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The Coccyx as Primary Involvement in Switching 

Patterns Identified via Pre-Test Imaging 
 

 
ABSTRACT:  

Objectives: The purpose of this clinical procedure and case report is to offer quick and effective 

means to screen for coccyx dysfunction affecting the central nervous system via Pre-Test Imaging. 

Clinical Features: 52 year old female with chronic neck pain, TMJ dysfunction, and leg length 

inequality presents noticing improvement in neck range of motion following exercises to release the 

tail-bone. 

Intervention and Outcome: Chiropractic care determined by Applied Kinesiology Manual Muscle 

Testing is performed to correct Neurologic Disorganization. The patient involved had improved 

range of motion in her neck and jaw, as well as improvement in all identified dysfunctional 

associated muscles. 

Conclusion: Pre-Test imaging is an effective screening procedure for identifying hidden Coccyx 

subluxations. 

KEY INDEXING TERMS:  

Kinesiology, Applied, Chiropractic, Coccyx, TMJ, Dysfunction, Neck Pain, Neurologic 
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INTRODUCTION:  
Neurologic Disorganization (ND) is the body’s loss of its ability to adapt. (4) Being able to identify 

neurologic switching patters has long been recognized in Applied Kinesiology (AK) as having 

systemic relevance when addressing various dysfunctions of the patient. Pre-Test Imaging (PTI) is a 

useful screening procedure for identifying a coccyx subluxation that may be a primary source of 

dural tension on the central nervous system resulting in ND. 

 “Systemic structural factors (Kidney 27 (K-27), switching, cranial, Temporomandibular Joint 

(TMJ)) result in aberrant postural patterns that must be considered prior to addressing local 

problems… Attention to these structural factors has direct impact on the mesencephalic reticular 

formation affecting, among other things, pattern generation (flexion, extension, rotation, lateral 

flexion), TMJ muscle function, and autonomic expression.” (10) 

Our ability to adapt to environments, internal and external, is through a process of information 

transfer and translation which creates flexibility called fractal pattern organization. (4) “Non-linear 

dynamics enables these patterns to be identified in complex presentation, even when they are 

obscured by incoherence or sheer mass of indecipherable data. It discovers relevance in which the 

world discards as irrelevant using an entirely different approach and totally different methods of 

problem resolution from the ones the world is used to. It does this via critical point analysis. Critical 

point analysis is a technique derived from the fact that in any complex system there is a specific 

critical point at which the smallest input will result in the greatest change.” (6) 

Matthew Peahl, D.C. 
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Sensory integration (SI) is the neurological process that organizes sensation from one’s own body 

and the environment, thus making it possible to use the body effectively within the environment. 

Specifically, it deals with how the brain processes multiple sensory modality inputs into usable 

functional outputs. Functional integration is the communication between specialized areas of the 

brain responsible for the processing of different sensory organs. (5, 9, 12) Furthermore, these 

specialized areas are not limited to specific identified sensory organs, but interpret multiple inputs to 

perceive what the body is experiencing in its environment. Nearly every activity that we perform is 

dependent on proper SI because the combination of multiple sensory inputs is essential for us to 

comprehend our surroundings. The earliest sensory input is the olfactory system. The earliest 

example of SI is the gustatory system developing with the olfactory system to ensure early humans 

could identify nutritional needs in foods, as well as avoid potentially harmful sources. As humans 

became bi-pedal, integration of visual, vestibular, and proprioceptive inputs became necessary to 

maintain postural balance. The breakdown of sensory integration may be called ND, or more 

commonly known as Sensory Integration Dysfunction (SID). 

SID is broken down to three main types. Type one is modulation disorder, such as cravings or 

behavioral patterns resulting from too much or not enough sensory input. Type two is a sensory 

based motor disorder, which is muscle dysfunction due to de-afferentation. Type three is a sensory 

discrimination disorder characterized by postural control problems, lack of attentiveness, and 

disorganization. 

Discoveries of sensory integration began in the 1930’s when Wilder Penfield developed the 

Homunculus during surgical procedures to treat epileptic seizures at the Montreal Neurological 

Institute. He demonstrated that 30-40 percent of the nerves in the body are related to the face and 

head. (2, 11, 12, 13) Thus, imbalances in the TMJ may impact the functional integration of the 

sensorimotor and motor cortices, thus creating SIDs labeled ND in AK. 

