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Back on Track: Techniques to Relieve Low-Back Pain by ceorge kousaleos

On July 1, 2004 | was returning to
work following a quiet lunch. As | was
driving through a residential
neighborhood on a one-way street, a
car failed to stop at the next
intersectionls crossing stop sign and
instead entered the intersection at a
high rate of speed, slamming into my
car on the driver!s side door. | felt the
impact lift my car momentarily and
then realized that | was spinning
counter-clockwise in the middle of
oncoming traffic. Luckily, the other
cars avoided colliding with me and |
came to a standstill half a block
further down the road and facing in
the opposite direction. As | tried to
unsuccessfully open my door, a
stabbing pain registered across my
lower back and around the left side of
my ribcage. Thirty minutes later the
Fire Department!s Rescue Team was
cutting the doors off of my vehicle and
maneuvering me into the ambulance.
Later that day in the emergency room,
| was diagnosed with five fractured
ribs, skull lacerations, and
undetermined lumbar injuries.
Following an MRI several weeks later,
the painful truth was revealed as | had
incurred bilateral tears to the spinal
discs between L3 and L4 and
between L4 and L5.

For the first time since | became a
massage therapist in 1978, and a
structural integration practitioner in
1979, | was unable to practice my
craft for an extended period of time.
My volunteer role as co-director of the
international sports massage team of
the 2004 Athens Summer Olympics
that would begin in mid-August was
also in jeopardy. | was experiencing
severe pain and spasm throughout
the lower and mid-back, and | had
shooting pain from my left hip to foot
with every step | took. | finally knew
what many of my clients had reported
to me for many years was true, as this
multiple injury had not only robbed me

of physical comfort, but also of
psychological well-being, patience,
and optimism.

The Lower Back

The framework of the lower back
includes five spinal vertebras, which
house and protect the lumbar portion
of the spinal column. The vertebral
discs of the lower back are
responsible for cushioning the
vertebral column and minimizing the
impact from the various movements
of the axial and lower appendicular
regions of the body. Strong, fibrous
ligaments surround the discs and
attach the vertebras to each other.
The muscles that are attached to the
lumbar vertebra provide flexion,
extension, hyperextension, and
rotation of this region of the body, as
well as hip flexion for leg movement.
These same muscles also support the
majority of the body’s weight while
standing. The 5th lumbar vertebrae
(L5) sits on the base of the sacrum,
directly between the sacroiliac joints.
Movement of the lumbar spine is
therefore linked to movement of the
pelvic girdle. The whole of the lower
back, its bones, ligaments, muscles,
and tendons, are surrounded and
protected by the thoracolumbar
aponeurosis, the thickest layer of
dense fibrous connective tissue in the
human body. Diamond shaped and
covering the full length and width of
the lumbar and sacral regions, this
aponeurosis is often at the center of
traumatic damage to the lower back.

Common Causes

Many massage therapists work with
clients who have acute or chronic
lower back pain. The common causes
of lower back pain include lumbar
strain or sprain, nerve irritation, and
degenerative bone or disc
syndromes. While traumatic injury is
often the culprit, work and sports
related overuse can also play a
decisive role. Other causes include

obesity, pregnancy, kidney or ovarian
problems, and tumors (benign or
malignant).

Lumbar Strain

Considered the most common form of
lower back pain, lumbar strain is often
caused by sudden overstretching of
the ligaments, tendons, and muscles
of the lower back. Whether from
improper use, work-related overuse,
or trauma, lumbar strain results in
microscopic tears in any or all of the
soft tissues. The degree of tearing
can result in minor acute conditions
that heal in a matter of weeks, or
chronic conditions that can affect the
client for months or years. Massage
therapy, hydrotherapy, and thermal
therapy can be successfully used in
many cases.

Nerve Irritation

The nerves of the lumbar spine can
be irritated by traumatic impingement
or by degenerative disease. The
impingements are often at the spinal
roots adjacent to the bodies of the
vertebras, but it can also occur along
the nerve pathway or on the outer
layer of the thoracolumbar
aponeurosis.

