
This case presentation was given at the 2007 A. Hollis Wolf competition, held during 
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the American Academy of Osteopathy’s annual Convocation.

Any questions or comments can be directed to abukowski@atsu.edu.



A 69 year old woman presented to the clinic with complaints of pain in her 
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thoracolumbar area.  She described it as constant, 7 out of 10, non-radiating pain 

which began 7 months prior she suffered a T12 compression fracture. 



Her comorbities included musculoskeletal, psychiatric, immune, respiratory, and 
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endocrine conditions, among others.



In physical exam, the patient was overweight with chronic postural changes and 
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associated muscle restrictions.  She was able to transfer independently but her 

mobility was limited and discomfort was obvious. 



Osteopathic exam showed type II dysfunctions at both L1 and L5 with neutral 
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curves above each.  The there was also asymmetry in the pelvis and the sacrum.

Her most significant findings, however, included a remarkably taut 

thoracolumbar fascia and a severely restricted abdominal diaphragm, with 

poor excursion.



She was treated prone on a McManus table where the focus was on balancing the 
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diaphragm, the thoracolumbar fascia, and the T11, T12, and L1 segmental 

dysfunctions.



Her post treatment pain was an amazing 0/10!  Immediately, she stood up straighter 
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and moved with much greater ease,.  In her continuing follow-up visits, her pain has 

remained a 1/10 and her activity significantly increased.



After 7 months, complete resolution of pain in a single treatment is pretty dramatic. 
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So what was the magic bullet?  Possibilities include:

**Something particular at the fracture site that resolved with the treatment

***A nocioceptive irritation in the thoracolumbar fascia that, once unloaded, clipped 

the pain cycle

****Or maybe a more systemic response accounted for her improvement?



Looking more specifically, at potential pain sources,
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At the T12 level, we have sensory nerves at the facets, facet joint capsules, the 

various spinal ligaments, periosteum, outer third of the annulus fibrosis…



Fascia, too, has nocioceptors…
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And here you see just how extensive that thoracolumbar fascia is.  

So maybe one of these local structures got pinned down and that was the the whole 

of it.

But after prolonged pain, postural changes, and fascial remodeling, her 

incredible response leads me to believe that we treated more than just the TL 

junction -- Via the diaphragm. we had a LEVER for structural balancing throughout 

the entire central axis



Lets look at this axis. 
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Hanging from the cranial base are the prevertebral and pretracheal fascias.  

The prevertebral comes off the occiput, and attaches to the anterior 

longitudinal ligament.  From there, it is continuous with the 

vertebropericardiac ligament.  In a more anterior placement, the 

pretracheal fascia runs onto the posterior surface of the upper sternum.  

From the sternum to the pericardium is the sternopericardiac ligament.

So we have these 2 fascial lines enveloping just about every structure from 

the cranium through the thorax, converging on the pericardium.

And the pericardium, is ANCHORED to the central tendon of the diaphragm.



The psoas is a PRIME myofascial link from the diaphragm to the lower half 
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of the body. 

At the medial arcuate ligament, the diaphragm directly attaches to the fascial 

sheath of the psoas.  As the psoas crosses the pelvic brim, and joins with 

the iliacus, this fascial covering, blends with the endopelvic fascia.  And as 

the iliopsoas inserts into the femur, so too does the fascia.

Fascia maintains our structural integrity.  It’s key in transmitting and 

transferring forces.  And, it’s all interconnected!!

Our patient suffered a compression fracture, and the SELF-HEALING 

body, adapted.  As that fracture healed, though, the adaptive loading 

patterns persisted and as a result, so did her pain.  In BALANCING 

THROUGH THE FASCIAL CONTINUITY, we were able to provide an 

impetus for the system to unload the compensations and reorganize, 

PAIN-FREE…  



Let’s not forget about the whole patient, though.  What’s on the other side of the 
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structure coin?!

FUNCTION!  And undoubtedly this was a huge part of her recovery.

At the very least, treating the diaphragm gave her a physiologic bump via improved 

venous and lymphatic pumping and increased respiratory capacity.  

But looking more closely, we can certainly see relationships between the areas of 

dysfunction and the comorbidities she presented with.  

The diaphragm to the SBS, for example, could have dampened her primary 

respiratory mechanism.  This has implications in her depression, anxiety, etc.

She had recurrent UTIs and… dysfunction at the sympathetic supplier to the 

bladder… 

Her asthma and COPD, again, could relate to diaphragmatic and throacolumbar 

restriction and kyphotic posture

A.T. Still referred to the fascia as a hunting ground and in this case, I think the key 

to breaking her chronic pain was indeed found in this most interconncted of 

systems.
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