Sports Massage

Massage for recovery, maintenance and to improve the
rehabilitation of injury with the athletic body
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Sports Massage

Topics to be covered during seminar by instructor:
•
•
•
•
•

Introduction
Pre and Post Event Routine
Injury Assessment and Evaluation
Specific lengthening techniques
Dynamic Stretching

An efficient event protocol is taught to allow the student to participate as
part of a sports massage team.
Focus on rehabilitation of acute athletic injuries using advanced sports
massage techniques.

Class Objectives:
1.

Develop the ability to support and enhance athletic performance with
the week- end athlete up to the elite athlete.

2.

To help the student to understand the difference between Isotonic
and Isometric muscle contractions and how these contractions
influence delayed onset muscle soreness.

3.

To gain a greater knowledge of muscle anatomy and physiology and
the repair process after physical activity.
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Sports Massage
Sports Massage is the application of massage techniques to improve athletic performance.
When administered sports massage can be used to warm up muscles before an event so the
muscles will respond more quickly. Sports massage can be used after an event to dispel toxic
lactic acid, delayed onset muscle soreness and can increase recovery by half as much.
Sports Massage true claim to fame is during training and conditioning to help athletes achieve
peak performance and decrease the likelihood of injury. When an injury is present, Sports
Massage is a very effective modality used for rehabilitation.
The foundation of Sports Massage utilizes techniques developed by P. H. Ling in 1812. They are:
effleurage, petrissage, vibration, tapotement, compression, friction, and shaking.

Muscle Anatomy/Physiology
There are two
distinct types of
muscle fibers used in
the athletic body.
These distinctions
seem to influence
how muscles
respond to training
and physical activity,
and each fiber type
is unique in its ability
to contract in a
certain way. Fast
twitch fibers use
anaerobic
metabolism to
create fuel, they are
much better at
generating short
bursts of strength or
speed than slow
muscles. However,
they fatigue more
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quickly. Fast twitch fibers generally produce the same amount of force per contraction as slow
muscles, but they get their name because they are able to fire more rapidly. Having more fast
twitch fibers can be an asset to a sprinter since she needs to quickly generate a lot of force.
On the other side, slow twitch fibers are more efficient at using oxygen to generate more fuel
(known as ATP) for continuous, extended muscle contractions over a long time. They fire more
slowly than fast twitch fibers and can go for a long time before they fatigue. Therefore, slow
twitch fibers are great at helping athletes run marathons and bicycle for hours. It is thought
that training in a particular sport long enough will change the twitch fibers to support that
sport.
Scar Tissue Formation
The main problems that face an athlete are scar tissue adhesion from overuse or injury and
delayed onset muscle soreness. Inside striated muscle tissue are muscle fibers that move back
and forth. If the muscle fibers tear, scar tissue will be sent to the area to bind the broken fibers
together, which means that area of injury will not move back and forth very well and will affect
range of motion.
ATP is a chemical compound that gives muscle tissue energy it needs to make a muscle
contraction occur. When the supply of oxygen is used up (oxygen depleted), the body switches
to a back up plan that uses lactic acid to create ATP, which over time causes fatigue. Studies
have shown the only way to combat this fatigue is rest or recovery and massage.
Delayed onset muscle soreness
Delayed onset muscle soreness (DOMS), is the pain or discomfort often felt 24 to 72 hours after
exercising and subsides within 2 to 3 days. It is commonly thought to be caused by increased
lactate concentrations; however, high lactate concentrations from exercise typically subside in
the body within an hour, so it can not explain pain experienced days after exercise.
Although the precise cause is still unknown, the type of muscle contraction seems to be a key
factor in the development of DOMS. A theory recently developed states that DOMS is caused by
the breakdown of muscular fibers. This is particularly apparent in Strength/Resistance
programs. The breakdown occurs due to stress, and allows the muscles to grow stronger and
larger, as shown through hypertrophy. Exercises that involve many eccentric contractions, such
as downhill running, will result in the most severe DOMS. This has been shown to be the result
of more muscle cell damage than is seen with typical concentric contractions, in which a muscle
successfully shortens during contraction against a load.
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Some research claims that DOMS is not caused by the pain from damaged muscle cells, but
from the reinforcement process. The muscle responds to training by reinforcing itself up to and
above its previous strength by increasing the size of muscle fibers (muscle hypertrophy). This
reinforcement process causes the cells to swell in their compartment and put pressure on
nerves and arteries, producing pain.