Lumbar disc disease, or
radiculopathy, is caused by damage
to the discs between the vertebras.
This “wear and tear” syndrome most
often affects people over 40 years of
age. These syndromes may cause a
compression of the lumbar discs,
commonly called “bulging” discs. The
irritation often affects the denser ring
surrounding the disc (annulus
fibrosus) The most common form of
bulging disc may not cause as much
pain as other nerve irritations.
Excessive bulging may cause a
herniation of the nucleus of the disc.
This “slipped” or “ruptured” disc can
cause tears towards the soft, jellylike
center of the disc (nucleus pulposus),

forcing a fragment of the nucleus to
rupture the outer layer of the disc.
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Viany disciplines of
massage therapy
can be utilized to

eradicate the painful,
and often lingering
symptoms of lower
back injuries. C

Spinal Stenosis

The narrowing of the spinal
canal is called spinal
stenosis. This occurs in the
lumbar region more often
than to the thoracic or
cervical spine. The narrowing
of the spinal foramen can be
a part of the normal
degenerative aging process,
but can also be accelerated
by falls or arthritic conditions.
Stenosis is often
accompanied by a narrowing
of the disc space, due to
dehydration of the
cartilaginous material. The
symptoms of stenosis may
often start as generalized
pain in the lower back or
legs, but may also cause
weakening of the soft
tissues.

Chronic vs. Acute

Many people experience
lower back pain, with some
national estimates stating
that 2 out of 3 people will
experience an acute episode
during their lifetime. It is the
second most common
reason for missed work
(colds are first). The figure
for chronic situations is
dramatically different, with 1
in 50 people experiencing
long-term disability from
lumbar injuries. As stated
earlier, lower back pain
becomes chronic after 4 to 6
weeks of painful symptoms.
Multiple episodes of acute
lower back injury may lead to
a more severe chronic
condition. The difficulty in
diagnosing the causes, and
therefore the best treatment
plan, is that many symptoms
of different injuries look
remarkably similar and only
very expensive diagnostic
strategies are likely to
pinpoint the injured tissues
with any level of specificity.

Because most massage
therapists will initially see
clients with acute lower back
pain, it is important to have a

comprehensive treatment

plan organized around the

safe treatment, exercise,

and wellness issues that

surround the most

common acute injuries.

Here are other treatment

modalities that seamlessly

integrate with various

forms of massage

therapy.

¥ Range of motion
exercises keep the
soft tissues more
limber and less
restricted.

¥  Strengthening
exercises for the
waistline musculature,
commonly called the
“core” of the body.

¥  Stretching exercises
with an accent on
hyperextension,
forward and lateral
flexion, and spinal
rotation.

¥  Hydrotherapy and
thermal therapy can
be used to limit
inflammation
(cryotherapy) and to
diminish pain
(cryotherapy or
contrast therapy)

¥ A nutritional plan that
safely lowers caloric
intake if obesity is an
issue.

These modalities need to
be a part of a universal
treatment plan that
educates clients on
biomechanical issues,
postural improvements,
and other wellness
initiatives.

Massage Therapy
Treatment Strategies
Many disciplines of
massage therapy can be
utilized to eradicate the
painful, and often lingering
symptoms of lower back
injuries. Many clients have
seen other health care
professionals before
visiting a massage

therapist and have tried

various forms of relief,

including prescription pain

medications, over-the-

counter analgesics,

steroid injections, and

various physical therapy

modalities. Massage

therapy treatment

strategies should include

the following criteria to

improve the soft tissue

dysfunction commonly

found in lower back

injuries:

¥ Treat the whole body
— all soft tissue is
interconnected
through the multiple
layers of fascia that
surround and support
the body.

¥  Spend sufficient time
warming the tissues of
the full length of the
back, and include
treatment for the
abdomen, hips, and
thighs.

¥ Balance the treatment
of the lower back by
working these tissues
from all sides,
including prone,
supine, and side-lying.

¥  Check for postural
distortions, including
excessive lordosis,
obvious rotation of the
pelvis, and extra
weight on one side of
the body.

¥ Test range of motion
of lumbar spine in
flexion,
hyperextension, and
spinal rotation.

¥ Massage therapy is
most effective when
delivered in a
progressive series of
sessions that
gradually works
deeper tissues with
less sensitivity.

¥  Go slow, nurturing the
parasympathetic
reflexes of the
autonomic nervous
system.
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Happier, healthier
clients

Effective treatment for
acute lower back pain can
help return your client to a
more active, pain free
lifestyle. Any conditions
that seem chronic in
nature should be referred
to a primary physician
(MD, DC, or DO) for
verification that massage
therapy can be safely
included in a multi-
disciplinary treatment
plan.

Enjoy the challenge!

George Kousaleos,
L.M.T., N.C.T.M.B., is the
founder and executive
director of the CORE
Institute School of
Massage Therapy and
Structural Bodywork, in
Tallahassee, Florida.
George has practiced
and taught myofascial
therapy and structural
integration since 1979.
He was active in the
development of the

National Certification for
Therapeutic Massage
and Bodywork
examination program
and the Massage
Therapy Foundation, as
well as organizing
sports massage teams
for the British Olympic
Association in 1996 and
for the 2004 Athens
Olympiad.
www.coreinstitute.com.

