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To my husband, who has been my biggest supporter. Also, to my clients, who have taught me so much about real-life application over the years that this book would not be possible without them.







WHAT IS KINESIOLOGY TAPING?



Kinesiology taping is used as temporary treatment for acute and subacute conditions. It can be used to aid those with chronic pain conditions such as arthritis, tennis elbow, patellar tracking syndrome, ankle sprains, carpal tunnel, inflammation, general pain, and structural misalignment. Kinesiology taping can also be used to prevent injuries and help return the body to homeostasis in cases of lymphatic damage like inflammation.

BACKGROUND

Kinesiology taping was developed by Dr. Kenzo Kase in 1979. A licensed chiropractor as well as a licensed acupuncturist, Dr. Kase saw that manual therapy was extremely effective for pain management and overall health, but the effects were usually temporary. He developed kinesiology taping in order to increase the effectiveness of manual therapy. Kinesiology taping was introduced in the United States in 1995, and then introduced to Europe in 1996.

The usage of kinesiology taping varies. People who’ve had surgeries use it in order to regain some structural function and alignment in the body. Athletes use kinesiology taping in order to keep the body in proper alignment; they also treat it as a preventative measure in regard to injuries. Everyday people use kinesiology taping for maintenance, pain, and proper alignment.

It can be difficult to tape yourself so many turn to doctors of physical therapy (DPT), athletic trainers, massage therapists, kinesiologists, chiropractors, sports medicine physicians, physical therapy assistants, and acupuncturists, just to name a few. Kinesiology taping is really meant for everyone, not just elite athletes. It’s especially beneficial for those who are going through some sort of rehabilitation due to injury.

The science of kinesiology taping is still ongoing. There have been studies to support kinesiology taping, but there are also studies that suggest it’s nothing more than the placebo effect. The sample sizes tend to be fairly small and, until more research is completed about this therapy, the scientific community will be 50/50 on the subject.

In my own personal practice, it has been extremely useful, specifically when used post-manual therapy. Having worked with a variety of clients, including gunshot victims, I’ve noticed a drastic difference, especially with lymphatic taping in severely inflamed areas. Until more substantial information comes out in regard to kinesiology taping, it really depends on your own personal practice. I highly recommend that all taping techniques follow some sort of manual therapy. In my own experience, I’ve gotten the best results this way. It can be beneficial to use taping before a competition as a preventative measure, but it really only turns into a Band-Aid if serious injury occurs.

SAFETY

Before taping, it’s important to know that it’s fairly new and there isn’t a lot of research on the subject. Many, however, have felt the benefits of taping when working with other trained professionals. Taping should always be used in conjunction with other rehabilitative care, such as seeing a physical therapist, chiropractor, massage therapist, or athletic trainer.

Kinesiology taping was never supposed to be used alone for any condition. It was created to prolong care during chiropractic treatment plans. So it’s safe to say that if you decide to tape yourself (say, for a chronic condition), be sure to work with a professional rehabilitation therapist first.

This work is meant to enhance the work of your therapist, not replace actual hands-on work with your therapist. Doing soft tissue work makes you feel amazing at the moment but sometimes the effects don’t last. Kinesiology taping strives to prolong the effects of soft tissue work.

Disclaimer: None of the taping techniques in this book are meant to treat, diagnose, or cure any disease or ailment. They are purely therapeutic and meant only for educational purposes, and it’s highly advised that you seek the help of your physician for any conditions in this book or any condition that causes severe pain, inflammation, neuropathy, hematomas, heat to the area, and bruising. It’s always advised to speak to your doctor before attempting to tape yourself, and it’s important to check for any underlying conditions before taping.

I hope these basic techniques help you get a grasp of what taping is about. I wish you luck on your taping journey and, as always, be careful and speak to your provider if you choose to use kinesiology taping.







CHAPTER 1 BASIC TERMS




In order to perform kinesiology taping on yourself, there are a few terms you need to know. In this chapter, we’ll go over basic anatomy and kinesiology terms that will help you on your journey to self-taping.

It’s important to know what exactly kinesiology taping is. Kinesiology taping falls under a separate modality in the rehabilitative fields, similar to the Graston Technique. In most cases, in order to be certified in kinesiology taping, an individual must undergo three stages of training and then take a test offered through Kinesio Taping Association International (KTAI). The tape is meant to enhance the physiological systems of the body in regard to superficial tissue. The purpose of the tape is to prolong any manual therapy that a person has received in that the tape can be worn for up to five days. This has since evolved. Now taping has been used to prevent injury by helping the body stay in a structurally safe position during exercise or competition. It can also alleviate pain if an individual is going through competition slightly injured. As you’ll see in the next few chapters, with certain issues kinesiology taping can help with inflammation while simultaneously keeping the area stable and controlling some of the pain.