DISCUSSION:  

Muscles move bones which articulate with other bones, and in the joint space are mechanoreceptive 

nerve endings that send afferent information to the central nervous system resulting in a relay of 

efferent information to the muscles. ND is a systemic result of signaling errors affected by chemical, 

mental, and structural factors. Chemically we consider neurotransmitters, endocrine glands, and 

electron poising components. Mentally we consider right vs. left brain, emotional neurovascular 

imbalances, learning disabilities, and K-27. Structurally we consider cranial faults, Pitch Roll Yaw 

Tilt (PRYT), pelvic categories, cloacals, proprioceptors, ocular lock, one eye open one eye closed, 

hyoid, gait, feet, and TMJ. (1) In addition, I would like to consider the roll of a coccyx subluxation 

influencing the TMJ as it has a Lovett Brother relationship to the sphenoid bone, as well as the effect 

the TMJ has on the central nervous system as a tension up-take mechanism for the dural sheaths. (5) 

One author’s basic spinal flowchart begins with addressing pelvic categories and their related cranial 

faults, then moving into sacral dysfunctions and gait mechanisms. The flow ends with nutritional 

therapies in relation to the structural corrections. (7) Another author’s clinical protocols start with 

addressing systemic nutritional deficiencies then systemic structural factors including immune 

system Chapman’s reflexes, K-27 switching patterns, TMJ related cranial faults, as well as common 

cranial faults. (10) However, TMJ imbalances uncorrected will create the return of already corrected 

cranial faults as soon as the patient chews, grinds, or swallows. Muscles move bones, and the 

muscles of mastication exert great force upon the cranial joints, impacting cranial motion with each 

phase of respiration.  Therefore, correcting the muscular dysfunction systemically may be more 

beneficial to correcting the cranial fault, which may be a cause of ND. 
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Schmitt has described a patient that was able to regularly and predictably “beat” him in the muscle 

test. This patient shared with Dr. Schmitt that what he was doing was imagining the muscle being 

tested in his head. This created a temporary facilitation of that muscle. Dr. Schmitt went on to 

discover this no longer occurred after appropriate cranial faults were corrected. This screening 

procedure labeled PTI: a screening test for cranial faults is step eleven in QA clinical procedures 

under Systemic Structural Factors. 

PTI is performed by first identifying relevant muscle inhibitions via history, posture, gait, pulse 

points, or Temporosphenoid Line (TS Line). The patient then imagines the muscle being tested while 

the clinician tests the already identified dysfunctional muscle. If the muscle facilitates, normalizing 

function, this is a positive finding suggesting the patient has some cranial fault that may be causing 

SID or ND. (10)  

It is now up to the physician to identify cranial fault indicators using standard AK methods of 

diagnosis. If one or more cranial indicators are found, check the muscles of mastication. This is done 

first without therapy localization (TL) to the TMJ with the mandible in all positions against an 

indicator muscle (IM). The procedure may be repeated again with enhanced TL to the TMJ. (3) Next, 

cross TL any dysfunctional positions of the mandible found to the coccyx. A two-handed TL to the 

coccyx is recommended, without touching the hands together. If the IM re-facilitates, or the TMJ 

findings are negated, then TL the coccyx by itself. The coccyx may or may not have TL’d prior to 

this evaluation. (5) If inhibition of the indicator muscle occurs it would then be appropriate for the 

physician to also check the coccygeus, iliococcygeus, and pubococcygeus muscles for proper 

function. These muscles make up the pelvic floor and are instrumental in respiration. Furthermore, 

cross TL the positive coccyx TL to the stomach Neuro-Emotional Vascular points on the frontal bone 

to identify a related emotion. If the indicator muscle re-facilitates, identify the emotion and testing 

against any dysfunctional coccygeal muscles would be appropriate to identify a potential cause of 

dysfunction. (3) Finally, palpate and challenge the coccyx for proper means of correction. 

After making the correction to the coccyx subluxation, utilizing encoded memory technique if 

relevant, recheck all findings. It is this author’s experience that all previous mentioned findings at 

this point will no longer be present including any coccygeal muscle dysfunction, muscles of 

mastication dysfunction, cranial indicators, muscles related to the cranial dysfunctions, and the 

screening tool of PTI. 