Muscle Contraction

Isotonic: Muscles contract and movement occurs.
1. Concentric: Shortening contraction in which the Insertion moves toward the
Origin.
2. Eccentric: Lengthening contraction is which the Insertion moves away from the
Origin
Isometric: Muscles contract but no motion occurs.
1. Isolated Muscle Action: One muscle contracts, tension is produced, but no
motion occurs at the joint.
2. Co-contraction: Two or more muscles contact at the same time with the same
amount of force to stabilize an area and no motion occurs in any direction.
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Muscle Strain
Damage of some portion of the muscle, tendon, or attachment brought about by overuse
(chronic strain) or overstress (acute strain).
First degree (mild): No appreciable disruption of muscle fibers. Pathological changes are
confined to a low grade inflammatory process with swelling, edema, and some discomfort on
movement or passive stretching which is confined to the area of damage.
Second degree (moderate): Actual damage to the muscle, tendon, or both, which definitely
compromises the strength of the unit. The client/athlete will exhibit a great deal of muscle
guarding or voluntary splinting.
Third degree (severe): Rupture of any component of the muscle-tendon unit is usually the result
of a violent contraction against firm resistance. It may be preceded by damage of a lesser
degree that has improperly healed.
Treatment of Muscle Strain
•
•
•
•

Rice therapy (Rest-Ice-Compression-Elevation)
Apply ice for 20 minutes to numb the injury
Follow with movement of the joint through its range of motion
When discomfort returns, stop the activity

Rice/Cryotherapy/Hydrotherapy
Rest: self-explanatory. Ice: Decreases regional blood flow resulting in decreased incidence of
secondary injury due to swelling from the primary injury. Decreases pain by calming down the
pain receptors. Compression: Increases pressure outside of the vasculature. Helps control
edema formation by promoting reabsortion of fluids. Elevation: Reduces blood and fluid flow to
injured area.
Effects of Ice Therapy: Decreased circulation, decreased metabolism, decreased inflammation,
decreased pain, and decreased muscle spasm.
Effects of Heat Therapy: Increased circulation, increased metabolism, increased inflammation,
decreased pain, and decreased muscle spasm.
Precautions: Any disease where there is nerve damage or Neuropathy. Skin conditions which
may be aggravated by moisture or heat (Vasculitis, Psoriasis or auto-immune diseases). Heart
disease, temperature changes challenge the circulatory system. Varicose veins, avoid heat in
those areas, cold is preferred. Raynaud's phenomenon, avoid cold on the arms or hands.
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Pre - Event Sports Massage
Pre – event means to warm up the athlete. During the period before an athlete starts their
event this 5 to 15 minute routine will put improve blood circulation to their muscles, release
tension in their body, improve range of motion and relieve mental stress.
•
•

•
•
•

•
•
•
•
•

•

Start by having the athlete face down (prone) on the table.
Working distal to proximal, use gentle compressions on the belly of the muscle starting
at the Gastrocnemius, avoiding the area behind the knee and continuing up the
hamstring to the hip. This may be repeated many times, as compression aids in
separating muscle fibers, dispelling lactic acid, and improves circulation.
Continuing working distal to proximal, petrissage, vibration, or shaking is effective in
relaxing the muscle tissue.
After the legs have received sufficient attention, the back, shoulders and arms can be
included.
To finish the prone side of the body, start with tapotement at the ankles, up the back
finishing at the arms. Transition to alternating tapotement, ending with a gentle nerve
stroke.