ANATOMICAL TERMS

Think of this as a rough sketch of anatomical terms you’ll see throughout this book. Anatomical terms tell us direction in regard to the body. Instead of using words like “left,” “right,” “up,” or “down,” these terms are more specific and will make taping easier to learn. You can always check back to this section if you need a refresher during the taping process.

Anatomical position is when the body is standing erect, toes forward, arms by your sides, and palms facing the same direction as the head (forward).


Positions

Supine position refers to a person lying on their back, with the face facing upward. The prone position refers to a person lying on their stomach, face facing down.
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Supine position
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Prone position



Planes of Motion

Some of these have an “alternate” term, but these are the most commonly used. The sagittal plane runs vertically and divides the body into left and right halves. The frontal (coronal) plane runs vertically and divides the body into front and back portions. The transverse plane runs parallel and divides the body into upper and lower portions.
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Planes of motion
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Directions and positions




Directions & Positions

As you use this book as reference, it’s important to understand directions and positions when it comes to the body. When you tape, you’ll constantly use terms such as adduction, abduction, superior, inferior, and others. These exact terms make it easier for us to identify where tape needs to go. When we say “adduction,” we know we want to bring the structure closer to the body. Using proper terms shortens what we have to say in the long run versus saying a mouthful to try to figure out where the structure is in conjunction to what you’re trying to tape. Being exact, in any rehabilitative field, is important. We don’t want to guess; we want to be 100% sure.

Superior means structures near the head region, usually synonymous with the term “cephalic.” Inferior is usually synonymous with the word “caudal,” which refers to structures near the tail, so think lower body. Posterior means back, and anterior means front. If you split the body using the frontal plane, this will give you reference to posterior and anterior positions and structures. Medial means structures near the midline of the body while lateral means structures away from the midline (think appendages). If you split the body by the sagittal plane, this will give you reference to structures that are medial or lateral. Closer to the center cut means the structure is medial. Farther away from the center cut means the structure is more lateral. These two terms are normally in reference to appendages and the axial skeleton.

Movements
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Extension
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Flexion



These terms are probably the most important and the most used when you start taping. Extension straightens or opens a joint. Flexion bends a joint or brings bones closer together. Adduction brings limbs closer to the midline (think “add”—add to the body). Abduction moves limbs away from the midline.


[image: Image]
Adduction/Abduction
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Rotation refers to the axial skeleton and usually happens along the transverse plane. Think of when you look left to right with your head. Supination is a pivoting action of the forearm, such as when your palms turn up to hold a bowl of soup. Pronation is when the palms face down toward the ground.

Inversion and eversion are movements associated with the feet. Inversion pulls the soles of the feet medially. Eversion essentially turns the feet outward and the soles of the feet are lateral. Plantar flexion and dorsiflexion refer to ankle movements. Plantar flexion moves the ankle so that the toes push toward the ground. Dorsiflexion moves the ankle so that the toes are pulled away from the ground (toes up).
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Pronation
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Dorsiflexion (left) and plantar flexion (right).



Muscles

The body has three types of muscle tissue: smooth, cardiac, and skeletal. Smooth muscle is found in our digestive tract while cardiac muscle is found in the heart. Skeletal muscle is connected to our skeletal system and is what makes us move. In this book, we focus solely on skeletal muscle.

When we look at skeletal muscle tissue, it is good to look at it in layers. The epimysium, or outer layer, wraps the entire muscle; it’s what incorporates our fascia. (Fascia is a thin, connective sheet; muscular fascia separates individual muscles and muscle groups in the body.) The middle layer, known as the perimysium, covers each bundle of muscle fibers, or fascicle. The deeper layer, called the endomysium, surrounds each individual muscle fiber. Each muscle comes together at the tendon. The tendon attaches the muscle to a bone structure, which gives us the ability to move.

While you are examining the body with your hands during treatment (the palpation process), be aware that when skeletal muscle is not contracted, it has a fairly soft feel, which can make it slightly difficult to find certain landmarks. If you contract the muscle so it has a firm, solid feel, it will be easier to find origin and insertion points.

Muscles that usually have the most discomfort include:

HAMSTRING GROUP: Three muscles, located in the back of the upper leg, make up the hamstrings: the biceps femoris, semitendinosus, and semimembranosus. The hamstrings perform certain actions that help with mobility, such as flexing the knee, extending the hip, laterally and medially rotating the hip, and tilting the pelvis posteriorly (toward the back). Common exercises that use the hamstrings are deadlifts, squats, and lower body plyometrics.

QUADRICEPS GROUP: The quadriceps group is one of the more massive muscles in the body. If you look at any bodybuilder, you will notice that this group of muscles tends to be quite large and defined. The quadriceps group consists of four muscles—the rectus femoris, vastus medialis, vastus lateralis, and vastus intermedius, which are mainly used in knee extension. Movements that develop the quadriceps group are leg extensions, lunges, Bulgarian split squats, and power squats.

