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Low back pain: Treatment of forward
and backward sacral torsions
using counterstrain technique
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The sacral foramen tender
points are newly identified, specific indi-
cators of somatic dysfunction. The use of
counterstrain to release these tender
points and relieve the associated somatic
dysfunction is a safe, specific, and nontrau-
matic means of treating any patient even
in the presence of illness or acute trauma.
These new tender points and their releases
provide a means of treating sacral torsions
with counterstrain.

(Key words: Counterstrain technique,
osteopathic manipulative treatment, sac-
ral torsions, tender points, low back pain)

Counterstrain is a nontraumatic, indirect
technique that relieves somatic dysfunction by
positional release.!®* Low back pain is sacral
or lumbar pain or both with or without sacro-
iliac pain and with or without radicular pain.b
Counterstrain, introduced and characterized
by Jones,? has been used in treating acutely
ill inpatients* as well as outpatients.23¢ The
key to positioning of the body is a decrease
in tension and tenderness at tender points.
Jones,23 Schwartz,* and Ramirez® have re-
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ported that tender points are empirically as-
sociated with sudomotor changes, such as lo-
cal temperature differences, sweating, ery-
thema, or blanching of the skin over the ten-
der point.34% The other features of tender
points are documented in the literature.246
This article describes four previously undocu-
mented sacral foramen tender points and their
positional release with counterstrain manipu-
lation.

Sacral torsions are named according to the
direction in which the anterior aspect of the
sacral base rotates around an oblique axis.”
Thus, a torsion in which the sacrum rotates
left on a left oblique axis is named a left-on-
left sacral torsion. Similarly, a torsion in which
the sacrum rotates right on a left oblique axis
is named a right-on-left sacral torsions.%” By
convention, left-on-left and a right-on-right sac-
ral torsion are forward torsions, whereas right-
on-left and left-on-right torsions are backward
torsions.>” The differentiation of forward and
backward torsions is based on the lumbar
spring test. The spring test is positive when
no anterior motion can be induced at the lum-
bosacral junction. Backward torsions are as-
sociated with a positive spring test; forward
torsions, with a negative spring test.>7

The sacral foramen tender points

The first sacral foramen tender point was ob-
served in a patient who was first seen with
chronic low back pain and a recurrent left-on-
left sacral torsion. Diagnosis of the pelvic and
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lumbar spine problems were diagnosed by the
use of tender points. Treatment with counter-
strain technique did not correct the torsion or
relieve the pain. Muscle energy techniques
were applied but provided no long-term relief,
and the positions required for these techniques
were uncomfortable for the patient. Examina-
tion of the sacrum revealed a tender point over
the left second sacral foramen well below the
location of the PS-1 sacral base posterior ten-
der point.® On the basis of a review of the lit-
erature,®467 we decided that this was a previ-
ously unrecognized counterstrain tender point.
Recurrence of the patient’s low back pain
led us to test various release positions for the
new tender point in an attempt to alleviate
the patient’s sacral torsion. In the 10 weeks
following this initial encounter with the sac-
ral foramen tender point, we examined every
patient with a sacral torsion for tender points
over the sacral foramens. All the patients dem-
onstrated tenderness at one of the sacral fora-
mens ipsilateral to the engaged oblique axis.
The names for the tender points are derived
from their anatomic positions on the sacrum.
Collectively, we refer to these tenderpoints as
the sacral foramen tender points to differenti-
ate them from tender points on the lateral bor-
ders of the sacrum?®# and the medial sacral ten-
der points.® The tender points are located over
sacral foramens bilaterally (Figure).
Clinically, these tender points are located
by their positions relative to the posterior su-
perior iliac spines. The most cephalad tender
point is 1.5 cm directly medial to the apex of
these spines. Each successively numbered sac-
ral foramen tender point is approximately 1
cm below the preceding tender point location.

Using the sacral foramen tender points

Initially, we attempted to base our diagnosis
on the sacral foramen tender points; however,
we could not differentiate between forward and
backward torsions with this method. For this
reason, we begin our treatment with a mechani-
cal evaluation of the sacrum,’ defining the pres-
ence of a sacral torsion on the basis of this evalu-
ation. We then palpate all four foramens on
the side of the sacrum ipsilateral to the in-
volved sacral axis and treat the most sensi-
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Figure. Positions of sacral foramen tender points: 1, sac-
ral foramen 1 (SF-1); 2, sacral foramen 2 (SF-2); 3, sac-
ral foramen 3 (SF-3); and 4, sacral foramen 4 (SF-4).

tive point. The procedure is rapid because of
proximity of the tender points to one another
and to the bony landmarks used in the struc-
tural examination of the pelvis.

The release for these tender points is straight-
forward and performed with the patient prone.
All sacral foramen tender points are treated
with the physician seated on the side of the
patient contralateral to the tender points. The
leg of the patient contralateral to the tender
point is abducted 30 degrees and slightly flexed
at the hip so that the patient’s leg rests on
the physician’s lap with the patient’s knee ex-
tended. The physician applies pressure to the
ilium contralateral to the tender point. Pres-
sure on the ilium is directed anteriorly, ap-
plied by the physician’s forearm 1 inch lateral
to the patient’s posterior superior iliac spine.
Regardless of the level of the foramen, all left
axis torsions, both forward and backward,
have responded to the same treatment posi-
tion. Similarly, all right axis torsions have re-
sponded to a single technique.

The amount of pressure on the ilium, de-
gree of flexion, and degree of abduction of the

patient’s hip should be that amount necessary
(continued on page 259)
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to relieve between 70% and 75% of the initial
tenderness in the tender point. The require-
ment for a 70% to 75% reduction in tender:
ness is a standard measurement of the accu-
racy of positioning in counterstrain tech-
nique.Z*67 We have found the oral analogue
system described by Schwartz’” and by
Ramirez® to be especially efficient for deter-
mining the residual tenderness at a given ten-
der 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
physician keeps a finger on the site of the ten-
der point, without applying pressure, to mark
the tender point’s location. The release posi-
tion is held for 90 seconds.>4$6

Comment

These newly identified tender points and their
releases augment the treatment of sacral tor-
sions. The counterstrain technique can be
learned and competently practiced by any li-
censed physician who is familiar with the ba-
sic theory and positions for release of the di-
agnosed tender points. This basic level of knowl-
edge may be obtained by reading Jones’s
Strain and Counterstrain,® which is available
for purchase from the American Academy of
Osteopathy. Schwartz’s article on counter-
strain in hospital inpatients* also addresses
many important aspects of counterstrain di-
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agnosis and treatment. Formal training in the
use of counterstrain may be obtained at con-
tinuing medical education programs regularly
offered at Doctors Hospital, North in Colum-
bus, Ohio, as well as at several other sites.

Counterstrain, like all medical treatment,
requires an intelligent diagnosis prior to treat-
ment. With practice and experience, the dis-
criminating physician should be able to local-
ize the area of dysfunction using sudomotor
changes as a guide, diagnose the specific ten-
der points that require treatment, and accom-
plish the treatment quickly within a standard
office visit.
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