The Lower Back Routine

From the supine with

support under knees:

¥  Start with broad palm
strokes to the full length
of the quadriceps,
moving from knee to hip.
For deeper work apply
strokes across the
musculature with palms,
finger pads, or soft fists.

¥ Release tension on the
abdomen by stretching
the rectus abdominus to
either side from its
lateral borders. This can
also be coordinated with
movement of the legs to
the opposite side in a
rocking motion.

¥ Reach across the
abdominal region and
pull forward on the
lateral waistline. Keep
your hands spaced
between the iliac crest
and lower ribs. Work
both sides thoroughly.

¥  Bring one leg superior
into deeper hip flexion
and move the leg in
ever-increasing circles,
testing the tightness of
the hip rotators. Move
each leg in clockwise
and counter-clockwise
directions.

From side-lying:

¥  Stretch the sacroiliac
joint and lengthen the
lumbar vertebras by
pulling the ilium
posteriorly from the ASIS
while pushing the
sacrum anteriorly. Hold
for several seconds with
each stretch.

¥  With both hands apply
palm pressure across
the oblique region.
Include pressure on the
superior aspect of the
iliac crest and further up
the lower ribcage. Work
the tissues in both
horizontal directions at
the same time.

¥  Apply palm or soft-fist
pressure on the lateral
edge of the lumbar
region, moving slowly
across the tissues
towards the spine. Try to
capture as much of the
lateral aspects of the
thoracolumbar
aponeurosis, iliocostalis
lumborum, and
quadratus lumborum
with each successive
stroke moving deeper
and slower.

¥  Apply palm or soft fist
strokes across the
lateral thigh beginning at
the greater trochanter
and covering the full
length of the iliotibial
band. For deeper work
use the forearm in slow,
broad strokes.

¥  Apply a cross-armed
stretch from the mid-
portion of the lateral
ribcage to the iliac crest
and hold for several
seconds.

¥  Stretch the same two
regions in a spinal twist.
When maximizing each
stretch have the client
exhale fully.

From the prone position:

¥  Apply broad palm
strokes down the full
length of the thoracic
and lumbar erector
spinae. Use moderate
force initially and
continue on either side
with forearm and then
elbow for deeper work.

¥  Using the thumbs, trace
either lamina groove
from mid-thoracic region
to the base of the
sacrum. Apply inferior
pressure to the full width
of the sacral base.

¥  Apply palm, finger pad,
or soft fist strokes across
the lumbar region,
moving laterally from the
lamina groove to the
oblique muscles.

¥  Reverse the direction
and apply gradually
deeper strokes moving
medially across the
same region. Start with
broader techniques and
eventually use more
specific techniques for
deeper work.

¥ Release tension
throughout the hip
rotators using
compression strokes
with soft fist or finger
pads while moving the
iliofemoral joint through
moderate external and
internal rotation.

¥  Apply broad palm or soft
fist strokes across the
hamstrings, moving
inferiorly from hip to
knee.

Upcoming workshops

9-11 Apr & 6-8 Aug 2010
CORE Myofascial Therapy
Certification (6-days)
with George Kousaleos
Edinburgh
£540

17&18 Apr 2010
Sports & Performance
Bodywork: A 4-system

approach
with George Kousaleos
London
£210




Page 4 of 10

bpd@home

@odywork is an
increasingly
competitive field,
and the success of
any practice lies in
offering lasting
benefit to
resolution of these
problems, often
through the use of
an eclectic set of
tools including
myofascial release
techniques.C

Incorporating Myofascial Release Techniques in a Relaxation
Based Massage Practice by Art Riggs

Although myofascial
release techniques are
extremely useful in a
therapeutic medical
setting for treating injuries,
for any form of postural/
structural integration, and
for freedom of movement
and increased athletic
performance, they can
add a powerful adjunct to
any bodywork practitioner.
As a Rolfer® and teacher
of deep tissue massage
and myofascial release, it
is disheartening to talk to
so0 many relaxation based
massage therapists who
are either intimidated by
misconceptions about the
complexities of the skill or
feel that there needs to be
a sharp distinction or
dichotomy between
“nurturing relaxation” and
“therapeutic” bodywork.

