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Injuries and conditions of the   spine  
 
Introduction 

The spine is vital, and quite literally central to everything we do: An anchor from which all 
movement begins and anchors from.  When we suffer any kind of back pain it can be the 
most debilitating and awkward   form  of  pain around. The muscles that support the spine   
are very susceptible to a spasm as a protective mechanism, in-particular  the    cervical  spine 
,    due to the range of movements it can perform and its lack of skeletal and fascial support. If 
we think about the neck alone the sheer number of movements it can produce with little 
support.  

Our spine is a complex structure formed of many joints e.g. facet joints, rib   articulations  and 
intervertebral joints. This means there is considerable potential for joint inflammation,  
restriction or  damage from repetitive or dynamic activities or extrinsic trauma. The 
protective spasms that result can impinge nerve roots, causing pain and  affecting muscle 
activity distal to the spine itself. However, unless there is a reported sudden onset of 
symptoms, most back pain is a secondary condition.  

Symptomatic  relief (pain) is, generally  easy to effect and make an impact, however a 
competent sports massage therapist  will  also look and establish (and correct) the  
underlying  cause of the symptoms  to help prevent  reoccurrence. As well as offer advice 
pre, during and post treatment.  

Certain conditions MUST always be referred to a medical authority (GP) if they are 
suspected. Some   of  the  common  injuries  to  the  spine  that  will  present  to  the  sports 
massage  therapist  are  presented below. 

Disc herniation - Often referred  to  as  a ‘slipped disc’. When the  fibrocartilage becomes  ruptured 
it will   release the  nucleus  pulposus  into  the  vertebral  canal. The peripheral  nerve r root will 
become  compressed causing pain locally, radiating into the gluteal area and down the leg and 
foot. 

Possible causes: 
• the combination of flexion, rotation and heavy lifting 
• poor lifting technique (straight legs, flexed spine) 
• impact (contact sports) 

 
Presentations (subjective / objective findings): 

• reported sudden onset of symptoms i.e. the client can say exactly when symptoms started 
• pain which is exacerbated during flexion and relieved in extension 
• neurological symptoms (neurapraxia) spreading through the gluteal area and down the leg 
• positive special tests (e.g. slump test, straight leg raise, reverse straight leg raise) 

 
Therapist action: 
• if suspected refer to GP for confirmation and further investigation 
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Impact from the rear. Rapid neck extension. Rapid neck flexion. 

Whiplash: - A neck injury that is caused by an aggressive movement of the head, that is 
common within car accidents and in some cases contact sports. Often graded between 0– 4.  
 

GRADING:  DESCRIPTION:  
0  No neck issues reported or signs of trauma  
I  Complaint of stiffness/tenderness or pain. Although no physical signs.  
II  Complaint of stiffness/tenderness or pain, as well as muscular signs. Such as decreased ROM and 

areas of tenderness to touch/palpate.  
III Complaint of stiffness/tenderness or pain as well as neurological signs. Such as absent or decreased 

tendon reflexes, weakness and sensory deficits. Also most likely muscular signs also.  
IV  A fracture or dislocation  

 
In the most extreme of whiplash cases, hyperflexion/extension of the C1 – C2 (atlas – axis) 
may damage the dens (odontoid process). Lesser impacts may just cause a stress fracture 
which is much harder to establish since it may not be visible on x-ray. However, this is still an 
extremely serious condition. 
Damage to the soft tissues of the cervical spine or potentially fractures to the spinous or 
transverse processes of the cervical vertebrae may also occur. In response  to such trauma 
the muscles  will go into a protective  spasm to attempt  to  ‘splint’ the area and prevent 
movement. Clients  may  be  unaware of  the  seriousness of the condition and simply 
complain about the  pain the (necessary) muscle spasm  causes. In such instances it is 
therefore  vital that  the  practitioner makes no attempt to  release the  spasm or to move the 
area until it has been established that no skeletal injuries have occurred. 
 
Possible causes: 
• a sudden extrinsic force, and or excessive flexion, extension or lateral flexion of the cervical 

spine e.g. road traffic incidents, impact or falls in speed-related sports  
 

Presentations (subjective / objective findings): 
• sudden onset of symptoms i.e. the client can say exactly when symptoms started 
• reported MOI which is consistent with possible causes 
• severe neck pain 
• reduced ROM 
• headaches 
• neurological dysfunction 
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Therapist action: 
• if whiplash injury is suspected the client must be referred to a GP prior to proceeding with 

further assessment and treatment. 
 

 
Thoracic outlet syndrome – It occurs when blood vessels or nerves in the space between your 
collarbone and your first rib compress.  Described as the compression of the brachial plexus by 
muscular or structural adaptations or other factors including fractures or trauma. The brachial 
plexus passes under the clavicle and is comprised of the nerves originating from C5 to T1 that supply 
the shoulder girdle, arm   and  hand. The brachial artery and vein also follow the same route, so any 
alteration in the shape or size of the space between the ribs and clavicle can affect sensation, 
strength and circulation in the shoulder or down the arm. 
 
Possible causes:  
• fracture to clavicle or upper ribs 
• extrinsic shoulder injury that results in swelling or spasm 
• enlarged lymph nodes 
• trauma 
• hypertonic scalenes, pectoralis minor or both 
• postural dysfunction (upper cross syndrome) 
• congenital conditions 
 

Presentation (subjective / objective findings):  
• pain in the neck, shoulder, arm and hand 
• neurological symptoms in the shoulder, arm or hand 
• discoloration of the arm or hand 
• swelling locally or distally 
• muscle weakness and atrophy 
Therapist action:  
 
If the past medical  history  suggests  clavicular fractures or previous  cancerous events  GP  referral 
must be made for further investigation. Thoracic outlet syndrome reacts well to soft tissue treatment 
and a greater postural   awareness   leads  to  a  reduction  of  symptoms. If  over  the  course  of  
treatments  symptoms  are not improving,  again, the  client  must  be  referred   for GP  clearance  to  
continue   with  the    assessment   and treatment. 
*Once confident that none of the previously mentioned conditions are likely, the following 
possibilities should be considered, all of which can be treated by: 
 

• lengthening short muscles 
• strengthening weak muscles 
Cervicalgia and lumbago - These are the medical terms used to simply describe ‘neck ache’ and 
‘back ache’ respectively. Pain is not associated with a current injury and is normally a secondary 
condition resulting from compensatory actions e.g. thoracic pain is often caused by the spine 
compensating for hamstring or shoulder girdle dysfunction, poor technique or overload. 
 
Possible causes:  
Since these conditions are likely to be secondary to an underlying cause, it is extremely 
challenging to determine the cause(s). This  is  where  the  true  abilities  and  expertise  of  a  
sports massage practitioner  are  often  established, since  it  is  only  by  detailed 
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examination and questioning (combined with a true understanding of MOI) that the cause 
of the client’s condition will be established. 
 
This may explain why so many people have recurrent problems and often simply seek symptomatic 
relief (pain killers) or why some sports massage practitioners simply resort to ‘rubbing it better’. 
 
Presentation (subjective / objective findings):  
The symptoms of the primary condition (and the reason for the client’s visit) often include: 
 
• hypertonic muscles 
• pain during movement 
• restriction in specific ranges 
• muscle spasm around the affected area 
• an extended posture if the thoracic spine is involved 
• a feeling of breathlessness may be experienced with thoracic spasm 

 
 

However, as previously mentioned, if the sports massage practitioner is to provide a  
complete  treatment, they should address and assess the CAUSE not just the symptom.  
 
Therapist aims - A  thorough  physical  assessment  will reveal a number of  possible  causes of  the 
client’s condition, and these  should have  all  been  recorded  on  the  CRF.  After   discussion with  the 
client, and  using  a  systematic approach, the  therapist should then work through the list of 
‘possible’. 
 
Although experience will greatly assist in deciding the optimal order in which the symptoms are 
addressed, it is normally considered most beneficial to lengthen any shortened muscles before 
attempting to strengthen any weakened ones. 
 
The impact (positive or negative) the client themselves can have on the speed of recovery should 
also not be overlooked. 
 
Postural problems 

Lower cross syndrome - Due to the population’s increasingly sedentary (seated) lifestyle, this is 
probably the most common contributory factor to lower back pain. 
 
Also referred to as hyper lordosis,   lower cross syndrome describes the adaptive shortening 
and lengthening of specific muscles related to the spine  and  pelvis. As this causes the pelvis to 
tilt anteriorly, these changes lead to an alteration in posture. Possible effects  of  this  posture  are  
impaired  support  and  functioning of the abdominal cavity organs and an increased risk of 
facet joint inflammation. 
 
Possible causes: 

• occupation 
• lifestyle 
• sporting activities 
• restriction or compensation from previous injury 
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Presentation subjective: 
• general lower back pain with no obvious cause 

Presentation objective: 
• excessive lumbar curvature 
• anteriorly tilted pelvis 
• shortened/dominant iliopsoas, lumbar erector spinae, rectus femoris, adductors, TFL, QL 
• lengthened/inhibited rectus abdominis, lumbar multifidus, lumbar erector spinae, 

gluteus maximus, gluteus Medius, hamstrings  
 

 
 
 

Therapist aims: 
• lengthen short muscles 
• strengthen inhibited muscles 
• educate client 
• try to determine the cause and give preventative advice or treatment 

 
Facet joint syndrome - This condition is closely related to lower cross syndrome; however, it is 
best described as a skeletal / neurological condition resulting from hyper lordosis. 
 
Located between vertebra are small, synovial joints called facet joints. The space that they 
form allows the peripheral nerves to exit and enter the spinal cord. Should the hyper lordotic 
posture become severe enough, the space can become compressed, causing an 
impingement or ‘pinching’ of these nerves. 
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Presentation:  
Although  there  may  be  point  tenderness  over  any  area  which  has  become  inflamed, 
objective  findings would generally be similar to that of lower cross syndrome. 

 

Subjective:  
• pain is more localised and may be neurological in nature 
• spinal extension increases pain 

 
Therapist action:  

• treat any inflammation using PRICE 
• lengthen short muscles 
• strengthen inhibited muscles 
• educate the client on good posture / technique 
• try to determine the cause and give preventative advice or treatment 

 
Upper cross syndrome - A very common condition coming from periods of prolonged sitting / 
driving also referred to as hyper kyphosis. Upper cross syndrome is the adaptive shortening and 
lengthening over time of  specific muscles to the  spine  and  scapula, which affects the thoracic 
spine and shoulder girdle posture. Possible implications of this posture include the compression of 
the chest  cavity  affecting  the functioning of the lungs, heart and upper abdominal  organs. 
 
Possible causes:  

• occupation 
• lifestyle 
• sporting activities 
• restriction or compensation from previous injury 

Presentation subjective:  
• headaches 
• neck or shoulder pain 

Presentation objective:  
• rounded shoulders 
• excessive kyphotic curve 
• excessive cervical lordotic curve 
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Muscles in this region 
become short/dominant 

Muscles in this region 
become long/inhibited 

• shortened/dominant cervical extensors, levator scapula and pectoralis minor 
• lengthened rhomboids, mid/lower traps and serratus anterior 

 
 

Note other muscles may also test as short (e.g. anterior deltoid, pectoralis major, 
latissimus dorsi) or    long (e.g. posterior deltoid) but these are phasic not postural 
muscles and therefore, only become tight    as a result of the condition (e.g. 
secondary to the condition).  
Therapist action: 

• treat any inflammation using PRICE 
• lengthen short muscles 
• strengthen inhibited muscles 
• educate the client on good posture / technique 
• try to determine cause and give preventative advice or treatment 

 

 
 
 
 
 
 
 
 
 
 
 

Muscles in this region 
 

Muscles in this region 
 

Muscles in this region 
 

Muscles in this region 
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Non-consequential conditions  
 

Scoliosis – This  describes  a  lateral  deviation  of  the  vertebral  column  leading  to  a side  
curvature  or tilting  of  the  upper body  to  one  side. This  alters  the  shape  and  functioning  of  the  
chest cavity, compresses  facet  joints  on  one side and will affect  shoulder and cervical function 
through compensatory movement. 
 
The cause of the scoliosis could be genetic (malformed vertebrae) or as a result of extreme 
muscle dominance created by a particular occupation or sport. 
 
Possible causes: 
• genetic 
• occupation 
• lifestyle 
• sport activities 
• restriction or compensation from previous injury 
 

 

Presentations (subjective / objective findings): 
• obvious lateral deviation of the 

spine from a posterior/anterior 
view 

• shortened erector spinae on one side 
of the spine and other related 
musculature 

• lengthened erector spinae on the 
opposite side of the spine and other 
related musculature 

• localised pain in the affected region 
• secondary structures/organs 
 
Therapist aims for postural imbalances: 
• lengthen short muscles 
• strengthen inhibited muscles 
• educate the client on good posture / technique 
• try to determine the cause and give preventative advice or treatment 
• if  the  primary  cause  is non-consequential, treatment  and advice  would  be  aimed  at 

minimising the risk of developing secondary conditions 
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Injuries and conditions of the pelvic-hip complex  
 

Introduction 

Pain  or  dysfunction  in  the  pelvic-hip  complex  can  occur  due  to  restrictions  or  instability  
in  the  lumbar spine or adaptive changes to surrounding musculature. Problems at the hip 
are frequently reflected in other joints, the knee being a prime example. Some of the most 
common injuries and conditions which occur to the pelvic-hip complex are presented in this 
section. 

General groin pain - Although the possibility of bone or cartilage injuries should never be 
overlooked, the majority of groin pain  is  caused  by  muscle  strains. The  eccentric  loading  of  the  
muscles  during  complex  and  coordinated movement can often lead to strains of the: 
 

• adductors (gracilis due to its biaxial nature and longus being the most commonly injured) 
• hamstrings 
• hip flexors 
• deep hip rotators 
• rectus abdominis 

 

Any of  these  muscles can refer pain in and around the groin area. Biaxial muscles commonly 
develop hypertonicity and in  the event of sudden loading  can rupture or initiate  a  
protective spasm. 

Groin pain can be due to local tissue injury with the pain being experienced in and around the 
inguinal and pubis area, sometimes   extending from the pubis  posteriorly  along  the 
adductor origin to the ischial tuberosities. However, groin pain may also be a secondary 
condition due to dysfunction distal to the pelvis. 

Presentation (subjective / objective findings):  
• localised pain, usually specific to the involved musculature 
• reduced ROM 
• gait alterations 
• tenderness on palpation 

 
Practitioner’s aims/actions:  

• treat any inflammation using PRICE 
• support soft tissue repair using the principles of post-treatment care (if applicable) 
• try to determine cause and give preventative advice or treatment 
• identify any secondary conditions which may be apparent  
• lengthen short muscles 
• strengthen inhibited muscles 
• ensure the client has sufficient ROM, strength and proprioceptive abilities to carry out 

ADLs without the need to develop compensatory movement patterns 
• educate the client and give corrective exercise 

 

Sacroiliac (SI) joint dysfunction – The SI Joint functions as a shock absorber , providing a 
cartilaginous junction between the axial and lower appendicular skeleton in conjunction with the 
pubis symphysis it also allows a small amount of rotary movement which facilitates spinal 
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movement and the efficient transfer of energy. Should this joints movement become restricted  by 
adaptive changes to the supporting  musculature, any leg ‘stresses’ (e.g. impact, torsional loading)   are 
transmitted directly to the spine (L5/S1), putting a strain upon the lower back.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                Anterior                                    Anterolateral                                   Posterior 
 

 

Presentation subjective:  
• pain around L5 
• there may be a history of fall or trauma to area 
• pregnancy? Relaxin will make the SI joints hypermobile and increase (predispose) the risk of 

injury 
 

Presentation objective:  
• excessive anterior tilt of the pelvis, either unilaterally or bilaterally  

 
 
 
 
Equal bilateral 
distance? 
(ASIS to 
umbilicus) 
 
 
 

Are ASIS level? 
 
