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Foreword by Marjorie Kasten (PT)


It is always exciting for a new book promoting, explaining or expanding the power and effectiveness of the FDM to be presented to the public. This book is another example. The perspective of psychiatry and how FDM treatments complement psychotherapy is a concept Dr. Typaldos would find fascinating. He would be pleased to know that someone contemplated this topic and then practiced enough to write a book, and, no doubt, he would have some thoughts to add.


I hope that my contributions on the history of the FDM will encourage the reader to recognize the profound importance of the Fascial Distortion Model to people everywhere in the world and to medicine itself. Each new publication, like this one, is another step towards making the FDM part of the foundation of medicine, which also reveals possibilities of spectacular treatments to more practitioners and their patients.


Marjorie Kasten (PT)


May 2020




Foreword by Dr. Reinhard Sittl


When I learned that two of my friends, a physical therapist and a psychiatrist, had started to write a book together, I was a little bit puzzled. At the same time I was quite curious about the topic, which two so different representatives of the health care system would choose. I could not imagine that a body oriented physical therapist and a mentally focused psychiatrist would develop ideas and therapeutic approaches together. However, with the Fascial Distortion Model (FDM) both authors found a sustainable bridge over which they could approach each other.


In many personal discussions they discovered that they often met patients in their individual practices who showed psychological as well as typical physical symptoms, which they could classify according to the Fascial Distortion Model. With this book, the authors admit fascinating insights into their long-term experience with a lot of chronically ill patients, where biopsychosocial factors play an important role in the course of the disease. Case studies of patients with panic, anxiety and burnout are meticulously described, from the first contact, to the process of treatment, through to the end of the therapy. Thus, the reader gains a lively impression of the therapist patient interaction.


The whole new way the two therapists chose is to diagnose all physical symptoms of psychosomatic diseases with the help of FDM. With this approach, patients get the unique opportunity to have their complaints not only treated psychotherapeutically but also by manual therapy. This interesting approach is very appealing to many patients, who deny any emotional cause of their symptoms and quite often this is the important first move towards a confiding therapist- patient relationship. In a second step is seems easier to accept psychotherapeutic measures.


As FDM is the vital basis in the diagnostic of physical symptoms in psychosomatic diseases in this book, it is very helpful that the fundamental concept of FDM is once again described in an comprehensible manner at the beginning of the book. This is followed by a somewhat unconventional, but nonetheless quite exciting to read, description of the phenomenon pain. Here, the close connections between physical pain, emotional distress and vice versa are presented in detail. Highlights of the book are the compellingly descriptions of the case studies, which take us directly along into the therapist- patient interaction and let us experience this the process first hand.


Along with the theory of Dynamic Circular Interaction, creatively and practically developed by the authors, the importance of the patient therapist interaction is emphasized once again. Here, not only words, but also the “gestures of pain” play a decisive role for the diagnosis, and thus, also determine therapeutic intervention. To me, as long-term head of the Pain Center of the university hospital Erlangen, this book is an important contribution for a better holistic understanding of psychosomatic diseases. Thanks to the authors for there is now a concept of therapeutic possibilities along with psychosomatic pain, about which we did not even think before. May many patients benefit from this concept.


Dr. Reinhard Sittl


June 2020




Foreword by Dr. Georg Harrer


Already during his first FDM workshop, Dr. Mario Maleschitz attracted my attention. He seemed to be more interested and impatient than the other participants. The fact that he had already gone for psychiatry, made him quite unhappy when faces with the newly acquired possibility to help patients, who suffer of a sprained ankle, by using few hand grips make them walk again, pain-free.


As for me, I was instantly filled with great hope by this encounter. I have always regarded FDM as principally unlimited. Only one pioneer is needed to enlarge the principles of FDM to another field. As soon as this has happened, the scope of application suddenly grows. This is exactly how FDM developed. At the beginning there was a pulling pain in a woman’s neck in a surgery in Yuba City, California, in spring 1991. By and by, Dr. Typaldos extended the scope of application of the principles of the six fascial distortions to a growing number of complaints, which earlier on he had not thought reachable by FDM.