The reality of any
massage practice is that
virtually every client, in
addition to wanting a
massage that is relaxing
and feels good, will have
some area of dysfunction
presenting symptoms of
pain, soft tissue
thickening, or joint
restriction that result from
myofascial restrictions that
interfere with his or her
life. Bodywork is an
increasingly competitive
field, and the success of
any practice lies in
offering lasting benefit to
resolution of these
problems, often through
the use of an eclectic set
of tools including
myofascial release
techniques. If you wonder
why some clients
obviously enjoy your work
but don’t reschedule,
consider if you are doing a
disservice to yourself and
clients by restricting the

scope of your practice and
not capitalizing on the
benefits of myofascial
release as a part of your
relaxation based
massage.

Myofascial release is not a
high tech new invention;
hands on healers have
been doing it for hundreds
of years before the term
was popularized a few
years ago. Like any
complex skill, it is not an
all-or-none knowledge. A
deepening understanding
of anatomy, the layers of
the body, and the
sensitivity of touch that
comes with practice all
can hone your skills after
even an introductory
instruction.

The basic premise is
rather simple: Grab and
Stretch areas of fascial
thickening rather than
simply sliding over or
compressing tissue while
using excess lubrication.
This skill in no way needs
to conflict with whatever
type of massage your
practice. Simply shift
gears in any troublesome
spot with more emphasis
upon the delicious feeling
of tissue melting and
lengthening under your
touch. Your bodywork
practice and your clients
will be grateful.

Art Riggs is a Certified
Advanced Rolfer®,
teacher of bodywork,
and the author of Deep
Tissue Massage: A
Visual Guide to
Technigues and the
acclaimed seven
volume (11 hour) DVD

series that accompanies
the book

Upcoming workshops

8&9 May 2010
Deep Tissue Massage:
Techniques for the Upper
Body
with Art Riggs
Belfast
Early Bird £190

15&16 May 2010
Soft Tissue and Movement
Strategies for Resolving

Trauma to the Lower Body:
An Integrated Approach to

Rehabilitation

with Art Riggs

London
Early Bird £190

11&12 September 2010
Integrative Full Body Deep
Tissue Massage
with Art Riggs
Edinburgh
Early Bird £190
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Sh/h Pa/n by Steven Goldstein

One of the more
perplexing areas of the
body for a manual
therapist to address is the
lower leg, ankle and foot.
With enormous potential
for stress and dysfunction
through the body’s
handling of weight bearing
and exertional activities,
the lower leg compartment
is often difficult to treat.

Shin pain is an extremely
common complaint among
any individuals who are
active and athletic.
Overuse injuries that
cause shin pain such as
tibial stress fracture,
inflammatory shin splints,
or compartment
syndromes create clinical
situations where you have
to determine an accurate
differential diagnosis, so
that your assessment and
the treatment choices are
critical to your success.
Often these overuse
conditions co-exist,
making diagnosis difficult.

Shin pain can present
itself several ways in your
practice. Three common
varieties we may
encounter for treatment
are shin splints or medial
tibial stress syndrome,
tibial stress fracture and
compartment syndrome.

“The pathophysiology
of overuse injuries is
local inflammatory
response to stress. The
cause are intrinsic
(malalignment
syndromes-muscle
imbalance) or extrinsic
(training error)” Management

of Common Musculoskeletal Disorders 3rd

Ed Hertling & Kessler p 419

From a clinical
perspective, shin pain
involves one or more of
three pathological

processes; bone stress,
inflammation and raised
intracompartmental

pressure. Clinical Sports Medicine,
Bruker & Khan 2nd ed 2001 Chp 26 Shin

Pain p508

1. Bone stress is a
continuum of
increased bone
damage due to strain,
stress reaction or
fracture.

2. Inflammation
develops at insertions
of muscles,
particularly tibialis
posterior and soleus
and the fascia to the
medial border of the
tibia.

3. The lower leg has a
number of muscle
compartments, each
enveloped by a thick
inelastic fascia. As a
result of overuse
and/or inflammation,
these compartments
may become swollen
and painful.

Shin splints are a vague
term widely used with a
variety of definitions. Tibial
Stress Syndrome (Shin
Splints) is a common
lower leg injury that
affects many people
involved in running sports.
It is synonymous with
anterior or medial tibial
stress syndromes,
tendoperiostitis, tibial
periostitis, and tibialis
tendinitis, all which denote
varying degrees of soft
tissue and osseous
changes.

It is an over-use injury and
inflammatory condition of
the tibia or fibula in which
micro tears develop in the
muscle’s myotendinous
origin located along the
bone shaft. The repetitive
action of dorsiflexion/
plantar flexion pulls the

muscle away from its
attachment on the bone
causing periostitis.