 
 
 

Is ASIS lower than PSIS? 
(as in lower cross syndrome) 

 
 
 

 
 

Note:  since this condition could lead to extensive adaptation / compensatory movement patterns, a detailed ARTS 
examination should also be conducted to help identify any secondary conditions. 
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Practitioner’s aims/actions:  
• lengthen short muscles 
• strengthen inhibited muscles 
• identify any secondary conditions which may be apparent 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs  without the need to develop compensatory movement patterns 
• educate the client and give corrective exercise  

 
Piriformis syndrome - The piriformis is a lateral rotator muscle found in the hip which is prone to 
tightness. This could be due to: 
 

• poor posture, for a period of time  
• inhibited recruitment or strength of gluteus maximus 
• incorrect movement patterns causing excessive stress  
• postural adaptation, external factors such as an increase in weight  
• poor stability or movement control 
 
Since the sciatic nerve passes underneath or through the piriformis muscle there are significant 
secondary implications of it becoming tight, since the shorter it gets, the greater its diameter 
becomes. 
 
As the available space (sciatic notch) lessens the nerve may become ‘pinched’.  
 
Presentation subjective 
Symptoms are  almost  identical  to  a  prolapsed  disc   since they too result from an 
impingement of the sciatic nerve. However, since the shortening of piriformis happens over 
time, unlike a ‘slipped disc’ there will seldom be a sudden onset of pain. It is more like a 
consistent ache. Although it has nothing to do with the lower back.  
 

Presentation Objective:  
Examination will normally reveal some of the following if not all:  
 
• laterally rotated hip(s) 
• limited medial rotation of hip(s) 
• reduced strength in affected leg 
• tenderness in glutes 
• negative special tests used to negate possibility of disc injury (e.g. slump test) 
 

Note: In common with all ‘patterns of dysfunction’ this condition could lead to or have 
been caused by adaptation / compensatory movement patterns. A detailed ARTS 
examination should therefore be conducted to establish if any further symptoms exist. 
 
Practitioner’s aims/actions: 
• lengthen short muscles (especially piriformis)  
• strengthen inhibited muscles 
• identify any secondary conditions which may be apparent 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs without the need to develop compensatory movement patterns 
• educate the client and give corrective exercise  
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They are very similar in presentation, both piriformis syndrome and sciatica. Within PS, buttock 
and hip pain is more common than lower back pain. In sciatica, the leg pain is usually greater 
than lower back pain and the pain may radiate into your toes, in most cases a pins and needles 
feeling. The affected leg may also feel heavy in nature, like the onset of cramp.  

Can PS call sciatica? In most people, the sciatic nerve travels past the piriformis, staying well clear 
of it on its path. 

In some people (roughly 10% of the population according to recent studies), the sciatic nerve 
runs through the piriformis rather than past it. In these people, when the piriformis gets tight the 
sciatic nerve can become compressed, causing sciatica. 

 

Snapping hip - A snapping hip can be due to several factors. When experienced on the lateral 
aspect of the hip, it is usually as a result of friction caused by the tensor  fascia latae and iliotibial  
band  complex  moving across the greater trochanter of the femur.  
 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Anterior aspect of the right hip.  
 

The iliotibial band (IT Band)  is prone to becoming very tight or adhered to the vastus lateralis 
muscle. Tensor fascia latae and gluteus maximus contribute to this tension as part of the 
dynamic stabilisation of the lateral aspect of the knee. Changes in tonicity or recruitment of 
these muscles will therefore, also have a direct affect. 
 
When  felt   anteriorly  on  the  hip,  either the movement of the  iliopsoas  tendon  across  the  
iliopectineal bursa or the iliofemoral ligament across the femoral head can be responsible. 
 
Iliopsoas  will  be  affected when  postural  changes  occur  and the resultant  increase  of  
tension  in the tendon may  irritate  structures  that  it  passes  over. Equally, repetitive  
movements  can  lead  to inflammation  of  these structures and the increase in their size due 
to swelling impedes the movement of the tendon. 
 
If the pain appears to originate intra-articularly, loose bodies or a tear to the labrum should be 
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considered. This may become apparent during the subjective or objective stages of 
assessment or if the soft tissue treatment does not alleviate pain. In either  of  these  cases  
the client should be referred to their GP. 
 
Presentation:  
• audible ‘click’ on movement, but not necessarily  painful 
• discomfort on palpation of involved tissues 
• positive Ober’s test (special test used during ARTS to determine tightness in ITB /TFL) 
Practitioner’s aims/actions:  
• treat any inflammation using PRICE 
• lengthen short muscles 
• strengthen inhibited muscles 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs without the need to develop compensatory movement patterns 
• try to determine the cause and give preventive advice or treatment 
• identify any secondary conditions which may be apparent 
• educate the client and give corrective  exercise 
Hernia - A hernia is often defined by the following statement in a vast number of publications ‘a 
protrusion of an organ or part of an organ through tissue that normally contains it’. Weakness in 
surrounding  tissue  combined (normally) with  excessive  exertion  or  pressure  can lead to 
herniation. Common sites  are: 
 
• inguinal:  between  the  pubis  and  ASIS, usually  involving  a  protrusion  of  the  small  

intestine  and    more common in males 
• femoral: anterior to the femoral head usually related to changes during pregnancy 
 

Presentation: 
• pain especially on exertion such as coughing or sneezing 
• lump on palpation 
 

Practitioner’s actions: 
• refer to GP 
 
Note: ‘footballer’s hernia’ (Gilmore’s groin) is not a true hernia but a tear at the origin of 
adductor longus. It therefore, may be treated using the same PRICE protocol and post-
treatment care guidelines common to all soft tissue injuries. How-ever Gilmore’s groin can 
often be referred for surgery in many cases.  
 
Bursitis - Any of the bursas of the hip can become inflamed as a result of friction generated by the 
overuse of an overlying (tight) muscle or extrinsic impact. 
 
Presentation: 
• pain local to the affected bursa 
• pain on palpation of the bursa 
• reduced ROM 
 
Practitioner’s aims/actions: 
• treat any inflammation using PRICE 
• lengthen short muscles 
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• strengthen inhibited muscles 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs without the need to develop compensatory movement patterns 
• try to determine the cause and give preventative advice or treatment 
• identify any secondary conditions which may be apparent 
• educate the client and give corrective exercise 
 

Ligament injuries - The pelvic-hip complex is supported by numerous interwoven ligaments, all of 
which will be susceptible to sprains resulting from dynamic movements, extrinsic injury, inflammation 
from overuse, poor movement patterns or laxity. 
 
Presentation:  
• localised pain or instability 
• restricted ROM due to protective spasm 
• excessive ROM due to laxity and loss of stability 
• hypertonicity in surrounding musculature  
 
Practitioner’s aims/actions: 
• treat any inflammation using PRICE 
• support soft tissue repair using the principles of post-treatment care 
• try to determine the cause and give preventative advice or treatment 
• identify any secondary conditions which may be apparent 
• lengthen short muscles 
• strengthen inhibited muscles 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs without the need to develop compensatory movement patterns 
• educate the client and give corrective exercise 
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Injuries and conditions of the     shoulder 
 
Unlike the hip,  the  shoulder’s  primary  strength does not come from  the  skeletal  framework, 
but  from  soft  tissue  components. Highly prone to overuse and misuse. A very common 
site of injury for gym users!  Some of the most common injuries and conditions of the 
shoulder are presented below.  
 
General shoulder pain – Many shoulder injuries are related to muscular injury, however do not 
discount bone or cartilage injuries. The most common muscles affected are:  
 
• deltoid  
• trapezius  
• biceps brachii  
• infraspinatus  
• supraspinatus  
• pectoralis major 
• pectoralis minor 
 

Since the treatment for all soft tissue injuries is the same i.e.: 
• acute stage: PRICE 
• sub-acute stage: regain mobility, optimise scar tissue formation, develop flexibility 
• chronic: continue post-treatment care to include strength, proprioception, regaining function 
 
The first task of the sports massage practitioner is to identify which muscle(s) is involved. 
 
Presentation subjective: If the pain is general then some questions need to be asked:   
 
• Where does it hurt? 
• What  movement  were  you  doing   when 

it  happened?  
• What movements give you  pain? 
 

Presentation objective: 
• ROM tests should give a clear indication as to which muscles are involved 
• palpation could be used for confirmation 
• a full ARTS examination may still be desirable if the cause was a minor event or if it is 

the re- occurrence of a previous injury 
 

Practitioner’s aims/actions: 
• treat any inflammation using PRICE 
• support soft tissue repair using the principles of post-treatment care 
• try to determine the cause and give preventative advice or treatment 
• identify any secondary conditions which may be apparent 
• lengthen short muscles 
• strengthen inhibited muscles 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs   without the need to develop compensatory movement patterns 
• educate the client and give corrective exercise 
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Impingement syndrome (‘swimmer’s shoulder’) – Could possibly be diagnosed as a ‘dysfunction’ 
rather than an ‘injury’, impingement of soft tissue structures located within the shoulder is a very 
common condition. 
 
If the subacromial space (humerus to acromion) becomes compromised for any reason, 
muscles of the rotator cuff (e.g. supraspinatus, infraspinatus, subcapularis), long head of 
bicep brachii and localised bursae can all become trapped. 
 
 

Subacromial space 
 
 
 
 
Anterior view of left shoulder 
 
 
 
 
 

The available space can lessen for possible two reasons: 
 
• the structures which need to pass through it become larger 
• the acromion and the humerus move closer together 
 
The structures which need to pass through it become larger  
Repetitive overhead activities such as swimming  can irritate sub-acromial structures when they 
come in  contact  with  bony surfaces. The friction created will cause  inflammation  (tendinitis) and 
the resulting  swelling will increase the size of the affected structure. Since the structure is now too 
large to fit the structure, the problem will exacerbate itself  . The aim of the therapist therefore, is 
to break this cycle of events i.e. establish and remove the  cause. 
 
The acromion and the humerus move closer together 
Abduction of the arm requires a complex series of events to occur if the subacromial space is to 
be maintained, especially as the movement increases beyond 60o-80o. 
 
Understanding of the ‘scapulohumeral rhythm’ series of events which (should) occur 
during shoulder abduction is key if the practioner is to identify any dysfunctional 
movement patterns. 
 

1. First the shoulder girdle needs to be stabilised. This is achieved by the shoulder girdle 
muscles acting as fixators. Since  acting  as  fixators  is  the  primary  purpose  of  the  
majority  of  shoulder girdle muscles they mainly comprise endurance (Type 1) muscle 
fibres. Therefore, non-functional isolating exercises such as ‘shrugs’ predispose to injury 
since these muscles have little phasic ability. 
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2. With the arm by the side, the deltoid is now at a biomechanical disadvantage as it can only 
impart an upward pull on the humerus. Consequently, any abduction needs to be initiated 
by the supraspinatus muscle. Supraspinatus  then  remains  highly active until about 30o 
after which the deltoid can begin to assist it. 

 
Note:  A weak supraspinatus will compensate by flexing the spin laterally away from the from the 
movement. This gives momentum  to  the  arm, thereby ‘flicking’ it  into  a  position  after  which  the deltoid 
can take over.  

 
3. Since the angle of pull of the deltoid draws the humerus into the glenoid cavity, if the 

subacromial space is to be maintained, this action needs to be counterbalanced by a 
downward pull from the rotator cuff muscles. 

 

Note: should rotator cuff strength be insufficient and be ‘overpowered’ by  deltoid  strength (a 
common occurrence  in body  builders    who  train  by  ‘isolating the deltoids’ from  functional  
movement  patterns) the space decreases and impingement  occurs.  

 

4. Beyond 70o-80o there  is  no  further  abduction  available  at  the  gleno-humeral  joint, 
therefore all   muscle contractions involved  in  abduction beyond this point are isometric 
and simply maintain the humerus in a fixed position. 

 

For         abduction  of   the  ‘shoulder complex’ to  continue  beyond     70o-80o elevation  of  the       
shoulder girdle  needs to occur. 
 

5. The contraction of the inferior shoulder girdle muscles therefore, becomes increasingly 
eccentric whilst the superior shoulder girdle muscles become concentric, thus 
maintaining an active stability during movement as the arm passes the horizontal (on the 
upward movement). 

 

In summary:  
• abduction of the arm to 70 degrees / 80 degrees - the humerus (should) move independently 

from a fixed scapula 
• abduction of arm beyond 70o-80o - the humerus and scapula move as a complete unit 

Presentation subjective:  
• pain on overhead function or specific isolated movements 
• history of overuse or sudden increase in overload 
 

Presentation objective:  
• elevated / protracted shoulders 
• observable muscle imbalances 
• restricted movements 
• often there is a reduction in pain during passive movements since this will isolate any 

influences / symptoms of the deltoid muscle 
• compensatory movement patterns 
• special tests 
 
 

Practitioner actions:  
• treat any inflammation using PRICE 
• lengthen short muscles 
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• strengthen inhibited muscles 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs without the need to develop compensatory movement patterns 
• try to determine the cause and give preventative advice or treatment 
• identify any secondary conditions which may be apparent 
• educate the client and give corrective exercise 
 
Adhesive capsulitis - This is commonly known as ‘frozen shoulder’ and describes an inability to 
move the glenohumeral joint. 

This is a condition that develops over a period of time as movement becomes increasing 
restricted until the   combination  of  adhesions  thickening  the  joint  capsule  and  loss  of  
muscular  strength   from lack of use, fix the glenohumeral  joint  in  place. A  full  
understanding  of  all  the  causes  of  this  condition has yet to be gained but injury can be 
one of the instigators of capsular changes. 
 
Once  in the  chronic  stage  this  condition  can  take  months  to  years  to  improve  and  in  some  
cases, the client will never regain full ROM due to the degenerative joint changes. 
 
Presentation subjective:  
• pain during all shoulder movements 
• diagnosis from GP or physio practitioner  

 
Presentation objective:  
• pain at the deltoid insertion, greater tuberosity and bicipital groove 
• reduced or lack of ROM, even on passive movements 
• hypotrophy of local musculature  

 

Practitioner aims/actions:  
Since  causative  factors  are  largely  unknown  and may be  linked  to  hormonal  imbalances 
only symptoms can be treated by the  practitioner: 
 

• treat any inflammation using PRICE 
• lengthen short muscles 
• strengthen inhibited muscles 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs without the need to develop compensatory movement patterns 
• identify any secondary conditions which may be apparent 
• educate the client and give corrective exercise 

 

Dislocation of the shoulder joint - Most dislocations occur anteriorly. They are usually caused 
by traumatic injury such as receiving an impact to the arm held out in reaction to a fall, 
impact to the shoulder itself or damage to the joint capsule, labrum or rotator cuff muscles. 
However, excessive instability will leave an individual more prone to dislocations, and if 
stability is highly compromised the humeral head can move out of position even during a 
simple movement.  

Presentation: 
• extreme pain 
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Wherever you enter the 
cycle it will progress, 

affecting additional factors 

Traum
a 

Overus
e 

Joint laxity 

• complete lack of use of the arm 
• humeral head palpated in the armpit 
• empty shoulder joint socket 
 

Practitioner actions:  
• refer for immediate x-ray diagnosis and manipulation to relocate as soon as possible (A&E)  

 

Acromioclavicular (AC) joint injuries - Damage at this joint can range from instability to full 
dislocation where the articulating surfaces of the clavicle  and  acromion  separate, leaving  the  
clavicle  clearly raised  above  the  acromion. In the  majority  of  cases, injuries  to  the  AC  joint  
happen  by  falling  onto  the  point of the shoulder  or  on  an  outstretched hand causing a sprain to 
the AC ligament. 
 