The authors of this book encourage us to address complaints of our patients that we thought to be unreachable until now. The book applies to readers with different biographies and knowledge. There will be many among them who are confronted with the complaints described in this book on a daily basis, and who are looking for new approaches, to improve their patients’ well-being. For this group FDM might be new, and they will hopefully be encouraged by success to acquire knowledge that goes further than that supplied by this book.


For others, working daily with FDM, probably the vast information about interaction with the patient and the new perspective of hitherto as “psychological”, and thus for us not tangible, interpreted diseases might be a chance to help more people than before. Especially those suffering from anxiety require our special support.


For the authors themselves, this book is probably also a challenge, which helps them to develop further and sharpen their thoughts. While reading I enjoy watching FDM grow. I wish the readers after turning the last page, to find themselves in a bigger world than before they had started reading.


Dr. Georg Harrer


Summer 2020




1. Prologue


1.1 Chess and the Fascial Distortion Model


The „Game of Kings“ fascinates a lot of people. It works with six different pieces: the king, the queen, rook, bishop, knight and pawn. Every chess piece has defined possibilities to move on the chessboard. 20 minutes are basically enough to get to know the moves. But there are people who are fascinated by this game of strategy throughout their lives. Many books and magazines are only about chess. Some people already start to play chess as a child and take part in competitions. Why? We think, it’s because of the numerous different ways and strategies of how to play the game. The players are repeatedly challenged. Action, reaction, interaction and a goal. In chess the participants play against each other to win.


The therapist isn’t a therapist without the patient


Now what does chess have in common with the Fascial Distortion Model? The Fascial Distortion Model shows us six different fascial distortions pointed out to us by the patient. The distortions are quickly explained, but we need time and practice to learn action, reaction and interaction with the patient and to achieve a goal – in the case of FDM in collaboration with the patient. He knows the problem, even if he’s unaware of it. The therapist’s part is to read the symptoms and to try to act accordingly. Now a lively interaction takes place, the goal of which is to solve the patient’s problem. During this interaction the patient becomes the expert for his complaints. In this book we will show you how to make this interaction improve as well as show you some ideas, that will support you in achieving the goal together with your patient. The therapist is not a therapist without the patient. Both have to collaborate as equal partners until the job assignment is fulfilled.


We are happy, if we succeeded in writing a book that also enables laypersons to understand the method. Our special thanks go to the colleagues, who made available to us their knowledge and experience in order to make this book a success.


1.2 If someone reveals himself to be your teacher


If you talk, you will only repeat what you already know.


But if you listen, you might learn something new.


Dalai Lama


The following story starts in an everyday situation with a private doctor’s visit during a rehabilitation program. After three weeks one knows each other and meets every day in various therapies. Patients come to individual sessions of psychotherapy as well as to work in groups. They find social contacts, dance together or withdraw to the studio, working on relaxation and creativity. Among the many patients a 32-year-old woman attracts the doctor’s attention. She has described as a person who “always struggles”. Since some days she behaves in a different way.


She is arriving in time like every Thursday for the private session but seems to be unhappy and sweaty. Her hair is kind of greasy and she slumps in her chair. She is agitated, seems to be tense and is constantly changing position.


“How are you today?” the therapist, who is already assuming the answer, asks her.


Patient, “So so, thank you.”


Therapist, “What is oppressing you?”


Patient, “Everything is so difficult. For ten days I’ve been having massive tensions and anxiety attacks of changing intensity.”


Therapist, “How is this anxiety manifesting itself?”


Patient, „It’s coming up again and again in waves, overrunning me without a preliminary warning. Sometimes their intensity is strong, sometimes weak. I’ve known these panic attacks for quite some time now, but they occur more often. They start all of a sudden with palpitations, sweating and my mouth goes dry. I feel a tightness in my throat. My chest seems to be tied up, like suffocating me. Then I feel like losing control.”