As the athlete turns over face up (supine), continue using compression on the leg from
the knee in a distal motion to the proximal hip.
The anterior shin or lower leg responses better to a reverse compression towards the
center of the bone.
Effleurage in a circular motion around the outside of the hip joint.
Compression of the arm, shoulder, and neck may be used before starting the finishing
strokes.
To finish the supine side of the body, start with tapotement at the ankles, up the leg,
around the outside of the hip, jump to the arm finishing at the shoulder. Transition to
alternating tapotement, ending with a gentle nerve stroke.
Sanitize table for next athlete.
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Post – Event Sports Massage
Post – event means to cool down, drain the body of lactic acid and excess fluid, using the sports
massage protocol. With the event being over the therapist has more freedom to use other
techniques which might be too aggressive for pre – event.
At this time, acute injuries or concerns may be addressed by applying ice to the effected area if
no medical staff is available. Remember “R.I.C.E.” - Rest, Ice, Compression, and Elevation.

Common Post – Event Injury Assessment and Evaluation:
Dehydration
•
•
•
•

With as little as 2 percent dehydration will have a negative effect on the athletes’
performance.
Excessive loss of bodily fluids. Symptoms include thirst, dizziness, weakness and nausea.
Serious dehydration can lead to cramps, chills and disorientation.
Stop running, get to a cool place and drink plenty of fluids.

Of course, the point is not to become dehydrated in the first place. Everyone's fluid needs vary.
You know you're getting enough if you void large volumes of pale urine at least six times a day.

Hypothermia
•
•
•
•

Low body temperature--96 degrees F or lower--which can be fatal if untreated.
Symptoms include shivering, slow pulse, lethargy and a decrease in alertness.
In severe cases, muscles become rigid and the athlete can lose consciousness.
Dehydration makes you more prone to hypothermia.

Keep moving to generate heat. Get to a warm place, wrap athlete in blankets and drink warm
liquids.

Hyperthermia
•
•
•
•

Get the athlete out of the sun into a cool place, preferably one that is air conditioned.
Offer fluids but avoid alcohol and caffeine - water and fruit juices are best.
Encourage the individual to shower and bathe, or sponge off with cool water.
Urge the person to lie down and rest, preferably in a cool place.

If the athlete is exhibiting signs of heat stroke or heat exhaustion, emergency assistance should
be sought immediately. Without medical attention, hyperthermia can be deadly.
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Hamstring/calf Injuries
•
•

Hamstring injuries are among the most common and frustrating problems endured by
athletes. Not only can they take a long time to heal, they also can become chronic.
The underlying causes of hamstring problems, usually involve overtraining and fatigue,
improper warm-up, leg-length differences, previous hamstring injury (making the area
vulnerable to re-injury), lack of flexibility, or muscle imbalance of the quadriceps.

R.I.C.E., PNF stretching, cross fiber friction, light massage only.
In the post – event routine the time frame and the protocol are identical to the pre - event
routine in addition to gentle stretching and specific lengthening techniques if deemed
necessary by the therapist.