Any damage or change in articulation at this joint will directly affect the trapezius and deltoid 
as their origins support this joint. This would also mean that the condition of the musculature 
will affect the joint action or damage the joint. 
 

Presentation: 
• pain in the affected area 
• pain on activating any musculature connected to the clavicle or scapula in more severe cases 
• reduced function and/or ROM in the shoulder complex 
• visible joint dislocation  

Practitioner actions:  
• if in the acute phase and/or the joint is maligned refer for x-ray (A&E) 
• if in the later stages maintain mobility of the glenohumeral joint 
• utilise massage and stretches to reduce adhesion formation 
• maintain activation of rotator cuff muscles 
 
The cycle of shoulder joint and girdle dysfunction  
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
Degenerative 

joint 
disease 

 
 

 

Instability 
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Injuries and conditions of the knee 
 

The knee is a very strong yet very vulnerable joint. Knee -pain  is  often   a  symptom  of  
dysfunction  in another  area such as the hip  or  ankle. Within contact sports however the 
knee can become seriously injured. As the knee in many sports such as rugby, football or 
basketball within stands huge pressure and at times can be compromised as it can often 
be left weight bearing.  Other joints such as the hip may become compromised and unable 
to function effectively compensatory movement may be forced on the knee.  

Some of the most common injuries and conditions to the knee are presented below. 
Iliotibial band (ITB) syndrome – The TFL and IT Band aid in the stability of the hip, femur and tibia 
and tibia, during weight-bearing activities and for this reason can become excessively tight. This 
gives rise to iliotibal band syndrome,  a condition commonly known as ‘runner’s knee’. Overuse, 
excessive foot pronation or eccentric loading (running downhill) causes friction  between the iliotibial 
band and  the  lateral epicondyle  of  the  femur  leading  to  inflammation and lateral knee pain. 
 
 
 
 
 
 
 
 
 
 
Presentation subjective: 
• history consistent with possible causes 
• A sharp pain at the lateral aspect of the knee which increases whilst running, 

especially downhill or on a cambered surface.    
Presentation objective: 
• positive Ober’s test (special test used to identify tight ITB /TFL) 
If the sports massage practitioner is to identify the cause, or the possible development of any 
secondary conditions, a full ARTS examination may still be desirable. 
Therapist aims/actions:  

• treat any inflammation using PRICE 
• lengthen short muscles (especially ITB / TFL) 
• assist the independent function of the ITB and vastus lateralis by reducing 

adhesions between them 
• strengthen inhibited muscles (especially TFL / gluteals) 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs without the need to develop compensatory movement patterns 
• identify any secondary conditions which may be apparent 
• try to determine the cause, educate the client and give corrective exercise  
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Patellofemoral pain or   dysfunction – There  are  several  conditions  affecting  the  function  of  the  
patella that  can  produce   pain   and   inflammation however, the  cause of each can be attributed in 
the main to mal-tracking of the patella. 

The movement of the patella, within the femoral groove, is directly controlled by the 4 
muscles which attach to it: 
 

• rectus femoris and vastus intermedius - both of which pull the patella in the 
direction of the hip joint 

• vastus lateralis – which pulls the patella laterally 
• vastus medialis – which pulls the patella medially  

 
 
 
 
 
 
 
 
If  the  balance  between  the  vastus  group  is  lost, particularly  in  the event of vastus medialis 
weakening, the patella can be pulled laterally across the femoral condyle during knee 
movement causing the patella to ‘twist’ in the femoral groove.  Factors that can contribute to 
this alteration in muscular balance are having excessive foot pronation, a wide Q-angle or 
tightness in the ITB or bicep femoris. Conditions associated with maltracking include: 
 
Chondromalacia patellae - Describes the deterioration, softening and roughening of the patella’s 
articular cartilage, either unilaterally or bilaterally. This occurs  in  younger  individuals  whose  
cartilage  and  bone  have not  yet  reached  their  full density. 
 
Painful patella syndrome (PPS) - PPS is most often noted on eccentric loading. Although this 
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condition may not be apparent on a daily basis, high impact or explosive activities, running 
(particularly downhill - runner’s knee), squats with weights  or  even walking  downstairs  can  
initiate  pain  and  inflammation. Left untreated, the cartilage  will eventually wear away resulting in 
arthritis. 
 
Presentation subjective: 
• females are predisposed to the condition due to a greater Q-angle 
• pain felt inside knee 
• a history of horse riding, cycling, skiing, step class or any activity which engages the 

quadriceps but does not allow full extension will encourage a muscular imbalance to 
develop (as vastus medialis is mainly active in the last 20o of extension) 

• lack of activities which involve quadriceps. The patella is a sesamoid bone located 
within the quadriceps tendon. The smaller the muscle, the closer the patella to the 
underlying surface. This causes it to drag sooner than glide across the articular surface. 

 
Presentation objective:  
• visible patella malalignment or maltracking during contraction of quadriceps 
• vastus medialis atrophy 
• possible genu valgum (‘knock knees’) 
 
Therapist Aims/Actions:  
• treat any inflammation using PRICE 
• strengthen inhibited muscles (especially vastus medialis) 
• lengthen short muscles (especially vastus lateralis) 
• try to determine the cause, educate the client and give corrective exercise 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs without the need to develop compensatory movement patterns 
• identify any secondary conditions which may be apparent 
• refer  to GP if treatment (massage or exercises) results  in  the  knee  becoming inflamed  

or  if  any   loose  bodies become apparent 
 

Bursitis - Any of the bursa of the knee can become irritated by an increase of friction due to 
movement pattern alterations, overuse or impact. If a bursa increases in size in response to trauma it 
can then further affect movement at a joint.  
 

Presentation: 
• swelling and tenderness local to the affected bursa 
• restriction in range of movement may be experienced with onset of pain as the bursa is 

pressed by surrounding tissues 
 

Therapist aims/actions:  
• identify and minimise exacerbating factors such as repetitive movements 
• utilise cryotherapy to reduce swelling and pain if present 
• assess musculature to identify tension or excessive friction being placed on the 

affected bursa and treat accordingly 
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Osgood-Schlatter’s Disease - Growth acceleration or excessive exercise can pull the patella tendon 
away from the periosteum at the tibial attachment. This leads to inflammation of the bone tissue and 
the production of additional bone as the area attempts to increase its strength and repair damage. 
 
This condition affects around 15% of active clients in the age group of 12 to 16 years. Healing 
is often spontaneous and problems seldom occur once the leg is fully developed unless 
changes to the bone affect the mechanics of the patella when under load. However, some 
individuals will continue to experience recurrent inflammatory responses throughout their 
life, particularly if they make changes to their activity levels, rapidly increasing the stress to the 
tendon attachment. 
Presentation:  
• pain at the tibial attachment of the patella tendon 
• heat and inflammation 

 
Therapist aims/actions:  
• identify and minimise exacerbating factors 
• utilise cryotherapy to reduce if 

swelling and pain present 
• reduce  tension  in  the  quadriceps 

group, the  rectus femoris 
particularly, to reduce pressure on 
the attachment 

 

Menisci - Damage to the menisci of the knee joint can result from the femur rotating on the tibia 
with the foot fixed and the knee forcibly flexed during full weight-bearing, such as in a rapid change 
of direction and acceleration. This  can  cause  tearing or  the  development  of  lesions  of  the  
medial  or  lateral  meniscus.  
 
Presentation: 
• pain on the medial or lateral joint margin of the knee 
• locking of the joint 
• inflammation of the joint capsule 
• positive special tests 
• atrophy of the quadriceps 

Therapist actions: 
• release  restrictions  in  the  quadriceps  and  rectus  femoris  that  may  be  applying  

traction and refer to GP for further investigation 
 

Loose bodies – Fragments  from  the  meniscus, hyaline  cartilage  or  bone  can  form   loose  bodies  
within  the joint. This may result from trauma or osteoarthritic disease with the fragments becoming 
trapped between the articulating surfaces of the joint. 
 
Presentation: 
• recurrent locking of the joint 
• sharp pain often followed by swelling 
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Therapist actions: 
• refer to GP for further investigation 
 

Quadriceps injury – Any  injury  to  this  muscle  group  may  lead  to  a  knee  joint  disorder  as  the  
quadriceps rapidly  loses  strength and  bulk, particularly  the  vastus  medialis, if  activity  within  this  
muscle  group  is reduced. This  can  begin  a  perpetual  cycle  of  problems  as  the  knee , and  
potentially  hip  mechanics  alter, presenting  as  intrinsic  knee pain. 
 
Presentation: 
• weakness on contraction 
• visible difference in muscle bulk from the unaffected side 
 
Therapist aims/actions: 
• encourage full  use  of  the  affected  limb  as  long  as  no symptoms  such  as  pain  or 

inflammation are present, to prevent further  atrophy 
• utilise post-care advice exercises to improve muscular balance across the vastus group 
 
Patella tendonitis – Excessive  loading through the tendon, as in explosive activities, can lead to 
inflammation of the patella tendon. Sustained problems can lead to a degenerative condition called 
tendonosis. 
 
Presentation: 
• pain on eccentric loading of the quadriceps  
• thickening of the patella tendon  
 

Therapist aims/actions:  
• identify and minimise exacerbating factors such as specific sporting activities 
• utilise cryotherapy to reduce swelling and pain 
• assess and lengthen rectus femoris if found to be tight, to reduce tension on the tendon 

Ligament injuries - medial or lateral collateral ligament sprain - The medial collateral ligament is 
more commonly damaged (usually in contact sports) through an excessive valgus force (impact to the 
lateral aspect of the knee) or develops laxity or inflammation in repetitive activities such as 
swimming breast stroke (‘swimmer’s knee’). The lateral collateral ligament will be damaged by 
varus forces. 
 
Presentation:  
• pain on the medial or lateral joint line 
• feeling of instability if moderate to severe 
• heat but not necessarily swelling 
• positive special test 
 

In some cases, there may be no visible local swelling although heat will still likely be felt. 
Therapist actions:  
• utilise cryotherapy to reduce swelling and pain if present 
• identify MOI and if due to repetitive actions minimise if possible 
• following acute phase mobilise to reduce the risk of adhesion formation 
• following acute phase mobilise to prevent protective spasm becoming a permanent 
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adaptive change to the muscle length, affecting long term range of movement 
• strengthen supporting musculature to aid joint stability 
• refer to GP if severe pain or excessive instability is being experienced 
Anterior or posterior cruciate ligament sprain - An ACL sprain is a common injury of the knee and 
can be caused by rapid, excessive rotation or severe hyperflexion of the knee, often occurring 
when landing. A PCL injury can also occur as a result of dynamic rotational forces at the knee or 
when receiving an impact to the front of the knee while the leg is in extension / hyperextension 
this is rare however. Often the client will hear or feel a ‘pop’ or ‘crack’ at the time of occurrence 
and may initially experience a loss of stability at the joint. However, if this has been a severe 
sprain swelling will be very rapid and would be capable of making the joint appear stable again 
within a few minutes. This is usually an indicator that the ACL has been almost completely or fully 
ruptured, and the artery linked with it is filling the joint cavity with blood.   
 
Presentation:  
• initial joint laxity that may then disappear in the event of a severe sprain 
• rapid, severe swelling of the joint 
• heat 
• pain deep in the joint 
• reduced ROM 

Therapist actions:  
• utilise cryotherapy to reduce swelling and pain if present 
• following the acute phase mobilise to reduce the risk of adhesion formation 
• following the acute phase mobilise to prevent protective spasm becoming a 

permanent adaptive change to the muscle length, affecting long term range of 
movement 

• strengthen supporting musculature to aid joint stability 
• refer to GP if severe  pain or  excessive  instability  is  being  experienced  or  a  full  rupture  is  

suspected 
 
Note: Often if the ACL is a complete rupture MCL damage may also be apparent.  
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Injuries and conditions of the ankle and foot 
 
The ankle and foot are vital in the way we move. So not surprisingly that any injuries to 
these areas can have a big effect on other joints, as any change in a client’s gait, will 
promote compensatory movement patterns.  
 
Then equally, if the mobility of other joints become restricted and function is affected, then 
as the ankle is the last part of the kinetic chain, changes and effects within its own mobility 
can occur.  
 

Some of the most common injuries and conditions relating to the foot and ankle are 
presented in this section. 
 
Muscle/tendon strains: - Common injuries i   to the lower leg muscles the most frequently affected 
are: 
• Gastrocnemius 
• soleus 
• plantaris 
• peroneals  

However, since the lower leg supports the entire body, it is especially susceptible to bone / 
cartilage damage and grade 3 (totally rupture) injuries. The practitioner should therefore be 
alert to the signs and symptoms of such, since in these instances, referral is essential. 
 
Should treatment be suitable, management is the same as with all soft tissue injuries i.e.: 
 

• acute stage: PRICE (unless grade 3) 
• sub-acute stage: regain mobility, optimise scar tissue formation, develop flexibility 
• chronic: continue post-treatment care to include strength, proprioception, regaining function 
 
The first task of the sports massage practitioner is to identify which muscle(s) is involved. 
 
Presentation - subjective: 
• pain is generally very localised 
 
Key questions: 
Where does it hurt? 
What movement were you doing when 
it happened? What movements give 
you pain? 
 
Objective: 
• ROM tests should give a clear indication as to muscles involved 
• palpation could be used for confirmation 
• a full ARTS examination may still be needed or desired   if cause was a minor event or 

if  it is the re-occurrence of a previous injury  
Practitioners aims/actions: 
• treat any inflammation using PRICE 
• support soft tissue repair using the principles of post-treatment care 
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• try to determine cause and give preventative advice or treatment 
• identify any secondary conditions which may be apparent 
• lengthen short muscles 
• strengthen inhibited muscles 
• ensure  the  client  has  sufficient  ROM, strength  and  proprioceptive  abilities  to  carry  

out  ADL without the need to develop compensatory  movement patterns 
• educate the client and give corrective  exercise 
 

Ligament injuries: - Sprains  are  also  extremely  common  in  the  lower  leg, especially  when   the  
ankle  is  over  inverted (inversion sprain). 
 
Presentation 
Both subjective and objective findings will be similar to that of strains, however since sprains 
are only caused through extrinsic forces, and therefore unlikely to be secondary conditions, 
the MOI is normally much easier to ascertain. 
 
Although symptoms (lack of) during passive resisted ROM can be used to differentiate 
between a sprain and a strain, most often muscle damage occurs alongside any ligament 
injuries so this possibility should not be excluded.  

Practitioners aims/actions: 
• utilise cryotherapy to reduce swelling and pain if present 
• following acute phase mobilise to reduce the risk of adhesion formation 
• following acute phase mobilise to prevent protective spasm becoming a permanent 

adaptive change to the muscle length, affecting long term range of movement 
• strengthen supporting musculature to aid joint stability 
• refer to GP if severe pain or excessive instability is being experienced 
 
 
 
 
 
 
 
 
 
 
 
 
Shin splints This is a generic term used to describe several conditions of the lower leg (a-c below). It is 
important for the practitioner to be able to distinguish between them since as each has a different 
cause, structures involved and treatment requirements. 
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Compartment syndrome 
Since the symptoms of compartment syndrome are extremely similar to that of DVT, the 
practitioner should be confident that this is not a real possibility before progressing with any 
treatment. 

