender point and a PS-4 sacral flexion tender
point. The patient could not tolerate pressure to
either the sacral apex or the sacral base. In this
case, the PS-2 sacral extension tender point was
more sensitive, so it was the first of the tender
points to be treated.!3

With the patient prone on a McManis table, both
the head and leg sections were elevated so that the
patient was hyperextended with the pelvis on the
horizontal center panel of the table. This position
relieved 40% of the initial tenderness at the PS-2
sacral extension tender point. Sidebending was in-
duced in an attempt to further reduce sensitivity
at the point, but the patient would not tolerate the
position without tensing the paraspinal muscula-
ture, so the patient was returned to neutral with
respect to lateral flexion and the hyperextended
position was maintained until changes in the ten-
der point were no longer palpable. Although reso-
lution of the tenderness at the PS-2 sacral exten-
sion tender point was substandard,!314 tenderness
at both the PS-2 sacral extension tender point and
the PS-4 sacral flexion tender point was reduced
and several previously unresponsive tender points
had resolved spontaneously after the patient was
returned to the nonextended position.

QOur experience with this and similar group ten-
der point lesions has resulted in the development
of some alternate release positions. These releases
are performed with the patient prone on a McMa-
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nis, Jones, or similar table so that the patient’s
pelvis and sacrum will remain horizontal regard-
less of the extension or flexion induced to the up-
per part of the body or to the legs.

Tenderness at one of the three more cephalad
tender points is treated by initially raising the up-
per part of the patient’s body so as to induce exten-
sion. Further reduction in tenderness may be ac-
complished by raising or lowering the patient’s legs
as indicated by tender point response. Tenderness
at one or more of the caudal tender points is treated
by lowering the patient’s legs, thus inducing flex-
ion. In this case, tenderness may be further reduced
by raising or lowering the upper part of the pa-
tient’s body, again with the use of the tender point
response as a guide to positioning. Final position-
ing for optimum pain relief in both cases may be
achieved by sidebending the part of the patient’s
upper body or the legs or both.

Both the standard and alternate release positions
are held for 90 seconds or until change in the ten-
der point is no longer palpable.!?!4 The amount
of pressure on the sacrum, or degree of flexion, ex-
tension, and sidebending of the patient should be
that amount or degree necessary to relieve between
70% and 75% of the initial tenderness in the ten-
der point being palpated. The requirement that
70% to 75% of the tenderness be relieved is an-
other standard measurement of the accuracy of po-
sitioning in counterstrain technique!213 (H.R. Sch-
wartz, telephone conversation, January 1988). We
have found the oral analogue system for the report
of tenderness described by Schwartz in lectures,
(University of Health Sciences College of Osteo-
pathic Medicine, Jan 12 1987) and in a telephone
conversation (January 1988) to be especially effi-
cient for determining the residual tenderness at
a given tender point. In this system, the original
degree of tenderness is defined as “a dollar’s worth
of pain.” The release position is “fine tuned” until
the patient, when asked, reports that less than “30
cents worth of pain” remains.

The standard releases for the two midline ten-
der points are remarkably similar to a treatment
for sciatic neuritis described by Wilson.2* Accord-
ing to Wilson, the diagnosis of sciatic neuritis is
established by the presence of radicular leg pain
with the finding of either: (1) decreased mobility
in the sacroiliac joints or the sacral and lumbar
articulations up to the thoracolumbar junction; or
(2) tissue texture abnormalities over the sacrum,
sacroiliac joints, or lumbar spine.?* Somatic dysfunc-
tion of the spine and pelvis from the level of the
thoracolumbar junction to the sacroiliac joints and

Clinical Practice * Ramirez et al



greater sciatic notch is frequently associated with
sciatic neuritis, or may mimic the radicular pain
of sciatic neuritis,18,24-30

Wilson’s treatment includes pressure applied at
the apex of the sacrum to correct “lumbar exten-
sion.”?* Pressure is applied, intermittently, for 12
to 15 minutes, or until “relaxation” of the tissues
is detected (H.R. Schwartz, DO, telephone conver-
sation, January 1988). Lumbar extension causes
a concomitant sacral extension; that is, the sacral
base and sulci assume a posterior position.22.23 Al-
though we arrived at our release independently,
Wilson’s procedure serves as excellent independ-
ent verification for our treatment. The correlation
between the treatment of somatic dysfunction of
the pelvis and thoracolumbar spine and the alle-
viation of sciatic neuritis and low back pain!8.24-30
punctuates the significance of our medial sacral
tender points as an extension of counterstrain tech-
nique for the treatment of these conditions.

Summary

The medial sacral tender points, like all tender
points associated with low back pain, are specific
indicators of somatic dysfunction. The use of coun-
terstrain to release these tender points, thus indi-
cating relief of the associated somatic dysfunction,
provides a safe, specific, nontraumatic means of
treating any patient regardless of age, sex, preg-
nancy, or the presence of acute trauma. Our newly
recognized tender points and their release add yet
another facet to the diagnosis and treatment of low
back pain, reducing further the expected morbid-
ity in both the chronic and acutely injured low back
pain patient.

1. Hooper J: Low back pain and manipulation: Paraparesis after treat-
ment of low back pain by physical methods. Med J Aust 1973;1:549-557.
2. Doran DML, Newell DJ: Manipulation in treatment of low back pain.
A multicenter study. Br Med J 1975;1:161-164.