Specific lengthening techniques
Dynamic stretching
There is one form of stretching, however, that has actually been shown to
improve strength, power, muscular endurance, anaerobic capacity, speed,
and agility: dynamic or active stretching (similar to Mobilization which
has the movement component as well as the benefits of PNF). It is also
called active isolated assisted stretching.
Unlike static stretching, active dynamic stretching involves movements that
repeatedly put muscles through the expected ranges of motion, such as air
squats, leg kicks, side lunges, arm circles, and so forth.
Active stretching accomplishes several things that improve performance: it
increases the suppleness of and blood flow to the muscles, raises body
temperature, and enhances free, coordinated movement.
The first component of dynamic stretching is to look at Sherrington’s law
of reciprocal inhibition (Sherrington, 1907) states that a hypertonic
antagonist muscle may be reflexively inhibiting their agonist. Therefore, in
the presence of tight and/or short antagonistic muscles, restoring normal
muscle tone and/or length must first be addressed before attempting to
strengthen a weakened or inhibited muscle.
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As a muscle contracts the motor nerve has been activated which is
commonly known as a concentric contraction. The opposite or antagonist
muscle relaxes known as an eccentric contraction.
By shortening the opposite of the target muscle the nerve signal turns off
the target muscle allowing it to stretch.
For example, when stretching the hamstrings, the quadriceps muscles on
the front of the leg are contracted, relaxing the hamstrings and making
them more susceptible to stretching.
A runner would lie on his back, lift his leg by using the muscles on the front
of the leg, then stretch the hamstring by lightly pulling the leg back to the
point of tightness, holding the stretch and then releasing.
The second component of dynamic stretching is to realize that most
target muscles of the human body can be stretched by contacting the
opposite muscle or group of muscles, along with a little bit extra stretch. It
is essential to understand the primary action of a muscle and it’s opposite.
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The third component of dynamic stretching is from the father/son team of
Jim and Phil Wharton. The underlying theory is that if a muscle is stretched
too far, too fast, or for too long, it elicits a protective action known as the
myotatic reflex (or stretch reflex), causing it to automatically and ballistically
recoil in an attempt to prevent the muscle from tearing. This occurs about
three seconds into a stretch.8
Therefore, subjects stretch to their natural range of motion, before the
myotatic reflex kicks in, then return to the start position and repeat 10
times. Using this technique, the muscles exhibit a greater range of motion
over the course of each set of stretching repeats.9
The forth component of dynamic stretching is the "assisted" aspect. The
muscle is coaxed through its last few degrees of motion either by the
therapist, or more commonly, by the use of an eight-foot length of rope that
is wrapped around the foot or leg in various ways depending on the
direction of the stretch.
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Lack of awareness
One of the obstacles I face with treating people is lack of awareness of
their bodies. With athletes, many train way past their pain threshold. In
fact, the average person may suppress nagging discomfort with their day to
day lives.
As this warning signal is suppressed more and more the person may not be
aware of a nagging irritation that has grown into a full blown injury until the
therapist addresses it on the treatment table.
An added benefit of Dynamic Stretching is by having the person actively
contract the opposite muscle of the one being treated will encourage
awareness of this dysfunctional area and help to restore proper function
and range of motion.
Dynamic Stretching Protocol for the Major Areas of the Body
The guide I use for treating the body with Dynamic Stretching is to
determine the action of the target muscle (agonist) I will be working
with.
Next is to find the opposite muscle, determine the action of this
antagonist.
Demonstrate to the person how to shorten or contract the antagonist
muscle.
Have the person practice shortening the antagonist muscle a few
times slowly.
As the person continues to shorten the antagonist muscle, gently
stretch the target muscle for 2 seconds for 10 repetitions. With each
stretch as the tissue releases more pressure should be able to be
tolerated.
If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
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Contraindications to stretching
The following should be kept in mind as contraindications to stretching:
Joint Instability
Joint instability can be the result of a prior dislocation, fracture, or sprain.
Get advice from your doctor before stretching an area of previous injury.
Diseases Affecting the Tissues Being Stretched
Conditions such as rheumatoid arthritis or osteoporosis can leave joint
structures weakened. Those with connective tissue disorders also have
altered connective tissue viscoelastic properties. Stretching can lead to
disability, instability or deformity.
Acute Injury
Consult a doctor prior to initiating a stretching program with recent injuries
as scar tissue takes time to mature. Premature stretching can cause reinjury and the deposition of more scar tissue prolonging the rehabilitation