Compartment syndrome results  from  an  increase  of pressure in any of the four compartments  
of  the  lower leg. The level of symptoms can vary depending on the cause and length of time  
the condition  has been present.  

Possible causes:  
 

• post-impact bleeding 
• rapid hypertrophy of compartment muscles 
• inflammation of tendons from repetitive movement or impact (football) 
• reduced flexibility in an adjacent compartment 

Compartment Syndrome Cycle   

 
Presentation during early stage:  
• history consistent with possible causes 
• discomfort  increasing  as  or  just  after  activity  begins  but  the  client  feels  able  to  

continue activity - this is being caused by the vasodilation  within  the  muscles  in  
response  to  increased  activity  levels 

• symptoms are relieved as or shortly after activity stops 
• pain on palpation of affected compartment 
• swelling or obvious  bulking  of  affected  compartment - due to  the  fluid which becomes 

‘trapped’ in the muscles 
• pain or reduced range on contraction of affected muscles 
• neurological symptoms distal to compartment 
• reduced pulse quality of affected foot 
 

 
reduced 

 

swelling  
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Practitioner aims/actions:  
• treat any inflammation using PRICE 
• mobilise fascia of lower leg 
• lengthen short muscles 
• strengthen inhibited muscles 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs without the need to develop compensatory movement patterns 
• identify any secondary conditions which may be apparent 
• educate client and give corrective exercise 
 
If  this condition has become chronic and  sensation is being affected in the ankle and foot 
then medical intervention may be necessary. 
 
Medial tibial stress syndrome (MTSS) – also known as periostitis: - This  describes  inflammation of 
the  periosteum, usually  experienced  on  the  posterior  and  medial  surfaces of the tibia. Although 
pain is most often felt on the front of the shin (tibialis anterior) this is a secondary symptom to the 
cause, which is most commonly tight plantar-flexors of the ankle. 
 

The  function  of  the  tibialis  anterior  muscle  is  to  dorsiflex  the  foot. Since  the  weight  of 
the  foot  is  minimal  it requires (relatively) little  strength to perform  this  and  is  therefore, quite  
a small muscle. However, the  foot can only be raised if the powerful plantar flexors relax. 
 

Should  they  fail  to  do  so, tibialis  anterior  does  not  only  need   to  overcome  the  weight  of  
the  foot but also the ‘intrinsic’ resistance  of  the  antagonistic  muscles. This  extra  effort  
imparts a  severe  overload  on  the  tibialis anterior, which results in pain and discomfort, 
especially when walking / running uphill since the ROM required increases. 
 
Impact, a change of stress (shoes, surfaces, intensity) or over-pronation of the foot can lead to 
inflammation of the tibial periosteum. The  resultant  scar  tissue  can  stick  or  ‘splint’ the 
affected  muscles  (gastrocnemius / soleus)  to  the  bone  which  makes  it  increasingly  difficult 
for  them  to  lengthen (to  allow tibialis  anterior  to function). 
 
Note: this as an excellent example of when ‘rubbing’ /  
treating the area which hurts will only give symptomatic relief. 
 
Possible causes:  
• high impact activity 
• sudden change of training stressors (surfaces, footwear,  

intensity) 
• over-pronation of foot 
• hypertonicity of superficial posterior compartment  

compressing and rubbing deep posterior compartment  
against the bone  

Presentation - subjective:  
• history consistent with possible causes 
• onset of persistent discomfort during activity which increases on walking / running uphill 
 

Objective:  
• limited dorsiflexion (caused by tight calf muscles) 
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• pain on palpation along medial tibial border 
• pain on full contraction or stretch 
 

As this condition worsens, the inflammation will become more pronounced and symptoms 
will persist. Since pain will now be present at the commencement of activity (instead of 
developing during it), it is possible to differentiate this condition from early compartment 
syndrome. 
 

Practitioner aims/actions: 
• treat any inflammation using PRICE 
• identify and remove physical restrictions to plantarflexion (adhesions on medial tibial border) 
• lengthen short muscles (especially plantar flexors of ankle) 
• strengthen inhibited muscles  
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  out  ADLs 

without the need to develop compensatory movement patterns 
• identify any secondary conditions which may be apparent 
• educate client and give corrective exercise 
Stress fractures: - In the lower leg, this condition commonly occurs on the anterior surface of the tibia 
where microtrauma leads to small cracks developing in the bone. 
 

Possible causes: 
• high impact activity 
• sudden change of training stressors (hard / road surfaces, footwear with insufficient cushioning) 
• poor diet (lack of calcium) 
• hypertonicity of posterior compartment muscles bending the tibia 
 

Presentation - subjective:  
• history consistent with possible causes 
• onset of pain with any activity level 
 

Objective: 
• pain on palpation of anterior tibia 
• nodules along the anterior surface of tibia may be felt in the more chronic stages 

(b) Practitioner aims/actions: 
(c) If suspected, refer to the GP as immobilisation may be required. 
 

Plantar fasciitis: - The  function  of  the  plantar  fascia  is  to  aid  the  tarsals  in  supporting  the  foot. 
This  function  is  most  necessary when standing, jumping or running on the toes, since in these 
situations, the arches cannot ‘lock’ together. 
 

Excessive foot pronation will also increase the stresses experienced by the fascia and all will lead 
to damage and inflammation. 
 

Since the periosteum can be affected, left untreated or poorly managed this condition may result 
in a calcaneal spur.  
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Strained 
plantar 
fascia 

Possible causes:  
• heavy or repetitive landings 
• over-pronation of the foot 
• inadequately supportive footwear for impact activities 
• Tight plantar flexors exert opposing tension, 

thus making the problem worse.  
 

Presentation - subjective:  
• history consistent with possible causes 
• initial discomfort or aching on weight-bearing 

which lessens with time  
Objective:  
• point tenderness on calcaneal attachment  
• increasing pain on active or passive dorsiflexion   
 

Practitioner aims/actions:  
 

• treat any inflammation using PRICE 
• mobilise plantar fascia to aid in relieving tension 
• lengthen short muscles (especially plantar flexors of ankle) 
• strengthen  inhibited  muscles especially  toe flexors  since  they  will  assist  plantar  fascia  

function 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs  without the need to develop compensatory movement patterns 
• identify any secondary conditions which may be apparent 
• educate client and give corrective exercise  
• Look to raise the heel and use a heel wedge in extreme cases  

 
Toe injuries: - Any form of toe injury can be very painful, leading to changes in gait and therefore, 
secondary injuries developing either locally or distally. 
 
Types of injuries can include: 

hallux rigidus where a repeated strain is placed on the metatarsophalangeal (MTP) joint of 
the first toe (joint between the first metatarsal and phalange) leading to reduced ROM, 
particularly in dorsiflexion. This will have a profound effect on walking and running as the 
mechanics of ‘toe off’ will be altered 
in growing toe nails are caused by ill-fitting footwear and will normally require the attention 
of a chiropodist or GP 
bruised nails  are caused by extrinsic trauma or repeated pressure on the toes (running 
downhill, ill- fitting footwear) 
 
Presentations may include: 

• localised pain and/or swelling 
• reduced ROM 
• affected gait such as a limp or shortened stride length on the affected side  

 
Practitioner aims/actions:  

• identify and minimise causative factors where  applicable 
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• apply cryotherapy to reduce inflammation and  pain 
• maintain mobility to reduce the formation of adhesions 
• provide PCA to support treatment 
• refer if applicable to chiropodist, podiatrist or  GP  
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Injuries and conditions of the elbow, wrist and hand 
 

Introduction  
 
The elbow joint is a highly stable joint and very rarely will develop any type of problem.  In 
comparisons to other joints around the body. It can  however  be very  vulnerable/prone to 
overuse  problems, particularly  if  the mechanics  of  the  shoulder  are  poor,  as  reduced  motion  at  the  
shoulder  will  be  compensated for by the arms. Sports and occupations of a repetitive nature, such as 
keyboard work or racket  sports place the  elbow, wrist  and  hand  at  greatest risk. Some  of the 
common conditions  experienced  at  these  joints are discussed below. 
 
Lateral epicondylitis: - This is commonly known as ‘tennis elbow’ and is an overuse injury of the 
wrist extensors. However, since  the condition is more  common  in non-tennis players, is  sited 
below the lateral  epicondyle  and is a degenerative, rather than  an  inflammatory  condition 
(Brukner ah Khan (1993) Elbow and Forearm Pain, Clinical Sports Medicine p223-224), this name 
could be considered to be not entirely appropriate! 
 
Since the primary  pathological  process  is  a  degeneration  of  the  wrist  extensors  which 
occurs 1-2cm  below the lateral epicondyle, a more accurate name for the condition is lateral 
(or extensor) tendinosis.  
 
 

Wrist extensors  
 

 

 

 

Anterior view of right arm  

 
Possible causes:  
• overuse (activities which involve repetitive flexion of the wrist) 
• tight wrist extensors 
• poor technique 
• inappropriate equipment (such as incorrect grip size of racket or golf club) 
 
Presentation subjective:  
• history consistent with possible causes 
• pain in forearm which is aggravated  when gripping objects (e.g. cup, steering wheel, tennis 

racket) 
 
Presentation objective:  
• pain 1-2cm distal to lateral epicondyle which increases upon resisted wrist extension 
• weakness in the wrist  
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Practitioners aims/actions: 
• treat any inflammation using PRICE 
• identify and remove physical  restrictions  to flexion of the wrist (adhesions distal to 

the lateral epicondyle) 
• lengthen short muscles (especially extensors of the wrist) 
• strengthen inhibited muscles (forearm muscles) 
• Ensure the client has sufficient ROM,   strength and proprioceptive  abilities  to  carry  

out  ADLs  without  the  need to develop compensatory movement patterns 
• Identify  any  secondary  conditions which may be apparent 
• educate the client and give corrective  exercise  
 

Medial epicondylitis: - Commonly  known  as  ‘thrower’s ’ or  ‘golfer’s  elbow’, this  is  the  same   as  
lateral elbow  tendinosis  but  affects the  flexors  of  the  forearm. Again ,  since  it  is  a  degenerative, 
rather   than  an inflammatory  condition  medial (or flexor) tendinosis would be a more appropriate 
name.  
 
Possible causes: 
• overuse (activities which involve repetitive extension of the wrist) 
• tight wrist flexors 
• poor technique 
• weak forearm muscles which are unable to lock the wrist in position during impact (e.g. 

striking a golf or tennis ball) 

 
 
 

 

Site of degeneration   

 

 

 

 

 

 
Anterior view of right arm  

 
Presentation subjective:  
• history consistent with the possible causes (e.g. use of a high-tension tennis racket) 
• pain in  the forearm which  is  aggravated  when  gripping  objects (e.g. cup, steering 

wheel, tennis racket) 
• pins  and  needles  extending  to  the  medial  side  of  the  hand  including  little,  ring  

and  tip  of  the  middle finger (neurapraxia of the ulnar nerve)  
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Presentation objective:  
• pain 1-2cm distal to the medial epicondyle which increases upon resisted wrist flexion 
• weakness in the wrist 
 

Practitioners aims / actions:  
• treat any inflammation using PRICE 
• identify and remove physical restrictions to flexion of the wrist (adhesions distal to 

the lateral epicondyle) 
• lengthen short muscles (especially the extensors of the wrist) 
• strengthen inhibited muscles (forearm muscles) 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs without the need to develop compensatory movement patterns 
• identify any secondary conditions which may be apparent 
• educate the client and give corrective  exercise  
 
Olecranon bursitis a condition where the elbow swells abnormally with redness and fluid. Often 
due to trauma or overuse. redness, and pain at the tip of the elbow. 
The condition is relatively common and is one of the most frequent types of bursitis. Also, can be 
referred to as ‘Popeyes Elbow”.  
 
Possible Causes:  
• Injury or trauma directly to the area  
• Long periods of overuse  
 
Presentation:  
• Redness  
• Big bulge like swelling, filled with fluid  
 
Practitioner Aims / Actions:  
• Protect your elbow. This could mean wearing elbow pads or a wrap to cushion it. 
• Avoid activities that put direct pressure on your affected elbow. 
• Take pain medicine such as ibuprofen or other anti-inflammatories to reduce the swelling 

and the pain. 
Compartment syndrome: - As  in  the  lower  leg, this  results  from  increased  pressure in  the  muscle 
compartments  of  the  forearm. The increase of pressure can impinge  blood  vessels  and  nerves 
leading to pain  and loss  of  function. 
 

Possible causes:  
• post-impact bleeding 
• repetitive strain 
• overuse leading to muscular hypertrophy 
• power tools where the vibrations cause inflammation in the tissues 
Presentation subjective:  
• history consistent with the possible causes 
• ‘pumped’ pain in the forearm which worsens during activity 
• neurological symptoms, particularly numbness in the hands and fingers 
Presentation objective: 
• limited ROM 
• pain on resisted movements 
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• tissues palpate as being firm and tight 
 

The above condition can often lead to... 
Carpal tunnel syndrome and repetitive strain injury (RSI): - In  this  case, pressure  on  the  carpal  
tunnel can  compress  the  blood  vessels  and  nerves  travelling  through it.  
Possible causes:  
• pressure such as that experienced by cyclists holding handlebars 
• poor  massage  technique (weight  ahead  of  hands  causing  hyperextension  of   the  

wrist, couch set  too high) 
• inflammation of the flexor tendons 
• swelling from extrinsic impact 
Presentation:  
• pain increases during specific activity 
• swelling around the radiocarpal joint 
• pain on palpation of the flexor tendons 
• neurological symptoms, particularly numbness in the hands and fingers (radial nerve - 

thumb, forefinger and base of middle finger) 
• positive special tests (Phalen’s test for carpal tunnel syndrome) 
 

Practitioners aims for compartment syndrome, carpal tunnel syndrome and RSI:  
• treat any inflammation using PRICE 
• mobilise fascia of the forearm 
• lengthen short muscles 
• strengthen inhibited muscles 
• Ensure the client has sufficient ROM,  strength and proprioceptive  abilities  to  carry  

out  ADLs without the need to develop compensatory movement patterns  
• identify any secondary conditions which may be apparent 
• educate the client and give corrective exercise 
 

If treatments do not relieve the compression or if the client has very diminished sensation in 
the fingers or hands for prolonged periods of time then referral to the GP will be needed so that 
further investigations can be made. 
 
MCP/PIP/DIP injuries: - Injuries  to  the  knuckles  are  generally  caused  by  exceeding  joint  ROM  
or  impact and can  be  very  painful due to the level of sensitivity in the hands and fingers. Injuries 
can include sprains and strains to the ligaments,   joint  capsules  or  supporting  tendons. 
Dislocations  are  common  in  sports  that involve  catching, or in full contact sports.  
 

Presentation:  
• localised pain 
• localised swelling and redness 
• loss of function 
• joint instability (if the ligaments are damaged) 
• deformity (if dislocated) 
Practitioners aim/actions for finger injuries:  
• apply first aid immobilisation if dislocation suspected and refer to A&E 
• utilise cryotherapy to reduce inflammation and pain 
• activate supporting musculature if the joint is unstable 
• provide PCA to support treatment 
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Objective physical assessment 
 
SOAP 

Regardless  of the reason for  the  client’s  visit, the  sports  massage  practitioner   should  always  
carry  out both subjective questioning and  some form  of  objective  assessment prior to 
treatment. This will best  enable them to develop a treatment strategy which fully suits the 
client’s needs. 

 

With non-pathological tissue, it is generally considered sufficient to: 
 

• subjectively determine the client’s expectations in regards to treatment and determine 
if such treatment is appropriate 

• objectively assess the client’s range of movement, since  this  gives good visual indicators 
to both client  and  practitioner, of  both  the  current  condition  and  if  any  progress  or  
improvement  has been achieved through treatment 

 

However, with pathological tissue a more detailed approach is necessary.  
 