3. Evans DP, Burke MS, Lloyd KN, et al: Lumbar spinal manipulation
on trial: Part 1. Clinical assessment. Rheumatol Rehab 1978;17:46-53.
4, Sims-Williams H, Jayson MIV, Young SMS, et al: Controlled trial
of mobilization and manipulation for low back pain: Hospital patients
Br Med J 1979;2:1318-1320.

5. Hoebler FK, Tobias JS, Buerger AA: Spinal manipulation for low back
pain JAMA 1981;245:1835-1838.

6. Grayson MF: Manipulation in back disorders. Br Med J 1986;293:1481-
1482.

7. Sims-Williams H, Jayson MIV, Young SMS, et al: Controlled trial
of mobilization and manipulation for patients with low back pain in
general practice. Br Med J 1978;2:1338-1340.

8. Burton AK: Osteopathy in back trouble. Br Med J 1986;293:1482-
1483.

9. Full GA: The management of acute low back pain, in Grieve GP (ed):

Clinical Practice - Ramirez et al

Modern Manual Therapy of the Vertebral Column. New York, Churchill
Livingstone, 1986.

10. Grieve GP: Incidents and accidents of manipulation, in Grieve GP
(ed): Modern Manual Therapy of the Vertebral Column. New York, Chur-
chill Livingstone, 1986, pp 873-884.

11. Greenman PE: Models and mechanisms of osteopathic manipulative
medicine (CME article). Osteo Med News 1987;4(5):1-20.

12. Jones LH: Spontaneous release by positioning. The DO 1964;4:109-
116.

13. Jones LH: Strain and Counterstrain. Newark, Ohio American Acad-
emy of Osteopathy, 1981.

14. Schwartz HR: The use of counterstrain in an acutely ill in-hospital
population. JAOA 1986;86:433-442,

15. Project on Osteopathic Principles Education: Glossary of osteopathic
terminology. JAOA 1981;552-567.

16. Travell JG, Simons DG: Myofacial Pain and Dysfunction: The Trig-
ger Point Manual. Baltimore, Williams & Wilkins, 1983.

17. Grieve GP: Invasive procedures. Common Vertebral Joint Problems.
Edinburgh, Scotland, Churchill Livingstone, 1981, pp 514-534.

18. Mennell JM: Trigger points in referred spinal pain, in Grieve GP
(ed): Modern Manual Therapy of the Vertebral Column. New York, Chur-
chill Livingstone, 1986.

19. Owens C: An Endocrine Interpretation of Chapman'’s Reflexes. Colo-
rado Springs, Colo, American Academy of Osteopathy, 1980.

20. Walton WJ: Osteopathic Diagnosis and Technique Procedures. Colo-
rado Springs, Colo, American Academy of Osteopathy, 1970.

21. Stephens RE: Clinical Anatomy of the Head and Neck. Kansas City,
Mo, University of Health Sciences College of Osteopathic Medicine, 1986.

22. Morris JM: Biomechanics of the spine. Arch Surg 1973;107:418-423.

23. Mitchell FL, Moran PS, Pruzzo HA: An Evaluation and Treatment
Manual of Osteopathic Muscle Energy Procedures. Valley Park, Mo,
Mitchell, Moran and Pruzzo, Associates, 1979.

24, Wilson PT: Sciatic neuritis. In the stenographic report, July 14, 1938,
of the Educational Program for the 1987 Convocation of the American
Academy of Osteopathy. Colorado Springs, Colo, American Academy of
QOsteopathy, 1987.

25. Steiner C, Staubs C, Ganon M, et al: Piriformis syndrome: Patho-
genesis, diagnosis, and treatment. JAOA 1987;87:318-323.

28. Cathie AG: Soft tissue changes that follow some postural changes
(1949), in Barnes, MW (ed): 1974 Yearbook of the American Academy
of Osteopathy. Colorado Springs, Colo, American Academy of Osteopa-
thy, 1983.

27. Cathie AG: Anatomical, physiological and neurological considera-
tions of the lumbar region of the spine (1944), in Barnes MW (ed): 1974
Yearbook of the American Academy of Osteopathy. Colorado Springs, Colo,
American Academy of Osteopathy, 1983.

28, Cathie AG: The anatomical relationships of the sciatic nerve (1950),
in Barnes MW (ed): 1974 Yearbook of the American Academy of Oste-
opathy. Colorado Springs, Colo, American Academy of Osteopathy, 1983.
29, Kirkaldy-Willis WH, Hill RJ: A more precise diagnosis for low back
pain. Spine 1979;4:102-209.

30. Dvorak J, Dvorak V: Differential diagnosis and definition of the ra-
dicular and spondylogenic and (non-radicular) pain syndromes, in Gil-
liar W, Greenman PE (eds): Manual Medicine. New York, Thieme-
Stratton Inc, 1984, pp 27-45.

31. Anderson CK, Chaaffin DB, Herrin GD: A study of lumbosacral ori-
entation under varied static loads. Spine 1986;11:456-462.

A list of additional references is available from Mr Ramirez.

From the University of Osteopathic Medicine and Health Sci-
ences College of Osteopathic Medicine and Surgery, Des Moines
(Mr Ramirez and Dr Worth) and the University of Health Sci-
ences College of Osteopathic Medicine, Kansas City, Mo (Dr
Haman).

Reprint requests to Maurice Anthony Ramirez, 1201 Office Park
Rd, Suite 1804, West Des Moines, 50265.

JAOA - Vol 89 « No7 » July 1989 - 813