process.
Vascular injury
Talk to your doctor if you are recovering from a vascular trauma or are
taking a anticoagulant. Premature or excessive stretching can lead to
further vascular injury and thromboembolism.
Infection
Consult your doctor prior to stretching an area that is infected to avoid
tissue damage or spread of the infection.
Excessive Pain When Stretching
If stretching is excessively painful you may be suffering from an underlying
medical condition. Consult your doctor.
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Inflammation or Joint Effusion
Be careful when starting a stretching program around an area of
inflammation. Inflammation can change the viscoelastic properties of
connective tissues and can cause injury if not undertaken correctly.
Stretching a joint with an effusion (or water on the knee) can damage
capsular structures.
Dynamic Stretching
Calf stretch (supine) Action: plantar flexion of the ankle; opposite action:
dorsi flexion.
• Lightly touch the opposite muscle: tibialis anterior (antagonist), so the
person will realize which muscle to contract.
• Instruct the person to bring their foot upwards into dorsi flexion as far
as possible, contracting the anterior shin muscles and exhale during
movement.
• Therapist provides gentle assistive stretch at the end of the
movement by using the hand to provide a gentle pushing effort.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.
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Sole of the foot stretch (supine) Action: flexion of the toes and plantar
flexion of the ankle; opposite action: extension of the toes and dorsi flexion.
• Lightly touch the opposite muscle: extensor digitorum and tibialis
anterior (antagonist), so the person will realize which muscle to
contract.
• Instruct the person to bring their toes upwards into extension and
dorsi flexion as far as possible, contracting the anterior shin muscles,
and top of the toes and exhale during movement.
• Therapist provides gentle assistive stretch at the end of the
movement by using the hand to provide a gentle pushing effort
upwards of the toes.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.
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Top of the foot stretch (supine) Action: extension of the toes and dorsi
flexion of the ankle; opposite action: flexion of the toes and plantar flexion.
• Lightly touch the opposite muscle: flexor digitorum and calf
(antagonist), so the person will realize which muscle to contract.
• Instruct the person to bring their toes downwards into flexion and
plantar flexion as far as possible, contracting the calf muscles, and
bottom of the toes and exhale during movement.
• Therapist provides gentle assistive stretch at the end of the
movement by using the hand to provide a gentle pushing effort
downward of the toes.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.
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Hamstring stretch (supine) Action: flexion of the knee and extension of
the hip; opposite action: extension of the knee and flexion of the hip.
• Place one hand behind the bent knee. Lightly touch the opposite
muscle: quadriceps and glute (antagonist), so the person will realize
which muscle to contract.
• Instruct the person to straighten the knee as far as possible,
contracting the quadriceps muscles and bring the leg closer to the
table and exhale during movement.
• Therapist provides gentle assistive stretch at the end of the
movement by using the hand to provide a gentle pushing effort of the
foot to help straighten the bent knee and flex the hip.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.
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(Optional contract-relax) Gluteus Maximus, hamstring stretch (supine)
Action: extension of the hip; opposite action: flexion of the hip.
• Place shoulder behind the bent knee. Lightly touch the hamstring and
glute muscle, so the person will realize which muscle to contract.
• Instruct the person to extend the hip as far as possible and push the
therapist backwards and exhale during movement.
• Therapist provides gentle assistive stretch at the end of the
movement by using body weight to provide a gentle pushing effort of
the knee to the shoulder.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.
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Gluteus Medius, Iliotibial Band stretch (supine) Action: abduction of the
hip; opposite action: adduction of the hip.
• Place one hand around the ankle of the opposite side of the body.
Lightly touch the opposite muscle: hip adductors (antagonist), so the
person will realize which muscle to contract.
• Bend the person’s opposite knee of the target area.
• Instruct the person to adduct the hip as far as possible and bring the
leg across the body and exhale during movement.
• Therapist provides gentle assistive stretch at the end of the
movement by using the hand to provide a gentle pulling effort of the
leg across the body, while using counter pressure by pushing the
opposite bent knee.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.
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(Optional) Gluteus Medius, Iliotibial Band stretch (side lying) Action:
abduction of the hip; opposite action: adduction of the hip.
• Place one hand around the outside of the knee on the same side of
the body with the leg extended off of the table. Lightly touch the
opposite muscle: hip adductors (antagonist), so the person will realize