The patient’s problem is that these vicious attacks don’t disappear and the tension remains. “Meanwhile I’m taking three Xanor (Benzodiazepine, a medication reducing anxiety, having antispasmodic, tranquilizing and sleep-promoting effects. It’s applied for states of anxiety, excitation and stress, for sleep disorders and epilepsy). Still, I can’t relax. Added this oppressive feeling and these painful tensions becoming stronger the minute. I don’t feel capable of anything. I’m only a shadow of my former self. For two days now I’ve been suffering from severe headaches. These migraine and tension headaches – nobody really knows what they are – I’ve already known. I did have them more often during the last months. They wear me down further. It’s all extremely difficult and exhausting. I try to get through the complete therapy but I’m starting to see that I won’t make it. It’s so difficult to let go. I always try to do everything right but I just can’t do it. Meanwhile I’m feeling worse than at the beginning of rehab”, the patient complains.


Therapist, „And how’re you sleeping?”


Patient, “I’m not very refreshed after sleeping. I always wake up in between and can’t go back to sleep. I keep brooding and suddenly its morning. My upcoming wedding scares me. Like I’m feeling now, I probably won’t be able to hold out and enjoy this day. I’m urgently seeking improvement. I came here to get better and fitter and to regain control over my life. Can you do something against my pain?”


Therapist, “Where is your head hurting?”


The patient grabs in the cervical region left with three fingers, presses her fingers lightly in the tissue and sways her head but only for a moment. She thinks. Then describes a linear pain in the lateral cervical region.


Therapist, “Does the pain move along in your head or does the line go to the eyes?” She’s a little bit irritated and answers, “It’s been moving for months now but it always starts in the cervical region and then it gets more severe.”


Therapist, “And where is the anxiety located you mentioned earlier?”


The patient grasps with her fingers at the neck region for a moment. She kneads the region in the area of the larynx. Then she describes the panic attacks, showing the tension in the cervical region with two fingers as a line again. Additionally, during the hard phases the tension is always pulling strongly under her breast which feels quite unnerving to her. If this happens, she feels “a kind of narrowness in her heart”. In this state she even fears to suffer a heart attack. She says that she has been to the hospital because of that but they couldn’t find a heart disease, although it felt very real to her. Anyway, she is frightened to death in situations like these. Again she indicates a line beneath her left breast. Then she describes a pull in the direction of her thoracic spine. Towards the end of her report she grasps with both hands for her chest but this time flat/ laminar. She splays all her fingers, touches the region for a moment and moves the palms of her hands as if removing wet clothes. She says: “The pull on the left breast drives me crazy!”


As the therapist noted how impressive she showed the whole situation, he asks her, if she’d allow him to touch her there. A nurse being with them, she consents and the therapist starts with a soft triggerband technique in the cervical region, where she has indicated the pull. He asks her, how this feels.


Patient, “Yes, exactly there is the pain. You can press stronger.”


The therapist treats her with the triggerband technique following the shoulder-mastoid-triggerband left and right. Finally the therapist asks the patient again how she feels.


She seems to be nearly enthusiastic and answers, “THIS is the pain. Yes, this is exactly MY pain.”


Therapist, “Is it okay for you if I’m going on like that?”


She smiles and says, „Absolutely. It feels to be right!”


The therapist works on the herniated triggerpoints above the collarbone on both sides. After he has treated the first triggerpoint the patient wants to know, what he’s doing. She is kind of irritated because it feels just right and she thinks herself finally understood. A comfortable and relaxed mood is beginning to develop. While therapist and patient get more quiet in their interaction and work together step by step, he explains to her, that what she is observing is real for him. It is called fascial distortions. This line she is indicating is at the surface, it can be reached and has to be corrected. It is this structure which is always pulling and causing her pain. To explain the matter better, the therapist shows her the distorted stitching at the outer layer of his trousers. He also explains to the patient that the thing, causing so much pain in her neck is something incarcerated/pinched. However, the cause of this isn’t somewhere to be found in the cervical spine and therefore can be reached from the surface.