Subjective assessment 

Since in addition to the client’s perceived symptoms, the sports massage practitioner may also be 
attempting to identify potential causative factors, a much more detailed consultation will 
normally be necessary. 
 

Details of client presentation  
In  the  majority  of  cases  when  soft  tissue  injury  has  occurred, the  client  often  has  a  
reasonably good idea as to the nature and cause of the problem. However, it is critical to ask a 
range of comprehensive questions to build a picture of how the symptoms developed and to 
identify any other relevant factors. 
 
When  questioning  a  client  regarding  their  presenting condition, using  open ended  
questions that do not lead the client to give answers they feel are expected, will provide  the  
clearest  information. The client should   be encouraged   to   describe any symptoms, 
functional restrictions  and  pain  they  have, in  their  own words. The type of pain, onset, 
location, effects (client response to the pain) and actions that alleviate or aggravate 
(movements, activities, other treatment or self-treatment) should be identified. 
 

The initial open questions can then be supplemented by additional questions. These can be 
either more open questions or closed questions to derive more exact details following the 
client’s responses. The information being given by the client should be listened to carefully so 
clues can be extracted. The sports massage practitioner then needs to interpret the 
information provided.  

SOAP 
S Subjective - information gathered from the client in response to questioning 
O Objective - information gathered from a physical examination 
A Assessment - interpretation of the information gathered during the subjective and objective phases and 

proposed treatment (action) 
P Plan - written record of any of the treatment and / or post-care advice given 
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The use of active listening techniques by the sports massage practitioner will ensure they have 
correctly interpreted the information and will rapidly develop rapport with the client. Active 
listening describes listening to a piece of information then repeating back a summary of the 
key points. For example:  
 

Therapist: 
“Can you describe what happened?”  
 

Client: 
“I was out walking the dog yesterday afternoon and while I was throwing the ball I 
stepped forwards onto some uneven ground and went over on my ankle. The pain was 
really quite sharp. A bit of a shock really.  And when I tried to walk on it, it was really 
very painful.” 
 

Therapist: 
“So, you turned your ankle over yesterday and at the time the pain was very sharp 
and you then found it painful to put your weight on?” 
Client: 
“Yes, that’s right.” 
Therapist:  
“Which way did you turn your ankle?” 
 

These details need  to  be  collated  on  the  client  record  form (CRF). Once sufficient  
information has  been gathered  from  the  questioning  the  sports  massage  practitioner  
will have an indication of what structures might  have  been  involved, the  stage  of  tissue  
repair  and the  compensatory  actions  that  have  been  adopted that  may  lead  to  
secondary  problems. This will allow  the  physical    assessment  to  focus  on  the  joint  or  
joints  primarily affected. 
 

Objective assessment  

The aim of the objective assessment is to build upon information obtained in the 
subjective phase. A detailed  objective  assessment  will  enable  the  sports  massage  
practitioner  to  evaluate  the following: 
 

primary condition - by focusing on specific anatomical structures reported by the client  
secondary condition(s) - assessing the body as a whole rather than its component parts  
could identify  symptoms  related  to  other  structures  which  could  be  contributing  to  
condition 
 

Potential problems: identification of dysfunction (e.g. muscular or postural imbalance, 
movement restrictions) which could contribute (predispose) to the condition (or others) in 
the future. 
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The structured approach by which these areas are identified is called the ARTS procedure.  
 

ARTS 

A Asymmetry - observation of the balance from left to right and posterior to anterior 
R Range of movement - testing to identify restriction of function, pain or weakness 
T Tenderness - palpation of relevant structures 
S Special tests - to isolate structures and test for contraindications 

 

Asymmetry 
 

Posture can be defined as the attitude or position of the body (Thomas, 1997) and according 
to Martin (2002), should fulfil three functions:  
 

• It must maintain the alignment of the body’s segments in any position: supine, prone, sitting, 
quadruped, and standing 

• It must anticipate change to allow engagement in voluntary, goal-directed movements such 
as reaching and stepping  

• It must react to unexpected perturbations or disturbances in balance  
 

From the above, it can be seen that posture is an active as well as a purely static state. It is vital 
for balance and control of the body when motionless as well as during a wide variety of different 
types of human motion. To ensure long term health of the spine and joints of the body optimal 
postural position should be sought for at all times when holding static positions (sitting, standing) 
but also during movement and activity. This is much easier said than done as our postural position 
is predominantly under our subconscious control. The conscious mind is normally focused on a 
goal-oriented movement and not on the exact positioning of the joints required to ensure each 
specific sub-movement is effective. However, the body has numerous sensory receptors found 
within the muscles and joints to help provide neural feedback regarding limb and spinal 
position, speed of movement and the forces passing through the joints in order to 
subconsciously control the response required for each one of these factors. 
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If optimal posture and postural control is to be encouraged during exercise performance the 
principles of good static posture must first be fully appreciated. Once this is understood poor 
posture can be identified and corrective strategies adopted. 
 

“Good posture is the state of muscular and skeletal balance that protects the supporting 
structures of the body against injury or progressive deformity irrespective of the attitude (e.g. erect, 
lying, squatting, stooping) in which these structures are working or resting” (Posture Committee of 
the American Academy of Orthopaedic Surgeons,1947). 

 

 

 

 

 
 
 
 
 
 
 

 “Poor posture is a faulty relationship of the various parts of the body, which produces increased 
strain on the supporting structures and in which there is less efficient balance of the body over its 
base of support” (Posture Committee of the American Academy of Orthopaedic Surgeons, 1947).   
 

Causes of poor posture 
There could be many different factors that may contribute towards faulty static and dynamic 
posture. Some of the primary reasons may include physical trauma, congenital or acquired 
deformity within the musculoskeletal system or some form of faulty loading pattern (FLP). Faulty 
loading patterns may occur as a result of repetitive movements or consistently held static positions 
that are simply part of everyday life. They may also be observed and drilled into an athlete to meet 
the requirements of a specific sport or skill within the fitness arena. 
 
Implications of poor posture  
 

Impaired movement: Sahrmann (2002) identifies the main causes of deviations in joint 
movement patterns as repeated movements and sustained postures associated with daily activities 
of work and recreation. So poor posture, whether static (a sustained posture) or dynamic (as 
expressed in repeated movements) will induce changes in the components of the movement 
system. This is particularly relevant to the fitness and sporting arena where sustained postures and 
repeated movement patterns are an essential part of the activities people engage in. 

For example, an office worker who has chronic shortening of the latissimus dorsi muscles will likely struggle to 
raise the arms above their head without overextending their lumbar spine. If they are given repeated overhead 
pressing movements in the gym lumbar spine dysfunction and pain is almost inevitably going to be the 
outcome as the forces will be loaded through the spinal discs in an extended position. 

• through the lobe of the ear 

• through the shoulder joint  

 
• slightly posterior of the hip joint  

 
• slightly anterior to the centre of the knee joint  

 
• slightly anterior to the ankle joint 
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It has been shown that cyclists who spend 3 hours riding their bicycles in a position of lumbar 
flexion have a reduced lordosis in the lumbar spine when compared to a control group who did 
not ride bicycles (Sahrmann,2002). So, in this case, the maintenance of a sustained posture 
necessitated by the requirements of a sport has directly altered posture in the longer term. This 
will in turn affect movement, since such an individual is poorly prepared to maintain a neutral 
spine during lifting movements and is likely to migrate to their position of strength (i.e. lumbar 
flexion) during such movements. 

Observation of the client begins when the client first enters the room: 
 

• client movement when walking, sitting down, standing up and disrobing 
• client posture when sitting and standing 
• the visual presentation of the musculoskeletal system 
• the visual presentation of the skin 

 
 

 
Table 1:  
 
Observing the client’s posture from a lateral position. Note that the sports 
massage practitioner is standing far enough away to obtain a clear view of 

the whole body.  
 
By simply looking at the way our client stands, walks or sits can give clues to areas of discomfort 
or problems.  For example, in the table 1 above a forward head could indicate a muscular 
imbalance within the chest region, pulling the shoulders forward due to weaker back muscles 
(common in young males, but why?)  
 
Use bony landmarks and structures to compare and contrast. Areas such as the knee 
lines, creases of the bum, PSIS/ASIS position, inferior angle of scapula, shoulders, ears. 
Many of these you will have covered within level 3. As seen in page 53.  

 
There are three more common primary postural deviations in relation to the spine when viewing 
the body from the side; a flat back, a hollow back and a sway back position (Kendall, 1993). 
These primary 3 deviations affect the body in the sagittal plane of motion. These are not the 
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only type of postural deviations that can occur within our client’s. Deviations such as scoliosis, 
pelvic torsions, protracted shoulders, knock knees and flat feet, amongst others, all occur with 
reasonable regularity in the general population. How-ever an understanding of these 3 common 
spinal deviations can help inform as to what the other areas of the body may be doing in 
terms of likely compensations.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
    

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Flat back:  
To the naked eye the lumbar region of the client’s spine w i l l  a ppear to be flatter 
than would be considered the ideal ‘norm’. More specifically the postural characteristics 
of a flat back are:  

• forward head carriage 
• slightly extended cervical spine 
• increased thoracic curvature 
• flattened (flexed) lumbar spine 
• posteriorly tilted pelvis 
• hip joint in extension 
• knee slightly flexed 
• ankles slightly dorsiflexed  

 
 
Hollow Back:  
A hollow back position is so called because the lumbar region of the spine may appear to 
have a larger curve or hollowing. The specific characteristics of a hollow back are: 

• forward head carriage 
• slightly extended cervical spine 
• increased thoracic curvature 
• flattened (flexed) lumbar spine 
• posteriorly tilted pelvis 
• hip joint in extension 
• knee slightly flexed 
• ankles slightly dorsiflexed  

Gluteal Amnesia: – described by Stuart McGill (2002) during observations of a group of 
men suffering chronic lower back pain. Observed doing squat like movements. This is a 
failure to recruit muscle fibre’s within the Gluteals and therefore increase and overload 
the lower back muscles. Causing stress.  
 
 
 
Sway Back:  
A sway back position is so called because the pelvis translates or sways forward of the 
body. This creates the following specific postural characteristics:  

• forward head carriage 
• slightly extended cervical spine 
• increased thoracic curvature 
• flattened (flexed) lumbar spine 
• posteriorly tilted pelvis 
• hip joint in extension 
• knee slightly flexed 
• ankles slightly dorsiflexed 
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A major cause of spinal deviations is repeated movements and patterns, as well as repeated 
behaviour’. There has been a national average of a 17% rise in back and neck pain across the UK, 
with regionally so areas showing increases above 12% of that.  

The repetitive nature of some activities and jobs roles cause increased loads, especially if 
performed poorly the pressure increases. For example, an office worker could be desk bound for 
large portions of their working life (increasingly so in the UK.) This can cause a chronic shortening 
of the lattimus dorsi muscles and thus can’t raise arms above their heads without overextending 
the lumbar spine.  
An individual’s sport may also affect posture and presentation. A study when observing cyclists 
who spent 3 hours or more riding in lumbar flexion postures (Sahrman 2002.) saw them have 
reduced lumbar lordosis than a controlled group whom did not cycle.   
 
Let’s also not forget how lazy as individuals we can become when sitting, standing, laying and 
generally relaxing at home. If holding a baby can cause ‘backache’, especially if not addressed.  
 
Developing and being able to make objective and effective postural observations, like anything, 
takes time and lots of practice. The more you practice, the more your ‘eye’ will be developed and 
the more familiar each element of a postural assessment becomes easier. Enabling you to judge 
correctly and to determine the degree of severity of each positional dysfunction. In the early 
stages of developing postural assessment skills it is quite common to observe each element of 
the assessment in isolation and whether a particular deviation is simply present or not.  
 
However, it is more desirable for a fitness professional to become expert in their ability to 
observe each element of a postural assessment so that it becomes second nature. It can aid 
exercise prescription as well as goals.  
 
There can also be many things that can affect posture and pain on a client. Some conditions such 
as:  
 
• Sacroiliac Joint Dysfunction  
• Facet Joint Irritation  
• Spondylolisthesis  

 

Advice:  
The majority of advice you can give your clients, if the condition is not causing too much 
discomfort or functional problems, is common sense in nature. Ask patients to question how they 
sit or how they sit whilst driving? Look to give some simple guidelines to help improve posture.  
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Range of movement (ROM) 

Joint ranges of movement 
When testing  the  ROM  at  the  joints  the  client  is  always  asked  to  perform  all  the  
active movements  first  as  this: 
 
• puts the client in control of the movement 
• allows the client to move within their pain tolerance 
• allows the client to cease a movement if they experience too much discomfort  
It also allows the sports massage practitioner to: 

• observe the natural movement 
being performed and any 
compensations made 

• observe any guarding of 
movement due to expectation of 
pain 

• observe any pain responses  
 

During  active  testing  pain  may  be  experienced  in  the  contracted  muscle  (the agonist)  or  
in  the muscle  that is  being  stretched  by  the  contracting  muscle  (the  antagonist). If  the  client  
reports  pain the  sports  massage practitioner  must  ask  the  client  to  indicate  where  pain 
is felt.  
 

The   sports  massage   therapist  then  takes  the  joint  passively  through  its  range  of   
movement  where the  quality  of  movement  can  be  felt  (areas  of  ease  or  ‘snagging’). This is  
a  skill  that   develops   with experience. The  end  of  range   (‘end feel’)  can     be what   is  bringing     
the  movement  to  a   stop (bone-to-bone      contact, joint capsule, ligaments, muscles or 
tendons). Passive testing also isolates non-contractile structures. There  is  no  muscle  
contraction  but  passive  stretching  of  the  joint  may  elicit  pain  as  the  ligaments  or  joint 
capsule are  stretched/stressed  
 

Muscle or Muscle groups , range of movement testing.  
 

When Passive  testing  you will feel the muscle’s ‘point of bind’ (when resistance is first 
felt/sensed as it lengthens) and  therefore, the  length  of  the  muscle. It  also  assesses  the  end  
range  response  of the  muscle (springy, firm, spasm, cramp). 

Resisted testing is only carried out after active and passive movements and appropriate 
pain is not felt (5 or below.). Contractile structures are  assessed  with  resisted movements, 
so with knee flexion the knee moves from extended to flexed position, with therapist giving 
resistance against the movement. This gives  the  sports  massage  practitioner  information 
on how well increasing resistance is tolerated, identifies poor recruitment ability, weakness in 
muscles or muscle groups (particularly imbalances) and any pain response. 

Interpreting results 
All ranges of movement can be compared against theoretical normal ROMs as well as a  
recognised  ROM gained  by  experience  of  assessing  many  clients. Most importantly , the  
results  should  be  compared with the  functional  requirements  of  the  client  and  relevant  
factors  of  the  client’s  history. Balance   and  imbalance  from  left  to  right  and   anterior  to  
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posterior  should  be  identified. The  presentation  of  unilateral   dysfunction  and  compensatory  
movement  due  to reduced  ROM also  needs  to be identified. 
 
The sports massage practitioner should connect the relevant objective assessment findings 
with the  subjective  assessment  results  to  extract  as  many  clues  as  possible. This  builds  
a  clearer picture  of  why  the  client  has  presented  with  their current condition. 