which muscle to contract.
• Stabilize the hip close to the target muscle.
• Have the person hold the lower bent knee to isolate movement.
• Instruct the person to adduct the hip as far as possible and bring the
leg down to the floor and exhale during movement.
• Therapist provides gentle assistive stretch at the end of the
movement by using the hand to provide a gentle pushing effort of the
leg down to the floor.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.
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Hip flexor, Quadriceps stretch (side lying) Action: flexion of the hip,
extension of the knee; opposite action: extension of the hip, flexion of the
knee.
• Place one hand around the knee and ankle on the same side of the
body with the knee bent. Lightly touch the opposite muscle: glutes,
hamstrings (antagonist), so the person will realize which muscle to
contract.
• Stabilize the hip close to the target muscle with the therapist’s hip.
• Have the person hold the lower bent knee to isolate movement.
• Instruct the person to extend the hip as far as possible and bring the
leg backward and exhale during movement.
• Therapist rotates their body backwards to extend the hip and
provides gentle assistive stretch at the end of the movement by using
the hands to provide a gentle pushing effort of the leg backwards.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.
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Torso, lateral flexion stretch (seated) Action: lateral flexion of vertebral
column to one side, opposite action: lateral flexion of vertebral column to
the other side.
• Have the person clasp both hands overhead.
• Place one hand around the elbow on the same side of the body.
Lightly touch the opposite muscle: torso on the other side
(antagonist), so the person will realize which muscle to contract.
• Instruct the person to side bend the torso as far as possible away
from the therapist and exhale during movement.
• Therapist provides gentle assistive stretch at the end of the
movement by using the hands to provide a gentle pushing effort of
the shoulder.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.
• (Optional) Can be done in the supine position.
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Carpal Tunnel stretch (seated) Action: adduction of arm, internal rotation
of arm, flexion of the wrist, opposite action: abduction of arm, external
rotation of arm, extension of the wrist.
• Place one hand around the wrist (or finger tips) and stabilize the
shoulder on the same side of the body. Lightly touch the opposite
muscle: posterior shoulder, triceps, wrist extensor on the same side
of the body (antagonist), so the person will realize which muscle to
contract.
• Instruct the person to rotate the head away from the treatment side,
while bringing their arm behind the body as far as possible and
exhale during movement.
• Therapist provides gentle assistive stretch at the end of the
movement by using the hand to provide a gentle pulling effort of the
arm, wrist behind the body.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.
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Pectoralis, anterior shoulder stretch (prone) Action: horizontal
adduction of arm, opposite action: abduction of arm.
• Have the person clasp both hands at the back of the neck.
• Place both hands around the elbows. Lightly touch the opposite
muscle: posterior shoulder, elbows (antagonist), so the person will
realize which muscle to contract.
• Instruct the person to raise both shoulders, elbows as far as possible
and exhale during movement.
• Therapist provides gentle assistive stretch at the end of the
movement by using the hands to provide a gentle lifting effort of the
shoulders and elbows.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.
• (Optional) Can be done in the seated position.
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Pectoralis, obliques stretch (prone) Action: internal rotation of arm,
rotates vertebral column, opposite action: external rotation of arm, rotates
vertebral column.
• Have the person’s arm at the side.
• Place hand under the arm pit and around the front of the shoulder on
the opposite side of the body. Lightly touch the opposite muscle:
posterior shoulder, latissimus dorsi (antagonist), so the person will
realize which muscle to contract.
• Instruct the person to raise the shoulder, and rotate the torso
backward as far as possible and exhale during movement.
• Therapist provides gentle assistive stretch at the end of the
movement by using the hand to provide a gentle lifting effort of the
shoulder and rotation of the torso toward the therapist.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.
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Hip flexor, stretch (prone) Action: flexion of the hip; opposite action:
extension of the hip.
• Place one hand around the opposite quadriceps, with the other hand
on the low back to stabilize. Lightly touch the opposite muscle: glutes,
(antagonist), so the person will realize which muscle to contract.
• Instruct the person to extend the hip as far as possible and bring the
leg backward and exhale during movement.
• Therapist provides gentle assistive stretch at the end of the
movement by using the hand to provide a gentle lifting and pulling
effort of the leg, while pushing on the low back.
• If the target muscle is very sore or hypersensitive, resist with 20%
pressure of the antagonist muscle while stretching the target muscle.
• 10 repetitions for 2 seconds each.