Shin splints are the name
given to pain at the front
of the lower leg. The most
common cause is
inflammation of the
periostium of the tibia
(sheath surrounding the
bone). The injury is an
overuse injury and can be
caused by running on
hard surfaces, running on
tiptoes and sports where a
lot of jumping is involved.
If you over pronate then
you are also more
susceptible to this injury.

Signs and Symptoms for

Shin Splint Pain include:

¥ Tenderness over the
inside of the shin

¥ Lower leg pain

¥  Occasional edema or
swelling.

¥ Lumps and bumps
over the bone.

¥  Pain when the toes or
foot are bent
downwards in
plantarflexion, and
redness over the
inside of the shin

¥ A gradual onset of
pain on the inner
lower third of the leg,
with increased pain
with weight bearing
activities (running,
jumping, etc.).

¥ Pain with activity that
is usually alleviated
with rest

¥ A “dull ache” that may
disappear after a
warm-up.

Figure 1 Anterior Tibia

Anterolateral shin pain
may occur secondary to
heel contact on hard
surfaces, or to wearing a
shoe with a hard heel, or
biomechanical
abnormalities such as
forefoot varus.
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TYPES OF TIBIAL pulls the muscle away compartment.
STRESS SYNDROME from its attachment on the  Compartment syndromes

Morrowing from
excellent structural
integration
practitioners such as
Peter Schwind,
Thomas Myers,
Michael
Stansborough & John
Smith for direct MFR,
| (Steven Goldstein)
attempt to integrate
indirect osteopathic
technique such as
positional release
techniques from
Lawrence Jones!
strain-counterstrain,
Joint play techniques
from Andrew Noble,
and indirect two
pointing from
Michael Mann.C

Medial Tibial Stress
Syndrome involves the
tibialis posterior muscle
and often occurs in
individuals who are
moderately to severely
pronated (collapsed
medial arch or flat feet),
thus placing tension on
this posterior muscle and
tendon.

Anterior Tibial Stress
Syndrome involves the
tibialis anterior muscle.
This muscle is responsible
for 80% of foot dorsi-
flexion and acts as a
strong decelerator for
plantar flexion. Frequently,
anterior shin splints arise
in runners over-training on
hills since both uphill and
downhill running requires
repetitive firing of the
tibialis anterior muscle.
Symptoms are usually
worse while running
downhill as the tibialis
anterior is responsible for
slowing down the forefoot
after heel strike (eccentric
contraction).
Consequently, a tight
Achilles tendon may be
found in this syndrome,
resisting proper range for
the tibialis anterior to
function and leading to
friction and inflammation.
It is synonymous with
anterior or medial tibial
stress syndromes,
tendoperiostitis, tibial
periostitis, and tibialis
tendinitis, all of which
denote varying degrees of
soft tissue and osseous
changes1. Itis an over-
use injury and
inflammatory condition of
the tibia or fibula in which
micro tears develop in the
muscle’s myotendinous
origin located along the
bone shaft. The repetitive
action of
dorsiflexion/plantar flexion

bone causing periostitis.

MTSS or tibial periositis
(shin bone) presents
exercise-induced pain
localized to the distal
posteromedial border of
the tibia. Clinical
distinction with shin splints
is hazy, but MTSS is focal
and painful.
Pathophysiology is
controversial, but is most
likely periosteal
inflammation at the origin
of tibialis posterior or
soleus

Medial Tibial Stress
Syndrome MTSS is an
irritation of the tibia (shin
bone) at points where the
Soleus and Tibialis
Posterior muscles attach
to it. It is caused by over-
use in runners, with those
who run on hard surfaces
being particularly affected.
However, there are a
number of factors, such as
altered foot, knee and hip
posture, which can
predispose a person to
the syndrome.

Compartment syndrome
is a serious, possible life
threatening condition
whereby trauma or
hemorrhage causes
swelling within a muscle
compartment. It is defined
as ‘an elevation of the
interstitial pressure in a
closed osseofascial
compartment that results
in micro vascular
compromise’ (Mubarak
and Hargens 1983).