 
JOINT:  ROM:  
SPINE  FLEXION/EXTENSION/ROTATON (Active Only)/LATERAL FLEXION  
HIP  FLEXION/EXTENSION/ABDUCTION/ADDUCTION/MEDIAL & LATERAL ROTATION  
SHOULDER FLEXION/EXTENSION/ABDUCTION/ADDUCTION/MEDIAL & LATERAL ROTATION  
KNEE  FLEXION/EXTENSION/MEDIAL AND LATERAL ROTATION  
ANKLE  PLANTARFLEXION/DORSIFLEXION/INVERSION/EVERSION  
ELBOW  FLEXION/EXTENSION/PRONATION/SUPINATION  
WRIST & HAND  FLEXION.EXTENSION/ULNAR DEVIATION/RADIAL DEVIATION/ABDUCTION& ADDUCTION (Fingers.).  

Joint End-Feel  

It’s a skill that is vital for every sports massage therapist, especially at a level 4. Being able to 
identify the difference between a client’s normal ROM and that of an abnormal. As we begin our 
journey it can be difficult at the beginning for any therapist to the difference between joint end-
feels. The key factor here is being able to identify whether the joint end-feel is normal or 
abnormal for the client. Then this will then help enable specific analysis and assessment to take 
place. If the joint end-feels an indicator of an acute injury/condition then the client must be 
referred to an appropriate health care professional.  

Types of joint end – feel  

Bone on Bone - You feel the bone on bone contact as the articulating surfaces meet. It’s hard and 
definite. If its grinding and juddering towards the end of the ROM, then its most likely abnormal. 
If the movement if clean when reaching the end of the ROM then its most likely that this is 
normal.  

Capsular – This will feel kind of leathery at the end of the movement. This is when the joint 
capsule is stretched at the end of the movement. The joint will allow no more movement, if there 
is the slightest give, this can feel the same as when stretching leather.  

Firm – This end feel is similar to a capsular end -feel although the ROM is limited by stretch of a 
muscle or tendon. The ROM will end firmly , although there can be a little give as stretch of soft 
tissue occurs. The difference between a capsular and a firm end-feel is that the firm end-feel will 
not have a leathery effect.  

Empty is when a client is under and experiencing considerable pain, thus will not allow you to 
take the joint through full range of motion. Most commonly this type is after a fracture, acute 
injury that causes sharp pain and lots of inflammation.   
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Spongy Block - Abnormal in nature as the motion has ceased before the end of range, with most 
likely the client reporting feelings of pain. This type of end feel is often caused by soft tissue (a 
piece.). This loose piece of tissue impeds normal range of motion. Pain can be present and the 
normal range of motion affected, but it can also feel like there is some spring back, like a door 
against a spring.  

Muscle Spasm - When muscles are in spasm  muscle in spasm, they may abruptly halt motion 
and limit its range prior to what should be the normal range of motion. It is likely that pain will 
be felt at the end of this range, because the muscle in spasm will be stretched.  

Tissue Approximation – This is the end feel is when the motion is impeded by two masses of soft 
tissue pressing against one another.  
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Tenderness 
Palpation  
A very effective and useful tool, helping the therapist to exam the client’s soft tissue and bony 
landmarks. Using a therapist’s touch. Palpation is half art and half science! The skill 
involved takes time and experience to develop, as well as a sound understanding 
of anatomy and physiology.  
 
Providing valuable information on the client’s soft tissue current physical condition, helping 
to identify areas of possible difference, abnormalities, tension and trigger points, which 
may be contributing  factors  to  the  loss  of  function. Using palpation  will  also help the 
therapist  to connect the  subjective and  objective  assessment, providing specific 
assessment within reported  areas of dysfunction. 

The main purpose of the practice of palpation is to aid the therapist in accurately locating 
anatomical sites involved in functional movements and sites of soft tissue dysfunction. It 
will enable a sports massage therapist to gain valuable insight into the areas current 
condition, any abnormalities and possible acute injurys. (Feeling of heat etc.). Ensure you 
talk through the procedure with your client as this will reduce stress levels as well as 
muscular tension.  

It should be noted that, the presence  or  absence of any symptom(s) is of equal importance 
and either should be recorded. Feel for any abnormalities or differences in both tissue and 
bony landmarks. Look for physical signs from your client as well as asking both open and 
closed questions. The communication with your client is vital with this discipline.  

It’s important to maintain professionalism and deficiency here, look to use an appropriate 
style and ensure client comfort. Consistent feedback is also key, to ensure the client is 
relaxed and feels in control. You will also need their feedback to locate ‘the heart’ of any 
trigger points for example.  

There are several different approaches when performing palpation  

 
 
 

Technique:  Technique:  
Finger Pads: (Ensure your nails are well kept and 

cut, or this can cause discomfort.).  
Flat Hand: A lot of use in the abdominal 
region.  

Flat Finger: Using your fingertips to slide 
around the patient’s skin across muscle fibre’s. 
More superficial than other techniques.  

Elbow: A strong short lever, can be a little 
difficult with dexterity, however the strength 
can be an advantage.  

Pincer: Pinch the belly of the muscle between 
your thumb and other fingers, rolling the 
muscle back and forth in a rolling motion.  

The back of the fingers and hands are used to 
check the body temperature. Since the skin is 
thinner at this location, it can easily determine 
whether a body part is cool, cold, warm or hot. 
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Functional tests 
The aim of any function testing is to identify how a client’s current condition, can be affecting their 
daily life, including simply everyday tasks to their physical activities they practice/complete.  Your 
client can be asked to perform simple or complex movements that mimic daily tasks or exercises relevant 
to them specifically, which is the key here. Evaluating and gaining a true reflection will help you 
prepare appropriate testing. For simple, non-exercise-based movement’s this is best done with 
minimal intervention by a sports massage therapist. This will then give a clear indication of adaptive 
movements that have developed  or  pain  responses  of the client. Some  examples  of  functional  
testing  and  related movements are:  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

ADL Functional test Related exercise Observing for: 
Walking up steps 

 
Getting into or out of a 

bath/shower 
 

Getting into or out of a 
car 

Stepping onto a 
bench or 
chair.  

(Pistol Squat.) Single 
leg squat 

Dorsiflexion/knee 
positioning (genu varus/ 

valgus)/lateral tilting 
of pelvis/upper body 
inclining forwards 

Getting up off a chair, 
settee or bed  

 
Sitting on a bench or 

chair  

Raise to Standing  from 
a  chair  

 
Sitting from a standing 

position onto a 
chair.  

Squat Ankle dorsiflexion/ knee 
positioning (genu varus/ 

valgus) /pelvis moving across 
laterally one side/ upper body 

inclining forwards 

Reaching for high shelf 
Reaching overhead, 
putting your shopping 
on shelving or brush 
hair 

Raising a hand up to a 
specified point by the 

Sports massage 
therapist.  

Overhead press Upper body movement/ 
guarding movements during 

action 
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Movement screening 
 

Movement screening has been adopted by the strength and conditioning community with the 
aim of establishing competency with specific movements such as overhead squats, lunges and 
landing mechanics. The results of these movement screens provide the coach an opportunity 
individualise exercise prescription (Bishop, 2018). 
 

The functional movement screen (FMS) is designed to assess the competence of basic 
movements uncomplicated by specific skills. It aims to determine the largest areas of movement 
deficiency, asymmetry and movement limitations. The FMS is comprised of seven movement 
tests assessing mobility and stability in positions where deficiencies become noticeable. The tests 
are outline below and include; Inline Lunge (A), Hurdle Step (B), Deep Squat (C), Rotary Stability 
(D), Active Straight-Leg Raise (E), Shoulder Mobility (F), Trunk Stability Push-Up (G). The quality of 
the test is graded on a numerical scale from zero to three; with three being perfect execution and 
zero being the athlete unable to complete the exercise due to pain. (Cook et al. 2010). 
 

Functional Movement Screen Tests (Teyhen et al. 2012) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Functional Movement Screen (FMS) is a useful tool to assess a client’s movement, however 
some exercises may not be valid for a particular sport and the equipment required for 
assessment would need to be specific to the FMS. As a strength and conditioning coach it is 
important to analyse the movements required in an athlete’s sport and discover ways in which 
their movement can be assessed to identify deficiencies. Some FMS exercises may be valid 
selections for an athlete’s sport however other exercises could be explored to provide further 
information on your client’s movement capabilities. The below table indicates some basic 
movements in addition to the FMS that can be included in assessment and require little 
equipment.  
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Exercise Instructions:  What are we looking 
for?  

What will it show?   

Squat Instruct client to squat as deep 
a position as comfortable and 
hold for 5 sec. Allow client to 
find position with which they 
feel most comfortable. 
REGRESS AS NEEDED via use 
of dowel. 
 

Heels remain planted, 
spine in neutral, 
achieving parallel, 
controlled 
movement, parallel 
trunk & shin 

Bilateral symmetry, 
functional mobility of 
hips, knees, ankle, 
stability of trunk & 
thoracic spine during 
dynamic movement  

 
 
 
 
 
 
 
 
 
 
 
 

 
Common Fault:  Possible Causes:  Possible ‘Fix’ or Advice:  
Valgus Collapse  Weak medial glutes, tight adductor 

complex, poor foot stability, CNS 
activation of stabilisers 

Glute activation exercises, bracing 
sequence drills, SMR adductors, 
referral to podiatrist 

Hunchback 
Squat  

Poor ankle mobility, tight hip flexor 
complex, Poor CNS activation of 
trunk stabilisers / weakness 
 

Glute activation exercises, bracing 
sequence drills, SMR 
gastrocnemius/soleus 
 

Stripper Squat  Poor ankle mobility, poor thoracic 
mobility, GH joint restriction, poor 
CNS activation of spinal extensors / 
trunk stabilisers 

Thoracic mobility techniques, SMR 
Pecs & Lats, gastrocnemius and soleus 
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Common Fault:   Possible Causes:  Possible ‘Fix’ or Advice:  
Heel Lift  Poor ankle mobility, anterior chain 

dominant (glute weakness/lack of 
activation), knee pain in posterior 
leg  

Glute activation exercise, SMR Quads, 
hip flexors, gastrocnemius and soleus  

Valgus Collapse  Weak medial glutes, tight adductor 
complex, poor foot stability, CNS 
activation of stabilisers/weakness in 
frontal plane or sagittal extension  

Glute activation exercises, frontal 
plane core work, SMR adductors, 
referral to podiatrist  

Forward Fold  Tight/weak hip flexor complex, 
poor thoracic mobility, poor CNS 
activation of spinal extensors / 
trunk stabilisers  

Thoracic mobility techniques, sagittal 
plane trunk stability – extensors  

 
 
 
 
 
 
 
 
 
 
 

Exercise Instructions:  What are we looking 
for?  

What will it show?   

Lunge Hold dowel across back of 
shoulders, step forward and 
drop into lunge position. Hold 
for 3 seconds before returning 
to standing. Suggestions for 
regressions: Supported (use 
wall, lateral object), Reverse 
lunges, Step ups 
 

Knee & hip 
alignment, even 
weight distribution at 
foot, upright torso, 
thigh achieving 
parallel, controlled 
movement 

Unilateral stability, 
functional mobility of 
hips, knees, ankle, 
stability of trunk & 
thoracic spine during 
dynamic movement, 
balance  
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Exercise Instructions:  What are we looking for?  What will it show?   
Push Up Take hands so that 

thumb level with top of 
shoulder in face down 
position, come up to 
full extension at 
elbows, then lower 
down to floor so that 
chest comes fist width 
from floor (shoulder for 
females) & perform 3 
repetitions. Regress as 
trainer sees 
appropriate: ¾ 
position, Box position, 
Wall Press Up  
 

Spine remains neutral in 
lumbar, thoracic, cervical, 
achieving full ROM, maintain 
control 

Bi-lateral Upper body 
strength, trunk stability, 
scapula stability 
 

 
 
 
 
 
 
 
 
 
 
 

Common Fault:   Possible Causes:  Possible ‘Fix’ or Advice:  
Lumbar Spine 
Hyperextension   

Weak trunk stabilisers, weakness in 
pecs, poor stability of shoulder 
girdle, poor lat activation 
 
 

Trunk stability with horizontal flexion 
demand at shoulder, strengthening of 
pecs & lats, core bracing sequence 
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Exercise Instructions:  What are we looking 
for?  

What will it show?   

Plank  Take a prone start position 
with elbows under 
shoulders, forearms 
parallel and fingertips 
down on ground. Feet to 
be hip width apart. 
Maintain position for 60 
seconds. Regress as 
trainer sees appropriate: 
¾ position.  

Ability to complete 60 
seconds, maintenance 
of spinal alignment, 
good extension of 
knee, forearms 
remain parallel 

Trunk stability, scapula 
stability, strength endurance  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Common Fault:   Possible Causes:  Possible ‘Fix’ or Advice:  
Loss of spinal 
stability 

Tightness in Hip flexor complex, 
tightness in pecs and lats, poor 
stability of shoulder girdle, 
weakness in lower abdominal 
(flexors of lumbar vertebrae) 
 

SMR & eccentric strengthening hip 
flexor complex, eccentric strengthening 
lower abdominals 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 

Copyright @2020 Body Aid Solutions Ltd. Not for Re-Sale  
Level 4 Certificate in Sports Massage Therapy – Student Manual  

 
 
 

55 

 
Exercise Instructions:  What are we looking 

for?  
What will it show?   

Bird Dog  In a 4-point box position 
with hands under shoulders 
and knees under hips, 
extend 1 arm and opposite 
leg, aim to raise hand to ear 
level and heel to hip level, 
maintain for 3 seconds per 
side and allow 3-5 reps per 
side. 
 

Spine remains 
neutral, hips remain 
flat, arm in line with 
ear, heel in line with 
hip, limbs remain 
toward midline 

Collateral stability of 
trunk, asymmetry, 
movement restrictions 
in shoulders & hips, 
core bracing ability 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Common Fault:   Possible Causes:  Possible ‘Fix’ or Advice:  
Hip Roll Tight hip flexor complex, weakness 

in trunk stabilisers, poor co-
contraction  
  

Eccentric strengthening of hip flexor 
complex, multi-planar core 
strengthening work 

Lumbar Spine 
Hyperextension 

Tight hip flexor complex, poor 
thoracic / GH joint mobility, 
anterior chain dominant (glute 
weakness/lack of activation) 
 

Glute activation exercises, SMR quads 
and hip flexors, thoracic mobility 
techniques 
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SPECIAL TESTING:  
 

Ankle:  
 

The Bump Test: This test is used to aid the therapist identify an ankle or lower leg fracture. By 
extending the clients ankle off the table, hanging so not supported by the couch, when in a seated 
position and legs extended.  Holding the leg steady with your hand just above the ankle. The therapist 
uses the heel of the hand to ‘bump’ the calcaneus (Heel bone.). Repeated 2 – 3 times with the force 
increasing upon every ‘bump’.  Positive Test: Pain within the area of complaint (tibia, fibula, calcaneus, 
talus.).  This could indicate a fracture within these areas.   
 

Thompson Test: Used to identify disfunction within the Achilles tendon. Client is laid prone on the 
table with ankles hanging over the edge. Therapist gentle squeezes the clave and watches for upward 
motion of the foot.  
 

Talar Tilt Test: The talar tilt test detects excessive ankle inversion. Testing the integrity of the 
calcaneofibular ligament. With the client’s ankle in a neutral position, gentle inversion force is applied 
to the affected ankle, and the degree of inversion is observed and compare with the opposing ankle. 
(Client history will also play a part.).  
 

Windlass Test:  Passively raise the toes of the patient while he/she is sitting to see whether this 
causes pain. With client supine, have the individual hand the tested foot over the edge of the 
bed. Flex the big toe under pressure whilst keeping everything else the same. With other hand 
press into the area of the plantar fascia. A positive test pain will be indicated.  
 