26

Kinesiology tape treatment
I have found by using the addition of kinesiology tape after my treatments it
has accomplished 2 objectives.
1. Affects the sensory receptors to help the person to be aware of areas
or positions they might have forgotten about.
2. Aids in mechanical correction by utilizing the stretching qualities of
the tape with pulling where it is needed to stimulate a sensation
which results in the body’s adaptation to the stimulus.
Application essentials
• Clean the area with alcohol before application to remove any oil
residue.
• For overused or tightened muscles, the tape is applied from insertion
to origin.
• For chronically weakened muscles or where increased contraction is
desired, the tape is applied from origin to insertion.
Shoulder retraction
• Attach the anchor point
along the spine of the
scapula.
• Have the person
externally rotate their
arm away from you;
apply with 25% tension
around the shoulder.
• As you finish applying
the tape below the
clavicle, have the
person extend their
shoulder.
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Shoulder X retraction
• Attach the anchor
point along the
lower medial border
of the scapula.
• Have the person
externally rotate
their arm away from
you; apply with
25% tension
around the upper
trapezius on the
other side of the
body.
• As you finish
applying the tape above the clavicle, have the person extend their
shoulder.
Pectoralis minor
• Cut the tape in half
because of this
small area. Spilt the
2 halves to make a
“V”. Attach the 2
ends at the level of
the 3rd or 4th rib with
25% stretch (anchor
point).
• Have the person
rotate their shoulder
away and down from
you; apply with no tension just below the clavicle.
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Posterior neck
• Spilt the 2 halves to
make a “V” (or use
two separate strips).
• Have the person
flex their head away
from you.
• Apply the anchor
point with no
tension just halfway
at the medial border
of the scapula.
• Attach the 2 ends
with 25% tension.

Massage Treatment
One of my favorite techniques is a movement I like to call “Dynamic Extension Release”. It is
commonly known as a massage concept called “pin-and-stretch”, which is applying pressure to
a muscle as you elongate it. The first order of business is to position the person on the table in a
supine position.
In this manual, techniques described may only need to be performed on one side only. I have
included stretches to re-educate the effected muscle and to restore healthy resting lengths.
As we begin this work, assessment of the pelvic girdle is paramount because of the structural
relationship as the foundation of the vertebral column and it could point to dysfunction.

Dynamic extension release Using firm slow stroking on the target area, while stretching
the area at the same time.
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Quadriceps (seated or supine position)
• Make sure the knee can bend by placing the lower leg off of the table.
• Straighten the knee and demonstrate the movement of bending the knee to the athlete.
• Start by having the knee straight and instruct the athlete to slowly bend the knee while you
stroke distal to proximal to release the quadriceps.
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Posterior Shoulder (supine position)
•
•

Instruct the athlete to adduct the shoulder using the muscles in the front.
Stroke across this muscle group while the athlete performs the action.

Chest/Shoulder (supine position)
• Instruct the athlete to abduct the arm and extend the shoulder using the muscles in the back.
• Stroke across this muscle group while the athlete performs the action.

31

Chest (supine position)
• Instruct the athlete to externally rotate the arm and extend the shoulder using the muscles in
the back.
• Stroke across this muscle group while the athlete performs the action.

Shoulder (supine position)
• Instruct the athlete to start with their hand on their stomach, then externally rotate the arm
while the elbow stays in place, using the muscles in the back.
• Stroke across this muscle group while the athlete performs the action.
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Neck/Trapezius (supine position)
•

Instruct the athlete to bring their ear to the shoulder.

•

Stroke across the opposite muscle group while the athlete performs the action.

Neck/Trapezius (prone position)
•

Instruct the athlete first extend their neck, then have them use the front muscles to
lower their head.

•

Stroke across the opposite muscle group while the athlete performs the action.
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Cross fiber friction
This technique is effective in separating muscle fibers or muscle groups that have adhered
together.

Cross fiber friction/Hamstrings
•

Keeping fingers together as one
unit.

•

Stroke back and forth across the
muscle fibers, using light pressure.

•

Gradually increase the pressure as
the fibers release.

Cross fiber friction/Quads/IT Band
•
•
•

Keeping fingers together as one unit.
Stroke back and forth across the
muscle fibers, using light pressure.
Gradually increase the pressure as the
fibers release.
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Cross fiber friction for epicondylitis
Locate epicondyle, travel distal one inch.
•

Stroke back and forth across the fibers, using deep pressure.

•

Apply ice for 2 minutes.

•

Repeat each day until no more pain.
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