The lady starts to cry during the treatment with the triggerband technique. The pain is getting severe. The therapist stays calm and assures her that there is nothing to feel embarrassed about, that everything is okay and her reaction quite normal. After he asked whether he should go on with the treatment, she nods and agrees while sobbing.


Subsequently the therapist treats the triggerbands in the head and chest region. The patient is crying repeatedly although she feels the treatment to be right. When the therapist has finished the treatment, he asks the patient why she’s crying.


She answers, “I don’t cry out of fear but out of joy! I’m feeling so much better. I know now that I’m not imagining the whole thing. I’M NOT BEING CRAZY!”


1.3 Understanding each other


It is not always simple to understand other people. Sometimes language makes it even more difficult. But there is a therapist-patient-level, which represents a nearly unmistakable level of communication: the Fascial Distortion Model (FDM). FDM describes fascial distortions. With FDM the therapist enters communication with the patient’s unconscious – at least this is our explanation. The unconscious, sometimes referred to as the subconscious, is essentially influencing how we think, feel and act.


Do you drive a car? Driving a car is a very intricate action. We can only handle it because with a certain practice we do not have to think about changing gears, braking and steering anymore. With a little bit of experience we perform these things automatically and can concentrate on traffic. To walk is similarly intricate! It will take human beings years from the first clumsy steps and the awkward rolling gait of a toddler to achieve the elegant movement of an athlete. But then you won’t have to think about it anymore. We walk and run automatically. It is the same with emotions like joy or grief. We do not consciously decide whether we want to feel sad or not. If we are in the respective situation we are just being sad. Everybody can read out of our demeanor and facial expressions that we are sad. Our behavior is unconsciously and other people have an intuitive understanding. FDM gives us the chance to understand the feeling of pain, because the patient describes this feeling, although the therapist cannot feel it himself. Can we trust these descriptions? Absolutely! There is no better expert than the patient himself when dealing with his feelings. If somebody is in a situation that makes him sad and another one assures him, “I’m feeling with you”, this will only function conditionally. No human being can exactly feel what another one feels. For therapists fortunately this is not necessary because Dr. Stephen Typaldos has found the interface of communication between patients and therapists. He named it Fascial Distortion Model.


FDM is a diagnostic concept based exclusively on the patient’s feelings and his description of his feelings. Expressed differently: The patient is the expert and we can rely on him in respect to his description of his fascial distortions. The manual therapy, used frequently by therapists, is not the Fascial Distortion Model anymore. It is called “manual therapy according to Typaldos” or “Typaldos Technique”. This is often mixed up. Therapy can be quite versatile. We will get back to this in the respective case studies. Mostly therapy will be done manually, which means with the hands.


For this book we will use the term “therapist” in a general sense. The method is valued by doctors of different professions, alternative practitioners, physical therapists and also in other medical jobs. The term therapist is to express, that we are mainly dealing with therapy and not only diagnostics.


Think of scrambled words. We are able to read texts consisting of twisted words, because our brain descrambles and uses patterns. But still, do we really understand? Or do we only think we understand the meaning?


Often we think that we have understood something thoroughly, only to learn some time later, that we didn’t understand it at all or only partially. With 30 we think, we understand life and discover quite soon, that we do not. Being 40 we are sure that we now understand everything about life but we don’t etc. To really understand the Fascial Distortion Model and to see its deeper value will take us years on years. And the process will not come to an end. Every single day we go on learning from colleagues and from the experts – the patients. Please perceive the case studies in this book as an inspiration and not as a solution. Every case stands for an individual story. As an FDM-therapist you are very lucky, because you are working with the best experts – your patients. You should always observe the rules, which Stephen Typaldos put up. Only then you can work with the Fascial Distortion Model successfully. When therapists fail, it is mostly because they do not remain within the model. Keep in mind, that there are some very special and probably rare cases, where FDM cannot help at all or only in a supportive way.