Dorsiflexion External Rotation Stress Test: With client sat with legs hung over the side in flexion. 
Therapist stabilises at the heel and places the foot in dorsiflexion. Then rotate the foot outwards. A 
positive test would indicate pain.  

Knee:  
 

 
 
 
 
 
 

Lachman’s: Many state this is a superior test than the Anterior draw test as it takes out the 
opposition of the hamstring group. Knee is flexed at around 15%, femur is stabilised with force 
applied to the tibia and pulled forward. A positive test will be indicated if the tibia excessively 
comes forward in comparison to other knee (discuss patient history, as the ‘play’ feel could be 
normal in rare cases!).  

Valgus Stress Test: Client is in the supine position with legs athletically straight. Therapist 
stabilises lower leg using forearm to run alongside and ankle to hold ankle. Force is the applied 
laterally to the knee pushing it medially (valgus). You then repeat with knee slightly flexed at 
25%. Positive test will be pain felt at the medial ligament side and a ‘gapping’ within the knee 
stability.  

Apley’s Grind Test: Isolating the meniscus. With client prone and knee flexed at 90 degrees. The 
therapist rotates the knee. The leg is rotated from side to side with compression force applied. A 
painful response or discomfort can indicate a torn or degenerated meniscus.  

 

 

McGarry’s: With client supine and knee completely flexed. Take hold of the ankle Distal end of the tibia with 
one hand the knee at the joint lines with the other. Ensure foot is inwardly rotated. Extend the knee with a 
valgus force. A positive test will be when pain is felt or discomfort with a clicking sound or feel as femur 
passes over torn meniscus.  
 

Anterior draw test: An anterior draw test upon the knee is to help diagnosis any damage and 
dysfunction to the ACL ligament (Anterior Cruciate Ligament.).  Flexing the leg at the knee, the 
therapist holds and takes a grip at the posterior tibial condoyles, then brings the joint forward. If there 
is too much movement ‘play’ this would suggest dysfunction.  
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Spine:  
 

 

 

 

 

 

Shoulders:  

Empty Can Test: Client elevates the arm (seated or standing), at 90 degrees. Thumbs down to 
‘empty a can’. Therapist provides downward pressure. A positive test for rotator cuff tear is 
weakness, pain or both.  
 

.  

 

 
 

Hawkins Kennedy Test: With client sat take their arm flexed and rest upon your arm. Placing your 
palm on their opposing shoulder. Then look to internally rotate passively the tested arm. A 
positive test will be pain felt, this would indicate a subacromial impingement rather than internal.  

Hip:  
Thomas Test: Client lays prone, with the opposing leg flexed. They are to hold this. Extending the 
other leg as far as possible. Therapist rocks climb and helps them down towards the table. Legs 
should lay flat on the table. If the thigh of your leg is not flat against the table and the knee 
slightly elevated then your deep hip flexor (psoas) is tight.  

If the lower leg does not hang straight down at a ninety-degree angle (knee extended) then your 
quad is tight.  

 

 

 

 

 

 

 

 

 

 

 

Slump Test:  The slump test is used to indicate lumbar irritation such as herniated discs. With the client 
seated on your table with both hips and knees at 90 degrees. Get the client to slump forward. Then as a 
therapist extend on the client’s legs extends one leg then with the other hand look to apply a small amount 
of pressure to the client’s thoracic spine around the shoulders. Then instruct your client to lower the chin to 
the chest, producing cervical flexion. Then get the client to dorsiflex their foot.  

If pain or pins and needles sensation is felt in the upper leg, gluts or lower back this would indicate a 
positive test.  

 
 

Neers Test: Testing for Client stays seated with the therapist standing. One hand 
depress scapula, with other internally rotate the arm. Push the arm upwards into 
flexion. If pain is felt anteriorly its more likely to be sub-accorminal 
impingement if pain felt posteriorly then impingement is most likely as internal 
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Obers Test: Client lays prone, with the opposing leg flexed. They are to hold this. Extending the 
other leg as far as possible. Therapist rocks climb and helps them down towards the table. Legs 
should lay flat on the table. If the thigh of your leg is not flat against the table and the knee 
slightly elevated then your deep hip flexor (psoas) is tight.  

If the lower leg does not hang straight down at a ninety-degree angle (knee extended) then your 
quad is tight.  
 

Wrist:  
 

 

 
 

Mills: A passive test helping to confirm CTS (Carpel Tunnel Sydrome.). Client holds out arm 
extended (not locked). He therapist holds with one hand the lateral epicondyle and with the 
other pronates the forearm and flexes the wrist.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Phalen’s: The Phalen's test is a special test that is performed by having the patient fully flex their 
wrists by placing dorsal surfaces of both hands for one minute of time (if possible). A positive test 
would be when the symptoms (numbness, tingling, pain) are produced and felt by the client.  
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Symptoms and actions 

With such a comprehensive assessment, it is inevitable that the sports massage practitioner 
will identify many ‘symptoms’ of which the client was previously unaware.  

Although the client’s wishes should always take priority, the sports massage practitioner holds 
a duty of care to inform the client of their findings and recommend any further treatment / 
actions they feel appropriate.  
 

 
 
Actions can be split between those which will be carried out in the clinic by the sports massage 
practitioner and those to be carried out at home by the client. This will form the basis of the 
short term treatment  plan with the responses of the client to the treatment(s) and the stated 
goals shaping the long term plan. An example from a client record form is shown below. 

Documenting the S.O.A.P procedure 

The CRF needs to contain the client’s description of their presenting condition. This must 
include any symptoms, particularly a description of the pain, any restrictions to function they 
may have, the causation (if known) and, any referral notes (if presented). Appropriate 
questions will need to be asked such as “what happened”, “what was experienced” and, “what 
was the effect”. From the answers the relevant information should then be recorded. 
 
Findings during the objective assessment regarding  observations made, testing to identify the 
degree of function, palpation, pain responses and the results from any special test must be 
documented. 
 
A summary of the findings and the actions to be taken, treatment techniques and any required 
referral should be noted, followed by the plan of treatment and post-care advice. 
 

 
 
 
 
 
 
 
 
 

Symptom Action 
Tight (L) hip flexor Effleurage, frictions, MET 

Tight (L) rectus femoris Effleurage, frictions, MET 
Weak (R) gluteus maximus Active hip extension, strength exercises 
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Unit 2: Applying Neuromuscular and Soft Tissue Mobilisation 
Techniques  
 
Aim:   To provide sufficient knowledge, instruction and understanding to ensure that the 
sports massage practitioner  can  apply  neuromuscular and soft tissue  mobilisation  
techniques  in  the  most appropriate  and effective manner. 
 
Learning outcomes 

By the end of this unit the learner will: 
 

• understand the purpose of neuromuscular techniques in sports massage 
• understand the purpose of soft tissue mobilisation techniques in sports massage 
• be able to apply effective neuromuscular techniques 
• be able to apply effective soft tissue mobilisation techniques 

 
Introduction 
 
To ensure any sports massage treatment is conducted in the most appropriate and effective 
manner, an understanding of the effects, together with the method of application for each 
technique, needs to be considered. 
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Soft Tissue Dysfunction:  
 

The better a client is in terms of movement (biomechanical efficiency) it’s less of a 
possibility of them developing/suffering overuse type injuries or developing compensatory 
movement patterns due to pain/discomfort. One of the  primaries  aims of any treatment 
therefore, is to optimise the client’s range of movement. 

Range of movement available at a joint is dictated by the limitations of: 
 
• their mobility 
• their flexibility 
• their current/historic pain 

 

To try and gain improvements in ROM of the client, all three should be addressed. 

Although the techniques used in sports massage will have effects on each, some will have 
a greater influence on one or the other. 

Soft tissue mobilisation techniques 

These techniques Soft tissue are    used   to help improve/increase a client’s   ROM, this is 
done by attempting to remove any physical problems that restrict movement, such as 
nodule’s or adhesion’s, i.e. increasing mobility.  

These physical restrictions are primarily ‘adhesions’ which can occur: 
 

• intramuscularly (within a muscle) when fibres  become ‘stuck’ to each other, like a lump, 
therefore causing pain and loss of some function.  

• soft tissue to soft tissue 
• soft tissue to bone  

Techniques used to break up and detach such restrictions to movement include: 
 

• frictions 
• soft tissue / myofascial release 
• connective tissue therapy  

Neuromuscular techniques 

Although the reduction / removal of physical adhesions  may  bring  about  the  ‘potential’ for 
an increased ROM, as  muscle  length  is  also  controlled  by  the  neuromuscular  system, for  
any improvements  to  be  fully realised (i.e. in terms of flexibility), this too needs to be 
addressed. 

Neuromuscular restrictions to movement are primarily:  
 

• hyperactive proprioceptors (resulting from adaptively shortened muscles / connective 
tissue)  

• trigger  points  (stressors  cause  areas  of  excitability  to  form  within  muscle. This 
leads  to  some  muscle fibres being in a constant state of contraction)  
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Techniques used to reduce / remove such restrictions to movement include: 
 

• muscle energy techniques (METs) 
• trigger point therapy 
• positional release  

 
Reduction of pain to assist ROM  
 

Although the restrictions in movement attributed to pain can be reduced using non-massage 
modalities (e.g. ice / rest), the therapeutic benefits of touch should not be overlooked. Often the 
relaxation response elicited using techniques such as effleurage and petrissage serve as 
extremely useful adjuncts to both soft tissue mobilisation and neuromuscular techniques. 
 

Trigger point Release Technique:  
 
Trigger point definition:  

‘Hyperirritable spot within a taut band of soft tissue which has a local and predictable 
referred pain pattern. Often results in reduced range of movement and weakness.”  
Identifying and treating trigger points can be extremely effective therapeutically. Trigger points 
are a result of underlying issues such as over use, poor posture or trauma. They rarely form in 
isolation and will be a consistent problem unless the underlying issues are addressed.  

 
A local metabolic  crisis  involving the actin and myosin can occur in the event of trauma to 
the tissues; overuse, adaptive shortening, postural  imbalance, strains, stress  or  nutritional 
deficits. The actin and myosin shorten causing an involuntary localised spasm leaving the 
unaffected sarcomeres  of  the  myofibril in a state of stretch. This causes taut bands that create 
a temporary stabilising  effect  within  the tissues during the acute stage of injury or where 
postural stress is detected. This  leads  to pain, further restricting movement, that can be felt 
either locally or as referred pain, usually related to a joint. 
 
Consideration has to be given to the role of a trigger point in the protective response to injury. 
Inappropriate de-activation  of  these  trigger  points  without  corresponding  post  care  
advice  will lead to a destabilising  of the  joint  and  an  inability  to  control  motion. Although  
part  of  the  protective  response  to  injury, many  trigger points outlive their usefulness and 
begin to maintain the altered movement patterns that were initially adopted  to  compensate 
for the injury. This  change  in  movement  is  supported  by  the effect of Meissner’s corpuscles 
that ‘remember’ pain and can be responsible for alterations in recruitment and movement 
patterns to avoid a reoccurrence of previously experienced pain. 
 

Altering  the  chemical  cycle that has developed will release  tension in the sarcomeres and 
reduce or release the taut band they have created. This can be done using direct pressure, 
stretching or ice. The  spasm is released  quickly  and  often  permanently  which  in  turn  
reduces or  removes  the  local  pain, referred  pain  and level of dysfunction. 
 
Purpose of trigger point treatment 
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Trigger point treatment: 
• detects specific points within the soft tissues that generate or help 

maintain dysfunction (i.e. restrictions to flexibility) 
• reduces pain (if being caused by muscle tension) 

 

It  should  be  noted  that  TPs  resulting  from  adaptive  shortening  of  muscles  are  likely  to 
return if the muscular imbalances are not addressed. 
 
Trigger point treatment 

TP’s can be successfully treated using local anaesthetic or acupuncture. However, since these are 
methods beyond the scope of practice for a sports massage practitioner they are, instead, 
‘deactivated’ by the use of directly applied digital pressure (acupressure). This temporarily 
starves the area of oxygen which leads to a reduction in spasm. This is also known as ischaemic 
pressure or myotherapy. 
 

Safety considerations:  
 
Trigger point release is a neuromuscular technique, so any improvements made are due to ‘reflex’ 
activity. Since the sports massage practitioner is attempting to gain a parasympathetic 
relaxation response (i.e. avoid fight / flight), it is vital that any discomfort experienced by the 
client (which may well accompany this technique) be well within their pain threshold. 
 
Prior to performing the technique, confirmation must be gained that what has been palpated 
is indeed a trigger point. A trigger point responds in a particular way to pressure, so the ‘ten 
second press test’ can be utilised to confirm the suitability (or otherwise) of such treatment. 
 
Performing the ten second press test: apply progressive downward pressure onto the area of 
discomfort. Continue  applying  pressure  until  the  client  reports  the  pain  has  reached  7 
out  of  10. Maintain  this  level  of  pressure for approximately 10 seconds (although chronic 
trigger points may need a little longer to respond) to a maximum of 20 seconds. During this 
time the client will experience one of 3 things: 
 

• pain increases: signifying current inflammation, so the pressure must be removed 
immediately and trigger point release not attempted 

 
• pain remains constant: signifying there is no tissue inflammation nor trigger point but pain 

may be experienced due to adhesions, scarring or congestion within the tissue; friction 
techniques will be more appropriate  

 
• pain  decreases : signifying  the  presence  of  a  trigger  point  that  is  beginning  to  respond  

to  the localised stretch and alteration in circulation around it 
 

In the event of pain decreasing during the ten second press test, application of ischaemic 
pressure can commence. There  are several variations of application, each with its own 
merits. 
Application method 1 
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Although  trigger  points  may be treated through clothing, most often they are used within 
a massage treatment. 
 
Note  the importance of gaining  the  client’s informed consent  prior to commencement of 
any treatment which involves trigger points, especially since (like frictions) it may leave 
bruising / discomfort for 24hr / 48hrs post treatment. 
 
Effleurage and petrissage     should be    used  to fully  relax  the  client   and increase  blood flow  
to muscles. Since taut bands of soft tissue are much easier located in   warm, pliable and  
relaxed  tissues, this  greatly   assists in the location of TP’s. 
 

1. Once located, palpate the taut band using the ten second test as previously described. 
2. If it is a TP and it is suitable for treatment, using fully supported digits, apply 

progressive, direct pressure, until the client reports the pain has reached 7 out of 10. 
3. Maintain the pressure, unaltered, for up to 20 seconds. During this time the client may 

report the pain has subsided. 
4. Gradually apply more  pressure  to  bring  them  back  to  a  level 7 and then maintain this 

pressure for up to 20 seconds.  
5. This can be repeated for up to a minute and  a  half or until the pain of 7 can no longer be 

attained. 
 

During a successful treatment the local spasm surrounding the trigger point will release. 
This can be detected by the practitioner as a loosening of pressure or ‘melting’ of the nodule and 
by the client reporting a reduction in discomfort. 
 
Although this  method  works  well  with  most  trigger  points, it  requires  a  reasonable  degree 
of  palpatory  skill from the practitioner. 

 
It should also be noted that the effect on the tissues stretch receptors and local chemical 
responses will continue to release residual tension in the area long after the treatment has 
concluded. This means that it will normally take 3-4 days post treatment for the full effects to 
be realised. 

 
Application method 2 
 
Preparation of tissues and identification of TP’s is same as method 1 however, once located: 
 
1. Maintain the pressure (pain 7-10), unaltered, for 5 seconds, then release the pressure 

(maintaining skin contact as a ‘marker’) for 2 seconds. 
2. Re-apply progressive pressure back to a level of 7, holding for 5 seconds then 

releasing for 2 seconds. 
3. Repeat this process until either the client reports a reduction or absence of pain or until 

two minutes have passed with no change in the pain levels (rare). 
 