CASE STUDY: 

A 52 year old female returned for routine care for chronic neck pain and limited range of motion 

associated with moderate degenerative disc disease and multiple region spinal joint dysfunctions. Her 

condition was complicated by leg length inequality possibly caused by left Tibia Epiphyseal Plate 

removed at the age of 12 to accommodate for a then leg length inequality. She also presented 

originally on hormone replacement therapies including estriol/estradiol topical cream, oral 

progesterone, and liposomal DHEA oral spray. Chiropractic manipulation and acupuncture 

treatments, as well as supplements based on standard Applied Kinesiology evaluation and history, 

were recommended.  
 
Regardless of lack of compliance to dietary and supplement recommendations the patient’s leg length 

became even in seated and supine positions after two treatments.  
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On her third treatment visit we addressed K-27 switching for the first time utilizing Ocular Lock and 

adjusting her sacrum. The following visit K-27 had a positive TL again and it was corrected again 

utilizing Ocular Lock, however this time adjusting her occiput bi-laterally.  

After seven treatments her estrogen levels were elevated and she was advised by her prescribing 

physician to discontinue the topical estriol/estradiol. Throughout the course of treatment she reported 

minor, consistent improvement with her neck pain and improved range of motion.  

On her ninth treatment visit she inquired on any relevance between her tail bone and neck. Two 

weeks earlier she had started with a new yoga instructor that was teaching spine supporting lessons 

focused on releasing the tailbone. After the first class she reported her neck and range of motion was 

the best ever and lasted for two days. She then reported she had an injury to her tailbone when snow 

skiing as a child. Follow up classes did not yield the same results.  

Our evaluations that visit began with her posture which revealed a left Sternocliedomastoid Muscle 

(SCM) and left Gluteus Medius muscle (GM) inhibitions. Pulse point evaluation identified an 

inhibited popliteus muscle on her left. She did not have a positive TL to K-27. Her GM was tested for 

PTI using the steps detailed previously. PTI was positive. She then tested positive for a Cruciate 

(Inter-Maxillary) Suture cranial fault with superior digital pressure on the mid cruciate suture 

position of the hard palate weakening an IM.  

Prior to evaluation of her TMJ, she reported chronic jaw pain and clicking, and expressed she did not 

want any treatment to her jaw for fear of aggravation. Palpation of TMJ revealed straight opening 

and right side of jaw closing before the left with clicking at the TMJ on closing bi-laterally, right 

greater than left. AK exam identified positive findings with her jaw open, TL to TMJ with jaw 

relaxed, and mandible held to the left with TL to the TMJ. TL to the coccyx negated the positive 

response to jaw opened wide.  

Prone evaluation revealed a right hamstring inhibition and left coccygeus inhibition. Cross TL of 

coccyx to stomach NEV points suggested utilizing encoded memory technique. The emotion 

identified facilitated the left coccygeus muscle dysfunction. Palpation of the coccyx revealed a right 

superior, posterior malposition.  

Correction of the coccyx was performed in a side posture position with favorable expectations. All 

identified and listed muscles facilitated including: left coccygeus, right hamstring, left GM, left 

popliteus, and left SCM. All AK positional and TL jaw findings were improved including: jaw wide 

open, TL to TMJ, and mandible to the left with TL to TMJ. She still had clicking in the TMJ. The 

Cruciate Suture cranial finding was no longer present. The patient reported improved range of motion 

of her neck. The treatment was followed by acupuncture for relevant findings.  

CONCLUSION:  
Pre-Test Imaging appears to be a relevant screening test to identify SID or ND caused by possible 

Dural Tension stemming from structural imbalances such as cranial faults, muscles of mastication 

dysfunctions, and coccyx subluxation. Correcting a coccyx subluxation and normalizing tension on 

the dural sheaths via the Filum Terminale relieves tension around the TMJ. Normalized tension and 

action in the muscles of mastication relieves restrictions and normalizes motion in the cranial bones, 

relieving the systemic impact structurally on the central nervous system. This is one example of 

critical point analysis in our closed kinematic chain called the human body. 
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