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Eighty-five percent of all adults will experience low-back pain during their lifetime.  
Limitations and dysfunctions of the hip joint result in a transfer of responsibility to the 
lumbar spine, which is not designed to work the way the hips do.  We will take a look at the 
functional interdependency of the hips and the lumbar spine, and delve into the unique 
mechanical properties of the Iliopsoas muscle and it’s affect on upper body and lower body 
motion.   
 
I.  Core is a Four Letter Word 
 
 A.  Connecting the linkage 
 
 B.  Muscle classifications 
 
  1.  Local muscle system 
  2.  Global muscle system 
  
II.  The Body’s Stability “Systems” 

 
A. Active System=force closure 
 
B.  Passive system=form closure 
 

1. Shape of the joint structures 
2. Ligamentous support 
 

C. Control system=neurological 
contribution 
 
1.  Cortical=often involves decision making and is proactive  
2.  Sub-cortical=reflexive and is reactive 

 
III.  The Question of Stability vs. Mobility 
 
 

A. Context specific 
 

1. healthy with no history of LBP 
2. healthy with history of LBP 
3. chronic or current LBP 



  
B.  What pain means to lumbo-pelvic-hip function 
 

1. Avoidance-leads to synergistic dominance 
2. Arthrokinetic reflex- reflex inhibition as a result of decreased neural flow to 

muscles around the pain producing structure 
3. Reflexive hypertonicity and/or increased agonist-antagonist cocontraction 

 
C.  ROM as a predictor of a “healthy back” 

 
 D.  Bracing versus hollowing 
 
  
IV.  Review of Common Mechanical Injuries to the Lumbo-Pelvic-Hip Complex 
 

A. Herniated or bulging disc 
 

1. Acute injury 
2. Chronic mechanical stress 
 

B. Facet syndrome 
 

1. Acute subluxation 
2. Mechanical derangement due to 

prolonged postural or 
mechanical stress 

 
C. Muscular or Ligamentous strain 
 

1. Acute injury 
2. Chronic due to prolonged 

postural or mechanical stress 
 

D. Sacroiliac dysfunction 
 

1. Hypermobility 
2. Fixation 

 
E. Piriformis syndrome 
 
F. Iliotibial band syndrome 

 
G. Osteoarthritis 



 
H. Myofascial pain 

 
V.  The Iliopsoas-A Miracle Muscle 
 

A.  Anatomical Characteristics 
 

1.  Distal and Proximal attachments 
2.  Fiber orientation 
3.  Fascial relationships 

 
B.  Action  

 
1. Traditional description 
2. Functional description 
3. In relationship to the abdominals 

 
 C.  Common Dysfunctions  
 

 1.  Bilateral tightness 
  a.  Pelvis 
  b.  Lumbar spine 
  c.  Thoracic spine 
 
 2.  Unilateral tightness 
  a.  Pelvis 
  b.  Lumbar spine 
  c.  Thoracic spine 

 
VI.  Distal Influences on the Lumbo-Pelvic-Hip Complex 
 

A. Thoracic Spine 
 
 1.  Kyphosis 

2.  Asymmetrical rotation 
 
 B.  Cervical Spine and Righting Reflexes 
 
  1.  Disruption of normal proprioceptive flow from the vestibulo-occular systems 
  2.  Cervical vertebrae subluxations 
  3.  Muscular imbalance, asymmetrical hypertonicity or trigger points in the muscles  
   of the neck 
 



  
C.  Foot and Ankle 
 

 1.  Limited dorsi flexion 
 
  a.  lack of tibial motion over the foot minimizes body’s ability to eccentrically  
        absorb  ground reaction forces 
  b.  leads to early heel rise in gait and decreased hip loading  
 
 2.  Subtalar pronation and supination 

   
   a.  lack of subtalar pronation at heel strike reduces proprioceptive activation of the 
    gluteus maximus 
   b.  lack of subtalar supination at heel rise fails to stabilize the foot to adequately  
    transfer force to the hips 

 
VII.  Know Thy Pelvis-Static Assessment 
 

A. Hand positioning 
 

1. Greater trochanters 
2. ASIS 
3. Iliac crest 
4. PSIS 

  
B. Sagittal plane deviations 
 

1. Anterior rotation 
2. Posterior rotation 
3. Asymmetrical anterior/posterior 

rotation 
 
C.   Frontal plane deviations 

 
1. Relative hip adduction 
2. Leg length discrepancy 
 

D. Transverse plane deviations 
 

1. Hip internal rotation 
2. Hip external rotation 

 
 



 
VIII.  Functional Movement Assessment Tools 
 

A. Overhead squat 
 

1.  Initiated with the hips and not the knees 
2.  Symmetrical pelvic motion around the femur during decent and ascent 
3.  Ability of the sacrum to counter-nutate and pelvis rotate posterior as the    
     femurs approach parallel 
4.  Tibia translates over the fixed foot 
5.  Thoracic spine extends to allow for scapular 
 movement to accommodate overhead arm position 

 
B. Backbends 
 

1. motion occurs at lumbar spine and then hips 
2. Abdominals eccentrically control lumbar extension 
3. Cervical spine extends and allows head to tilt back 

 
C. Rotation Excursion 
 

1. Symmetrical motion in both hips in both internal 
and external rotation 

2. Ability to control return movement in opposite 
direction 

3. Ability to transition through subtalar supination 
and pronation with hip motion 

 
D. Single leg stance 
 

1. Frontal plane stability of the pelvis 
2. Eccentric control of medial hip rotation and valgus stress at the knee 
3. No motion of the pelvis and lumbar spine in the transverse plane 

 
 
 
 
 
 
 
 
 
 



 
IX.  Corrective Intervention 
 
 A.  Prioritize deviations using the 80-20 Principle.  Identify which areas will provide the  
  greatest overall influence on structure and function when appropriately addressed   
  with corrective exercise.  

 
B. Strive to improve overall symmetry with particular emphasis on the lumbo-pelvic-hip 

complex 
 

C. Regress to progress 
 

D. Ascend the program progressively as tolerated by the client through as many load 
bearing joints as possible and through as many planes of motion as possible.  

 
 

 
 
 
 
 
 
 

Thank You 
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