1.4 A glimpse of the history of FDM


„And when we allow ourselves to view anatomy anew,


our thinking will change. Our horizon will open.“ [1]


Some years ago, an orthopedist came to see me in my practice for some days. He had attended some FDM trainings and wanted to see, how FDM was being applied in daily practice. I asked him for the reason of his interest in FDM. He told me that as a senior physician in the emergency ambulance he had noticed that he couldn’t always help people with acute complaints. While searching for solutions a colleague recommended the Fascial Distortion Model. Perhaps you as a therapist will make a similar experience. The short moment of curiosity in the rat race of everyday life usually disappears quickly and ideas of change will be discarded because we fear to do anything wrong. The formation and the circumstances, the way in which the model came to life, is told in a book by Marjorie Kasten, assistant to Stephen Typaldos, from which we will give you a short summary:


Certainty


Dr. Typaldos worked dutifully in the clinical daily routine but was not satisfied with his therapeutic possibilities. Some years ago he had experienced himself how immensely he was restricted in his mobility, due to injuries of the forearm and the wrist. He wasn’t able to achieve any improvement with common medical treatments. His forearm was substantially restricted in pronation and supination. Therefore he went to see some colleagues about it, but without success. It is reported, that when Typaldos took a shower he had the strong notion, to set and twist his forearm. He followed this strong notion and twisted his arm. It resulted in a loud click, and to his surprise, the long-term restriction of mobility dissolved. He had trusted his instinctive feeling and therefore found a solution – to twist the arm. Regarding this event, Marjorie Kasten, PT, reports in chapter 17.3,


Typaldos wrote, “I’ve learned some important things of this wrist.




	As a patient I knew instinctively what to do.


	The medical community did not know, about what they talked.


	I learned that I could find out things. This has been a turning point in my life.”





Discovery


One day, a woman, who had been suffering from neck pain for a long time, came to see Typaldos. Right at this day he had already treated two other patients with neck pain, but despite his extensive education, he was not able to achieve anything for them or the patient sitting right before him. He could only prescribe some medication. But this one patient didn’t let him get away with medication or physical treatment. She was sure that he could solve her problem.


Dr. Typaldos was puzzled and took a lot of time to think about it. He insisted upon listening to her and did not to say anything himself. The patient consented and Dr. Typaldos observed her closely. Eventually he discovered that the patient, while describing her complaints repeatedly gestured with her hands. However, he was not able to learn anything from it. Finally he asked the patient what he should do. He observed that the woman indicated with her fingers a line beside the thoracic spine up to her head. The patient demanded that he pressed along that line she had shown him. He did as she demanded and she requested that he exerted more pressure. Afterwards he asked the patient what he should do next. The patient moved her neck and said, “Nothing, it’s good.” This occurred in 1991 and was the birth of the Fascial Distortion Model.


Body Language/Language of pain


Dr. Typaldos’ perception changed and he paid more and more attention on how his patients gesticulated. Suddenly he saw people, who indicated their pain with their fingers as a line. He focused on treating his patients, where they showed him their pain and where they wanted to be treated, like the woman had explained. It proved to be successful! In the same year Typaldos discovered the herniated triggerpoints. During the next years the continuum distortion (1992), the folding distortions (1994) and in 1995, the cylinder distortion and the tectonic fixation followed. We can only assume how many hours the doctor had to spend with interpreting his patients’ movements. Above all, usually one does not give a discovery or an interpretation that much importance, categorize the information, question it, associate it and map it out and pour it into a wholly new concept. Based on his perceptions Dr. Typaldos developed a model that has been coherent right from the beginning, from the first workshop. The further step, to teach such a concept, however, is undoubtedly a difficult process.


The doctor always put his patients to the center of his considerations and let himself be guided by them. There was no workshop he could have attended. He had to work one out for himself – with the help of his patients. He listened, observed and at last was able to design a replicable model and with that a teachable model. Communication with his patients and his imagination together with curiosity, were the key for developing the Fascial Distortion Model. Dr. Typaldos has successfully given a structure to his personal observations and was true to his model his whole life through. FDM represents a unique understanding of the patient and a similarly unique therapeutic approach. The model pledges us to believe more and to indulge in curiosity. The model is a daily challenge. It even shows, that there are many things we cannot prove. However, for the patient it is not important whether we can prove everything, or according to which model we are acting, as long as we can relieve his pain.