The most common site of
compartment syndrome is
the lower leg (Abramowitz
and Schepsis 1994), with
the anterior compartment
being the most frequently
affected, followed by the
lateral compartment and
the deep posterior

arise when a muscle
becomes too big for the
sheath that surrounds it
causing pain. The large
superficial muscle on the
outside of the shin is
called the tibialis anterior
and is surrounded by a
sheath. This is called the
anterior compartment of
the lower leg.
Compartment syndromes
can be acute or chronic.
Acute anterior
compartment syndrome
can occur as result of an
impact which causes
bleeding within the
compartment and
therefore swelling.
A muscle tear which also
causes bleeding or an
over use injury which also
causes swelling.
Symptoms include:
¥  Sharp pain in the
muscle on the outside
of the lower leg,
usually the result of a
direct blow.
¥ Weakness when
trying to pull the foot
upwards against
resistance
(dorsiflexing).
¥  Swelling and
tenderness over the
tibialis anterior muscle
and pain when the
foot and toes are bent
downwards

Tibial Stress Fractures
Stress fractures of the
lower limbs account for
more than 95% of all
stress fractures in
athletes. One half occurs
in the tibia & fibula and is
the result in fatigue failure
within the bone, although
surrounding muscle may
fatigue first.Increased or
differing activity result in
altered relationship of
bone growth & repair.
Wolff’'s Law.
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Factors that influence the

development of stress

fractures include:

¥ Repetitiveness of
activities

¥ Muscle forces acting
across the bone.
Muscle force or torque
may stress the bone if
imbalances between
antagonistic muscles
exist.

¥ Gradual Onset 2-3
weeks

¥ Patient c/o Pain
initially with activity

¥ Relieves with rest

¥ Next stage pain
continues for hours,
perhaps thru the night
or worse at night
suggests bone pain

Clinical exam reveals

localized tenderness with

or without swelling usually

over the site of the

fracture.

Commonly known as

‘crescendo pain’

Stress fracture pain
tends to build up gradually
during the act of running,

beginning as an annoying
irritation and becoming a
throbbing torment as an
athlete continues to run.
There is usually little of
the numbness, weakness,
and swelling associated
with compartment
syndrome, and pain is
usually not present to a
significant degree when
the athlete is at rest.
Sometimes, there is a
specific point of
tenderness in the lower
leg, which is often felt on
the inside of the calf when
deep pressure is applied
with the fingers. Often, the
bone will hurt when it is
tapped near the damaged
area, and occasionally a
hard nodule will appear on
the surface of the bone at
the trouble site.

CLINICAL HEATH
HISTORY AND
PRESENTING
SYMPTOMS

It is important to
differentiate between
symptoms that are

presented to make an

accurate assessment.

¥  If the patient reports
the pain improves
after warming up and
with continued
exercise, then
periosteal problems
are most likely.

¥  [f the pain worsens
with exercise and is
accompanied by a
feeling of tightness,
then compartment
syndrome may be
present. A pain that
disappears relatively
quickly with rest, and
the presence of
associated symptoms
such as numbness, a
‘dead’ feeling in the
leg or pins and
needles in the foot
indicates
compartment
syndrome

¥ If jumping activities
increases the pain, or
if there is pain at rest
or night ache, a stress

fracture must be
considered.

TREATMENT & TECHNIQUES

TRADITIONAL
TREATMENT FOR
ANTERIOR SHIN
SPLINTS

With space available for
this article we will address
treatment of anterior shin
splints. The most common
treatment for shin splints
is at least one week of
rest. Ice packs or a light
elastic bandage may also
help minimize the pain,
along with over-the-
counter anti-inflammatory
pain pills or creams. Shin
splints eventually heal, but
returning to a stressful
activity too soon can
cause them to flare up
again quickly. This is why
many doctors and
coaches suggest a two to
four week restriction on
running after recovering

from shin splints. Low
impact cross training on
bicycles or treadmills may
be allowed, however.

Pain from anterior or
medial tibial stress
syndrome usually comes
about with a delayed
onset, often 24 hours after
the primary bout of
physical activity that
initiated the problem. If the
offending activities can be
avoid, this may often be
enough to alleviate the

prOblem. (Orthopedic Massage,
Theory & Technique, Whitney Lowe, Mosby

2003 p82)

With muscular overuse of
this nature, massage and
direct myofascial release
often are modalities of
choice. Anterior
compartment tightness,
the focus is upon tibialis

anterior, (TA) which is a
long fusiform shaped
muscle, covered by strong
fascia. It gains it’s upper
attachment from the deep
surface of this strong
fascia, and the upper two
thirds of the lateral tibial
surface and adjoining
interosseous membrane
and inserts through both
the superior & inferior
extensor retinacula to the
medial side of the medial
cuneiform bone and the
base of the first
metatarsal, the insertion
reaching under both
bones to blend with that of
the peroneus longus.

