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The effect of either the muscle spindle cell receptor technique of applied 
kinesiology or a placebo technique on isometric strength of the right quadriceps 
femoris muscle group was studied among 20 normal human subjects. Peak, 
perpendicular maximal values of isometric quadriceps femoris muscle force was 
measured by a force transducer. Three training sessions consisting of three 
trials of peak maximal contractions of the isometric quadriceps femoris muscle 
were performed by all subjects. After the three training sessions, matched pairs 
of subjects were formed from a rank order list of each subject's mean values of 
isometric quadriceps femoris muscle strength on the third session. One subject 
of a matched pair was then randomly assigned to either an experimental (applied 
kinesiology) or control (placebo) group for the testing session. No significant 
differences in mean values of isometric quadriceps femoris muscle strength 
between the matched pairs for control and experimental subjects were noted. 
Within the context of a normal population, the applied kinesiology technique 
does not appear to augment isometric quadriceps femoris muscle strength. 
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Applied kinesiology is a new concept in the evalu­
ation and treatment of musculoskeletal problems and 
is defined by Eversaul as 

a concern with the dynamics of smooth and striated 
musculature, and the impact of those functions on 
structural entities, healing processes, and disease re­
sistance. In particular, applied kinesiology focuses on 
the identification and correction of proprioceptive 
dysfunction of ligaments and of muscles' spindle cells 
and golgi tendons (Golgi tendon organs). Finally, 
applied kinesiology is concerned with the vascular, 
lymphatic, and other systems supporting proper mus­
cle dynamics as well as the nutritional requirements 
for those support systems and muscles themselves.1 

Since being introduced by Goodheart,2 (p 3) applied 
kinesiology principles have been disseminated to a 
variety of health care providers. Chiropractors have 
used applied kinesiology on individuals with low back 
or knee pain or with temporomandibular joint dys­
function.3 Dentists have been presented with the prin­
ciples of applied kinesiology for the evaluation and 
treatment of patients with temporomandibular joint 
dysfunction.1,4 Physical therapists and athletic 
trainers have been instructed in the concept of applied 
kinesiology through a continuing education course 
offered by Sopler.5 

Favorable results, such as decreasing muscle spasm 
and increasing muscle strength, have not been docu­
mented, but have allegedly been obtained after the 
clinical use of applied kinesiology.1,3,4 Such favorable 
outcomes have been accomplished by performing one 
basic evaluation procedure followed by a variety of 
treatment procedures.1,3,4 Specifically, a muscle is 
determined "weak" either by muscle testing proce­
dures developed by Kendall,6 or by exhibiting muscle 
spasm on palpation or visual inspection. Techniques 
advocated for strengthening this "weak" muscle have 
included the muscle spindle cell receptor technique 
(MSCRT) and golgi tendon organ receptor technique 
(GTORT).1,3,4 These techniques, performed sepa-
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Fig. 1. Test position and apparatus. 

rately or in combination, allegedly strengthen the 
"weak" muscles of individuals exhibiting neuromus­
cular disorders.1,3,4 These techniques are also pre­
sumed to increase muscle strength of normal individ­
uals (Goodheart GJ, DC, personal communication of 
unpublished observations, December 1979). 

Controlled experimentation has not been presented 
on any aspect of the MSCRT. The present study was 
therefore undertaken to address the following ques­
tion: Does the MSCRT, performed under controlled 
conditions and specifically as described by applied 
kinesiologists, increase the strength of a normal quad­
riceps femoris muscle group? Clinical investigation of 
the strengthening effect of the MSCRT should help 
provide information that may benefit those clinicians 
who use the MSCRT. 

METHOD 

Subjects 

The subjects for this study were 20 women between 
the ages of 22 and 34 (mean age, 28.5). None of these 
subjects had previous histories of acute or chronic 
orthopedic, neurological, or muscular diseases. Six 
subjects were regularly engaged in activities such as 
jogging, calisthenics, and stretching exercises for a 
period of three months to five years before partici­
pating in this study. The subjects were not permitted 
to exercise for eight hours before the testing of iso­
metric strength. This requirement was necessary to 
decrease the effects of muscle fatigue on the results of 
the experiment. Fourteen subjects did not engage in 
any active exercise program during the experiment. 

Positioning 

Each subject was seated on a table to which a 
wooden seat with an adjustable backboard was af­
fixed (Fig. 1). The seat and backboard provided a 
standard testing position of 110 degrees of hip flexion 
for each subject. Subjects' arms were extended and 
placed along the sides of the table. A tongue depressor 
was positioned across the first molars to decrease the 
possible strengthening effects from jaw and teeth 
approximation, as suggested by Smith7 and Eversaul.8 

Stabilization was provided by an adjustable strap, 
secured to the backboard and pulled tightly above 
the anterior superior iliac spines of the pelvis. Addi­
tional stabilization was provided by a strap fastened 
to the seat and placed about 10 cm (4 in) above the 
left patella. 

The right leg was arbitrarily selected for testing and 
placed at 60 degrees of knee flexion by positioning 
the foot upon the rung of a wooden stool. This angle 
of knee flexion was checked periodically during gon-
iometric measurements. The left leg was allowed to 
hang freely. 

Muscle Group Selection 

The quadriceps femoris muscle was purposely se­
lected as the target muscle group because this muscle 
group 1) is usually strong, 2) was used to measure 
isometric strength under controlled conditions,9-11 3) 
was described to demonstrate any applied kinesio-
logical dysfunction rarely,1 and 4) was used to dem­
onstrate the MSCRT by Walther.2 (p 21) The test joint 
angles were selected because 60 degrees of knee flex­
ion with 110 degrees of hip flexion were reported to 
be optimal test positions for measuring maximal val­
ues of isometric quadriceps femoris muscle strength.11 

Measurement of Isometric Quadriceps Femoris 
Muscle Strength 

Isometric force of the quadriceps femoris muscle 
was produced as the subject pulled upon a cuff, which 
was placed directly superior to the medial and lateral 
malleoli (Fig. 1). The cuff was connected to a force 
transducer,* which in turn was attached to a chain 
secured to different sites beneath or on the table. A 
90-degree angle was formed between the ankle and 
the force transducer as measured by a standard uni­
versal goniometer. This method ensured that a per­
pendicular isometric force was obtained. Connections 
to the force transducer were adjusted to maintain the 
90-degree angle by two separate methods. The selec­
tion of either method was determined by the height 
of the subject. If the subject was taller than 165 cm 

*Type 5001, Kistler Instrumente AG CH-8408, Winterthur, 
Switzerland. 
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