Communication is the key


One of the most important pillars in FDM – perhaps the most important one – is communication. By observing the body language of his patients and listening to their description of their pain, Typaldos could figure out, what he had to do. We have to do the same. We have to ask our patients and listen to their answers carefully. At the beginning we perhaps will not understand everything, because body language can be so versatile, or our patients are indicating so many things in such short time. Think of the chess game: it is easy to learn, but to be really good, a lot of practice is needed.


It is the same with FDM. Today everyone has already heard the word fascia once. A few years ago, the opinion of many physicians toward fascia has been, if anything, critical and skeptical, but today the number of those, interested in fascia, is growing. Unfortunately Stephen Typaldos did not live to see it. He died one year before the first fascial congress took place in Boston. He did not get to know the many colleagues, who dedicated themselves to fascia and did research about them, nor did he get to see the current fascia hype.


1.5 Do we treat fascial tissue?


Strictly speaking, we do not know whether we are actually treating fascia. Until now, we do not know of any study which was able to prove that a fascial distortion has been corrected with FDM. We rely on the feedback of our patients which is given to us during the treatment. We rely on the improvements of mobility and the level of pain evaluated by the patient. Communication and what we feel reveals images of fascial distortions to us. At the FDM congress in Cologne, Marjorie Kasten reported, Stephen Typaldos actually would have liked to SEE a triggerband.


But until now, for a successful treatment, we have had to rely on our own coherent images as a therapeutic map. We do not know, whether for understanding the model a general recognition like proof by a MRI is necessary. However, for a FDM therapist the radiologic display of a triggerband is irrelevant. The method is successful without this information. We do not need this affirmation. The model explains itself in its relevance. Nowadays, it seems as if physicians and patients put more trust in MRI scans than in the obvious success of a manual therapy. There may be even doubts about their success when the MRI shows considerable findings. Despite a divergency between clinical success and the pathology of imaging, radiologic diagnostics define a therapeutic truth. These diagnostic instruments may be valuable in many areas, but even MRI scans cannot always explain, why something hurts.


A lot of courage and perseverance is needed to develop a treatment concept which is based only on assumptions. Stephen Typaldos knew about the ingenuity of the Fascial Distortion Model. He painfully realized that other people did not appreciate his enthusiasm. He published some articles and supposed that other experts would welcome him and his groundbreaking insights with open arms. This at least did not happen immediately.


It was only a small group that realized the ingenuity of FDM. After Dr. Typaldos’ death in 2006, Georg Harrer and Keisuke Tanaka, both trained and authorized FDM instructors by Typaldos himself, were the first ones to spread the model. Marjorie Kasten, who had worked with Dr. Typaldos, also played an important role in the spread of FDM. However, FDM is still lacking scientific legitimization. But do we really need this when the treatment successes speak for themselves? If you as a physician or therapist start with FDM, you may encounter distrust and rejection. But do not give up because of it, your patients’ trust will prove you and FDM right. If we take on new perspectives, discussions will arise, which will be accompanied by changes and, in the long run, will design a new therapeutic map.


If today we treat people with psychiatrically defined diagnoses according to FDM, we will often be denigrated for this. Until now, we have not yet been able to prove, either with medical studies nor empirically, that FDM actually helps these patients. On the other hand, nobody was able to proof that it does not help either.


„And this is exactly what we do today.


We work with medical models, not reality. “ [2]




2. Introduction and definitions


To understand the logic of this book, you will need a basic understanding. Throughout this book you will encounter case studies, which the authors experienced themselves during their daily work. There are no invented case histories. When reaching our boundaries in FDM, it is necessary to ask ourselves whether we did not recognize a fascial distortion, or whether we did not carry out the technique properly. You begin to doubt your abilities. But if we stay true to the model, we will usually get further. You can learn and mature from these situations. We categorized these moments. The case studies should derive a practical reference. The Fascial Distortion Model includes some special features, which we will discuss separately in the following chapters.
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