(Anatomy & Human Movement: Structure &
Function, Palastanga, Field & Soames,

Butterworth-Heinemann, 2000, p352)

Upcoming workshops

18-20 June 2010
Integrative Fascial Release
(IFR) Foundations
with Steven Goldstein
Edinburgh
Early Bird £250

25-27 June 2010
Integrative Fascial Release
(IFR) Foundations
with Steven Goldstein
London
Early Bird £250
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Figure 2 Two Point for the
Knee Joint

Traditional massage
approaches utilize
longitudinal stripping with
awareness of how
attachment sites affect
musculature tension. The
amount of depth, force
and pressure to be used is
within patient tolerance
levels. Often a deep tissue
approach is ineffective,
either due to pain, over or
underpressure or
myofascial resting tension
that does not allow the
tibialis anterior to relax.
This is usually when the
practitioner changes
technique to use active
engagement of the
patient’s dorsiflexion/
plantarflexion as the
practitioner longitudinal
strips the TA from
insertion to origin. This
tends to be more effective,
but again often does not
always lower the existing
tension of the muscle.
This is when switching
modalities using
myofascial release is
effective. Because the
investment of fascia is
three-dimensional running
superficial to deep,
treating the fascial
anchoring sites are quite
important. For the TA this
includes all the superficial
crural fascia and
awareness of anterior
crural intermuscular
septum. The crural fascia
anchors along the
anteromedial tibia and the
entire medial border of the
fibula from fibular head to
fibular malleolus.
Treatment for the
superficial crural fascia
can be quite
straightforward. Many
practitioners use direct
myofascial release- MFR.

MICHAEL
STANSBOROUGH,
DIRECT RELEASE
MYOFASCIAL

TECHNIQUE, P. 52 USES
WHAT HE CALLS AN
ANTERIOR
COMPARTMENT
INTEROSSEOUS
MEMBRAME
TECHNIQUE.

Patient: Sidelying with
upper hip and knee flexed,
support with pillow.
Therapist: Stands at foot
of the table.

Contact: Use of an elbow
with 90° flexion, begin at
fibular malleolus. Glide
proximally 2-3 inches at a
time between tibia &
fibula. Superficial fascia
can be treated more
quickly-the interosseous
membrame will respond to
slow steady contact.
Encourage the client
verbally to fully allow the
weight of the leg into the
table.

JOHN SMITH,
STRUCTURAL
BODYWORK, ELSEVIER
LTD., 2005, P.156 HAS A
MFR SHIN TECHNIQUE
Patient: Supine, no bolster
Therapist: Use of a hand
with fingers spread,
octopus grip, for broad
contact superiorly upper to
mid anterior crural fascia.
You can work on the flat
of the tibia, with fingertips
on the margins. Inferior
hand anchors reticulum.
Contact & Action: Ask for
slow flexion-extension of
the ankle

Treatment and
Techniques: An
Alternative Approach

STEVEN GOLDSTEIN’S
TECHNIQUE (see Fig 2)
Borrowing from excellent
structural integration
practitioners such as
Peter Schwind, Thomas
Myers, Michael
Stansborough & John
Smith for direct MFR, |
attempt to integrate
indirect osteopathic

technique such as
positional release
techniques from Lawrence
Jones’ strain-
counterstrain, joint play
techniques from Andrew
Noble, and indirect two
pointing from Michael
Mann.

The key is to engage
fascial receptor tonus by
first stimulating the
sensory receptors in the
fascia. You achieve this
by superficial (very light
contact, minimal pressure)
contact of the targeted
soft-tissue you wish to
change.

Patient: Supine with or
without bolster

Therapist: Two pointing
(Mann 1989) consists of
wrapping both hands in a
form-oriented approach.
(Schwind 2006). Encircle
the joint to relax receptor
tonus then proceed with
more direct MFR. Photos
courtesy of Steven
Goldstein Integrative
Fascial Release Manual
2006

Contact & Action: Usually
encasing the joint with
both hands for 1-2
minutes with emphasis on
static pressure at the
hamstring insertions and
gastrocnemius origins will
also facilitate a golgi
tendon organ response.
Apply to ankle joint in the
same manner. Relax
indirectly the retinaculum
with specific focus on the
talus bone.

Contact & Action: As
tissue soften, engage the
superficial fascia around
the ankle and employ a
superior shear lightly.
Sustain with slight
crowding of the talus into
the tibia.