GASTROCNEMIUS AND SOLEUS: The gastrocnemius and soleus are what make up your calf. The gastrocnemius is the most superficial, while the soleus is deeper than the gastrocnemius. The gastrocnemius has two muscular heads, which gives it a heart-like look when flexed. Located beneath the gastrocnemius, the soleus is an extremely strong muscle because during contraction, it sends blood from the leg to the heart. Most injuries in this area occur at the attachment site, specifically the insertion point, which is the Achilles tendon (calcaneal tendon). If the muscles are too tight, this extremely fibrous tendon junction can tear doing movements like plyometric jumps or even running. The gastrocnemius is responsible for flexing the knee, while the soleus plantar flexes the ankle. Most movements having to do with the quadriceps and hamstrings will inevitably work the gastrocnemius. The most common exercise for development are calf raises.

TRAPEZIUS: Most people associate the trapezius muscles with the two “speed bumps” on either side of the neck. In reality, the triangular trapezius muscles are actually quite large. The origin site is at the occiput—way at back of the neck near the hairline. The unusual part of this muscle group is that the muscle stretches all the way down to the thoracic vertebra, specifically T-12, and this makes up the entire origin site. The trapezius then stretches across to the clavicle and acromion at the spine of the scapula (the top portion), which makes up the insertion site. The trapezius is responsible for extending the head and neck, laterally flexing the head and neck toward the same side, rotating the head and neck to the opposing side, elevating the scapula, and upwardly rotating the scapula. There are several exercises that strengthen the trapezius; the most common is shrugs. Banded rows and pull-ups also develop the region.
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DELTOIDS: The triangular deltoid makes up the upper shoulder. Deltoids are responsible for abducting the shoulder, flexing the shoulder, medially rotating the shoulder, and horizontally adducting the shoulder. Common movements that strengthen the deltoids are lateral raises, front raises, shoulder presses, and cheerleaders (a front raise to an elbow pull back, then an upward rotation of the shoulder).
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BICEPS: Located in the upper arm facing forward from anatomical position, the biceps muscle has a long head and a short head. The biceps have just one insertion site but two different origin sites to accommodate for the two heads. They are responsible for flexing the elbow, supinating the forearm, and flexing the shoulder. The most common movements to strengthen the biceps are biceps curls and concentration curls.

TRICEPS: The triceps are located on the posterior side of the upper arm. The triceps have three heads—long, lateral, and medial. Similar to biceps, the triceps have three separate origin sites to accommodate for the three heads, but only one insertion site. Common movements to strengthen the triceps include lying triceps extensions, triceps kickbacks, and triceps push-ups.

PECTORALIS MUSCLES: The pectoralis muscles make up your chest. There are two muscles in the chest, the superficial pectoralis major and the deeper pectoralis minor. The pectoralis major muscle is unique in that the upper fibers and lower fibers perform two different functions. The upper fibers flex the shoulder while the lower fibers extend them. The pectoralis major muscles also medially rotate the shoulder and assist in forced inhalation. The pectoralis minor lies by the rib cage and runs in a perpendicular fashion against the pectoralis major. The pectoralis minor depresses, abducts, and downwardly rotates the scapula, and also assists in forced inhalation. Common exercises that strengthen these muscles are bench presses, push-ups, and dumbbell flys.

RECTUS ABDOMINIS: These muscles are what most people consider the coveted six or eight pack. The rectus abdominis flexes the vertebral column and tilts the pelvis posteriorly. There are many isolation movements to strengthen the rectus abdominis, such as sit-ups, hollow rockers, and knees-to-elbows on a pull-up bar.

Many of these muscles are fairly superficial—meaning they are closer to the surface of the body. Deep muscles, which lie below the superficial muscles, are harder to manipulate.

KINESIOLOGY TERMS

Kinesiology is the study of the human body—specifically, human movement. The origin of a muscle is normally less mobile and is the proximal/medial end of the muscle. The insertion is usually the movable attachment site. In most cases the insertion site is the lateral or distal end of a muscle. For example, the origin of the muscle is usually above (proximal) and the insertion below (distal). You can look at it like this: the origin is a lot like the anchor to the muscle. When you perform a movement, the insertion site aids in the contractile motion of the muscle. Now, this isn’t always the case. This is just a rule of thumb when performing a concentric motion. An example of a reversal is a pull-up. The origin of the biceps (scapula) moves up during upward motion, meaning the origin area of the biceps is performing the start of the contractile motion. The radius (insertion of biceps) is the stabilizer of the biceps brachii. In this book, we’ll be working with the latter in most cases.
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