Because of the strong
investment of fascia at the
anterior talocrural joint it is
important to assess joint
play of the talus bone.
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JOINT PLAY FOR THE
MORTISE. (see Fig 3)
The mortise is made up of
the lower tibial condyle,
tibial and fibular malleolus,
which constitutes the
superior aspect of the
talus.

The joint play movement
we are going to assess
and treat is
anteroposterior glide
Patient lies with hip, knee
and ankle at 90°
Therapist: grasps the
patient’s lower leg around
the ankle just above the
malleoli with left hand,
whilst with right hand
grasp the dorsum of the
foot, this being the
stabilizing hand.

Contact & Action: The
mobilizing left hand then
pulls forward and pushes
back alternatively

THE SUBTALAR

The joint play movement
for this is called the rock
of the talus on the
calcaneus

Patient: sitting on the table
with legs hanging over the
edge.

Therapist: lateral to foot in
crouched position. When
applying this kind of joint
play the ankle must be in
long axis extension.
Contact & Action: Left
hand pulls and pushes
upwards and downwards
while the calcaneus is
stabilized producing
posterior rock of the talus
on the calcaneus.

JOINT PLAY AS
TECHNIQUE

If you can reproduce this
assessment then you can
crowd or compress the
joints into a closed-pack
position, sustain light to
moderate compression for
30 to 60 seconds, and
usually a softening or
release of the fibrous
capsular tissue will occur.

Mobilize as you crowd the
joint and usually you will
feel as ‘give’ to the hold
and a breaking of
adhesion. Reassess
proximally and usually
there is a considerable
softening of the crural
fascial sleeve.
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Upcoming CPD events in 2010

London
¥ 17/18 Apr ~ Sports & Performance Bodywork: A 4-system approach ~ George
Kousaleos

¥ 25 Apr ~ Biotensegrity: A New Approach to Human Structure (Lecture and
hands-on) ~ Stephen Levin & Daniele-Claude Martin

15/16 May ~ Soft Tissue and Movement Strategies for Resolving Trauma to the
Lower Body: An Integrated Approach for Rehabilitation ~ Art Riggs

25-27 Jun ~ Integrative Fascial Release (IFR) Foundations ~ Steven Goldstein
28/29 Aug ~ Fascianating Fascia ~ Robert Schleip

4/5 Sep ~ River of Life: Respiratory Enhancement ~ Tom Myers

10-12 Sep ~ Applications to Abdominal Surgery ~ Marty Ryan

25/26 Sep ~ Understanding our Connective Tissue System: Shoulder Girdle ~
Willie Fourie

2/3 Oct ~ Postural Assessment and Correction ~ Graham Blakeley

20/21 Nov ~ Fascial Release Work Around the Thorax with special emphasis on
dealing with Idiopathic Scoliosis ~ Robert Schleip
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Edinburgh

¥ 9-11 Apr & 6-8 Aug ~ CORE Myofascial Therapy Certification (6-days) ~ George
Kousaleos

¥ 8/9 May ~ Postural Assessment and Correction ~ Graham Blakeley

¥ 12/13 Jun ~ Anatomy Trains Myofascial Meridicans for Therapists ~ Mike Doxey
¥ 18-20 Jun ~ Integrative Fascial Release (IFR) Foundations ~ Steven Goldstein
¥ 11/12 Sep ~ Integrative Fully Body Deep Tissue Massage ~ Art Riggs

¥

2/3 Oct ~ Understanding our Connective Tissue System: Lower Limb ~ Willie
Fourie

Belfast
¥ 8/9 May ~ Deep Tissue Massage: Techniques for the Upper Body ~ Art Riggs

¥ 3-5 Sep ~ Palpatory Anatomy of the Belly: Fascial Architecture and Applications
to Fascia, Fluid and Energy ~ Marty Ryan

¥ 6/7 Nov ~ Postural Assessment and Correction ~ Graham Blakeley

All workshops are hands-on providing you with techniques to add to your bodywork
toolbox. You will receive a handout to take home and a Certificate of Attendance for
your CPD portfolio.

CPD Entitlement:

2-day workshops are equivalent to 14 hours or 10 CPD points
3-day workshops are equivalent to 21 hours or 15 CPD points
6-day workshop is equivalent to 42 hours or 30 CPD points

Go to http://www.bodyworkcpd.co.uk/workshops.htm to find links to all workshops.
Each workshop page provides workshop content, venue and price details, and
articles by the presenters to give you an insight into their thinking.

To register for any of these workshops you can download the booking form from
the website and send in with a cheque, or you can call +44 (0)7526 925734 to
register and pay by credit/debit card over the phone.