This method  suits chronic, stubborn trigger points  as  they  can  take  considerable  time 
(up to 2 mins) to release. 
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There  are  additional  variants  to  applying  trigger  point  release  that can be adopted for 
individual clients based on practitioner preference and experience but all will have the 
same outcome. 

Effects: 
• increases flexibility and contractibility of the affected muscle 
• improves range of movement 
• reduces local pain 
• reduces referred pain 
• improves circulation 
• gives local and general relaxation 

 

Regardless  of  the  application  method  chosen, as  with  frictions,  it  is  essential   to   flush the 
area and re-palpate regularly. Even with correct biomechanics and reinforced digits, treating 
trigger points this way is still stressful on  the  therapists’ own  body. Interspersing  treatment 
with  occasional  effleurage  provides  both the practitioner and client opportunities to ‘relax’. 
 
As with frictions, some practitioners choose to resort to the use of ‘tools’ other than re-
enforced fingers / thumbs (e.g. elbows, jack knobbers or similar). However, it is important to 
appreciate that the effectiveness of treating TP’s is dependent   upon having sufficient 
palpatory senses to be able to detect any changes in tissue tension. These senses will be lost 
with the use of such methods, in all but the most  experienced  practitioners. 
 

 

Positional release technique (PRT) 
 
Introduction 

A   generic  name  for  a  selection  of  indirect  manual  therapy  techniques  involving  passive 
positioning of the client  so  as  to  reduce  pain, spasm, tightness or trigger points and to 
promote  muscle  relaxation  and  local circulation. Careful and specific passive positioning 
so as to release restriction. 
 
PRT methods 

Strain counterstain (SCS) 
The main positional release technique. The practitioner passively moves the client’s affected 
body part or region into a position of ease or comfort, rather than into a position of stretch or 
pattern of motion restriction. Typically, the movement exaggerates the position of strain. 
Developed by the osteopath Lawrence Jones in the 1960’s. 

Functional technique (FT) 
Very similar to SCS, the main difference being that, as well as the client’s reporting of pain 
reduction being the guide to positioning into ease, the practitioner uses their own palpatory 
sense of reduction of tension in the tissues. 

Utility of PRT 
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Since PRT is a neuromuscular technique it is used for the same reason(s) and has similar 
effects to all such techniques i.e. to decrease the excitability of neuromuscular system thus 
leading to an increase in flexibility (and all the associated benefits reductions in muscle 
tension brings).  

 
Effects 

PRT acts to: 
• increase flexibility and contractibility of the affected muscle 
• improve range of movement 
• reduce local pain 
• reduce referred pain 
• improve circulation 
• give local and general relaxation 

 

PRT is very gentle and a lot less invasive technique, this makes it a very useful tool for a 
sports massage therapist. Especially when dealing with clients with acute injuries, low pain 
thresholds, elderly and many different  vulnerable  clients.  
 

Muscle spindle (over) activity  
 

As with trigger points, muscle spindles give protection from the overstretching of tissues. 
However, musculoskeletal injury (or other dysfunction) can disrupt the proprioceptive 
system, thus leading to a “misinterpretation by the CNS of sensory information” (Wainapel et al, 
2003). In other words, an inaccurate reporting of muscle length can occur and the CNS can 
respond by increasing motor output to the affected  muscle(s), which leads simply to 
increased local  muscle  tension. The pain  spasm  cycle is a cascade of events which can 
easily ensue: 
 
Acute injury like a pain, spasm, trigger point development, adhesions or an ongoing chronic 
problem.  
 

Application  

In comparison Trigger point theory looks to ‘reset’, basically reduce the trigger points effect on 
our muscular system, then PRT targets the muscle spindle reflex. Looking to passively move 
tightened short-ended muscle fibres into shorter positions of ease. The absence of force 
will lead to a decrease in signal output, enable muscle spindles to return to normal.  
 
“Most of the positional release methods involve motion into ease, away from bind, 
utilising a slackening, crowding or folding of dysfunctional tissues, in order to 
facilitate muscle spindle resetting and improved function.” (Chaitow, 2002) 
 
In effect, the practitioner will “fold and hold” the tissue. 
 
“Palpation is emphasised with the practice of PRT  as a tool of evaluation and the 
primary monitor   of patient response during treatment.” (Dieg, 2000) 
 
PRT relies on precise positioning of dysfunctional tissue so as to bring about a spontaneous 
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response that releases or reduces  excessive tension and therefore pain. The body’s healing 
process  is  then  able  to  continue  more  effectively, obviously  under  further guidance from 
the practitioner. 
 
In  summary, the main aim and effect of PRT is to influence (reduce) inappropriate muscle 
spindle activity, thereby encouraging a “resetting” of hypertonic status. 
 
“By moving the body into the direction of ease (i.e. the way the body wants to go and out 
of the position that causes the pain), the proprioception is taken into a state of safety.” 
(Fritz, 2005) 
 
Method of application 
 
1. Therapist explains the basics of the technique [SCS] and what is required of the client. 
2. Therapist identifies  the problematic tissue through careful palpation for tight tissue, local 

tenderness or trigger points. 
3. Once dysfunctional tissue is identified, the client is encouraged to relax and to report back 

on their experience of pain at the tender point during practitioner’s palpation (using a 
scale of 1-10). 

4. Using client feedback as a guide, the therapist performs careful passive movements in 
such a way as to reduce the tightness and tenderness at the point. These movements will 
normally involve a shortening of the affected tissues with the client fully relaxed. 

5. When close to finding the position of ease, fine-tuning movements can be employed (e.g. 
further rotation, ab or adduction, flexion or extension, compression, client’s breath in / 
out) all focused into the problem tissue so to reduce the pain experience. Client 
feedback is therefore, of great importance 

6. The position of maximal ease is then held (passively supported – with client relaxed) for 
90-120 seconds*. The depth of palpating pressure should be reduced during the holding 
component, but light contact should remain. 

7. Very carefully and slowly return the body part to its resting position. Note - muscle spindles 
will still be reactive and sensitive to sudden changes in muscle length and tension. 

8. Reassess and if pain remains or if tenderness is more widespread (throughout a muscle 
group) the technique may be repeated. 

9. The technique is usually followed by other methods, such as NMT, MET, petrissage and 
effleurage, and supported by post-care advice.   

  

*The length of time it takes to achieve this varies according to the excitability of the muscle 
spindles however, this will typically be between 90 – 120 seconds.  
 
Variations 

Functional technique (FT) is employed in the same manner as SCS, the main difference being 
that the practitioner  uses  more  of  their  own  palpatory  sense  of  reducing  tension  in  the 
tissues  rather  than  relying  on the client’s feedback. The skill, therefore, in applying effective 
FT is carefully moving the body part whilst at the same time feeling for  a  sense  of  release  or 
freedom  from  restriction. In  reality, the  practitioner  will usually work using both SCS and 
FT in combination. 
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To  deliver  either  form  of  PRT well, the practitioner needs good knowledge of muscle 
positions (origins to insertions and the direction of fibres) and the layering of tissues 
(superficial to deep). The practitioner should also be knowledgeable of movement norms 
for each region, and be confident in positioning, holding and handling the client. 
 

Soft tissue release (STR) 
 
STR definition  
 
Soft Tissue Release is a technique where the therapist will actively stretch muscle fibres, fascia 
and tendons. Involving the therapist locating specific small areas upon a client and applying 
pressure whilst moving the area to stretch it. As defined by (Sanderson 2002) “of manipulation 
and movement” (or “of stretching and deep friction.”  As stated by Ward (2004.).  
 
Some variations of application 

Combined loading 
The combination of friction technique with active or passive joint movements, where “the 
practitioner moves the client’s body under the compression.” (Fritz 2005} 
 
Utility of STR 

Soft tissue release techniques (and variations of)  are  soft  tissue  mobilisation techniques. Their 
primary focus is the removal  of  physical  (‘adhesive’) restrictions  to  movement (i.e. to 
increase  ROM  and  mobility). 
 
Development of adhesions 

When do they develop 
Sticky adhesions most commonly occur post-injury. The sticky matrix formed following 
injury is non- discriminatory. 
 
Adhesions can form through disuse. To aid in movement, body tissues contain fluids which 
serve as lubricants. Lack of movement can lead to them ‘drying out and seizing up’, 
compromising their mobility. STR can therefore, be used to: 

 
• increase mobility of soft tissues (muscle fascia etc)  
• promote  optimal  scar  tissue  formation  in  soft  tissue  injuries  
• break down fibrous adhesions in soft tissues  
• positively  influence   soft  tissue   repair  
• improve  range  of  movement in joints    
• Muscular Balance  

 
Size  
 

Sticky matrix formed is not dependent upon the amount of damage but on the amount of 
blood which accumulates in the area following the injury. 
 



 
 
 

Copyright @2020 Body Aid Solutions Ltd. Not for Re-Sale  
Level 4 Certificate in Sports Massage Therapy – Student Manual  

 
 
 

10 

Location 
 

Dependent upon how the injury occurred, the blood clot formed (hematoma) can either be 
intramuscular (within) or if the outer fascia is damaged intermuscular, since it can leak out 
and accumulate between other muscles, bone etc. Since this hematoma will eventually 
become ‘scar tissue’ any structures which come in contact with it will be ‘repaired’ together. 
Therefore, although PRICE is used to minimise the amount of blood following injury, to 
optimise the size / location  of  any resultant  scar  tissue, mobilisation techniques are of 
utmost importance from the repair stage onward. 
 
Application  
  
‘Breaking  down  adhesions’  is, by  its  very  nature, deliberately  ‘injurious’. Used  in  isolation, 
their ‘success’ is neither  dependent   upon  a  positive  nervous  system  response  nor  the  
amount  of  pain / discomfort  imparted upon the client. However, extreme  care  still needs to 
be taken since too over enthusiastic treatment will lead to excessive trauma to tissues and a 
possible negative neuromuscular response (defensive muscle spasm). The constant 
monitoring of client via verbal feedback therefore, remains vital.  
 

Application sequence  
 

1. Prior to  delivery, the method  and  effects  of  STR  should  be  explained clearly to the 
client so that they know  what  to  expect (informed consent). The importance  of  their  
involvement and feedback  during treatment should also be emphasised. 

 
“The basic method is to start with the muscle relaxed and held in a shortened 
position by moving the associated joint. Deep focused pressure should be applied 
directly into the adhered fibres to fix them in position. The muscle is then stretched 
(passively) away from this fixed point by moving the joint.” (Cash, 1996) 
 
2. Tissues should be prepared and the client relaxed, by application of effleurage and petrissage. 

However, since STR will  require a firm purchase (grip) on tissues, minimal lubricant 
should be used. For this  reason, it is also recommended that a massage lotion is chosen 
in preference to oil since this is absorbed much more readily. 

Note: As with all neuromuscular / soft tissue mobilisation techniques, although using 
effleurage and petrissage prior to treatment is desirable it is not essential. They can 
therefore, be applied through clothing. 
 

3. Therapist places target muscle in a relaxed and shortened position (concentric.). For example, 
place leg in extension passively to make quad shorten.  

 
4. Therapist by using fingers (reinforced), thumbs, knuckles or heal of hand. Applies 

pressure to the target area. Consistently checking with your client to ensure they are 
comfortable.  

 
5. The move limb into original position, whilst maintaining pressure in that specific area. 

This will cause a force between tissues, almost like an iron moving along a creased 
shirt.  For example, from extension, moving the leg into flexion, whilst maintain 
pressure upon the quadricep group.  
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This movement can either be achieved passively (the practitioner moves it) or by the client 
actively moving. If the client is in control of the movement they are also in control of any 
associated pain / discomfort. It also has the advantage of allowing the practitioner to have both 
hands available to ‘lock’ the target tissues in place. 
 
NOTE: STR by its nature is a strong technique, it requires a precise pressure and optimal 
positioning of the client whilst considering the working posture of the practitioner.  
 
6. As with the deep friction technique, STR treatment could be repeated for up to 2 minutes, 

depending on the response of the client and the affected tissues. Once the technique is 
completed, the area should be decongested with effleurage.  

 
 
 

 

 

 
 

 
 
To ensure a professional deliver of the STR technique, a sports massage therapist must understand and 
have a good knowledge of muscle movement, muscle positions (origins to insertions and the 
direction of fibres) and the layering of tissues (superficial to deep). to successfully move the 
client whilst still applying pressure to the specific area of dysfunction.  
 
Variations 

STR can be adapted to achieve either longitudinal or transverse frictioning / stretching of 
tissues. Once the tissue is located and “pinned down”, depending on the orientation of the 
tissue fibres, a lengthening joint movement is likely to produce a longitudinal frictioning / 
stretching, and a rotational joint movement is likely to create a transverse (cross-fibre) 
frictioning / stretching. It can also be useful to follow STR with MET (PIR or RI) to further 
develop a client’s flexibility and ease of movement 
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Connective tissue massage 
 
Treating the body as a whole rather than a specific area, Connective tissue massage offers a 
different approach. Below our skin and covering the whole body (superficial fascia), think of it like 
your body being in a tight ‘skin’ suit. If there are any restrictions in any part of this fascia it can 
affect the whole body, the ‘skin’ suit can become tightened not allowing the muscles to move 
freely, any movements will require a great deal of effort placing a great stress on areas far distant 
from the area with the problem 
 
This technique is now known as connective tissue massage / therapy (CTM / CTT).  
 
Effects / uses 

Connective tissue massage varies from many other techniques, since it treats the body as a 
whole rather than focusing on specific areas. 
 

Just beneath the skin and covering the entire body is a sheet of connective tissue or 
superficial fascia. Should any restrictions occur within this structure all areas of the body can be 
affected. Consider wearing a skin suit which is too small or will not pass freely over your legs. 
In order to stand up, or make any movements a great deal of effort would be required, placing 
large stresses on areas far distant to the site of the actual ‘problem’. 
 
Since this fascia also contains many blood / lymphatic vessels and nerves, any improvement 
in its condition will inevitably lead to improvements in the circulatory / nervous system and 
possibly even organ function. 
 

The sports massage practitioner uses CTM / CTT to remove myofascial restrictions which 
occur within this structure and to aid in circulation. It is therefore, a soft tissue mobilisation 
technique used to aid mobility. 
 
Note: treatment of the visceral organs is beyond the scope of practice for the sports massage 
practitioner and so should be considered an additional ‘possible’ benefit not the primary aim 
of CTM as used in sports massage therapy.  
 
Properties of connective tissue 

In order to manipulate connective tissues in the most desirable manner, an understanding of its 
properties is required. 
 
Connective tissue is viscoelastic which means it has the ability to remodel under certain 
loading. This re-modelling or ‘creep’, which occurs in response to stretch, is probably due to a 
change in ground substance (becoming more fluid) and collagen alignment within the fascia. It 
could also be due to the breakdown of collagen cross linkage contained within the tissue. 
 
To allow this to occur, the ‘point of stretch’ needs to be held for a period of time, after which an 
increase in tissue mobility can be felt by the practitioner and experienced by the client. Although 
this can be compared with the events which accompany developmental stretches it should be 
noted that the ‘relaxation’ of tissues is due to changes in the physical properties of connective 
tissue and not a proprioceptive response.  
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Application  

As with all soft tissue mobilisation techniques, although preparation of tissues using effleurage 
and petrissage is desirable, it is not essential. 
 
Since tissues need to be stretched, any oils used should be removed, although grasping 
tissue using a section of couch roll can also prove extremely effective. 
 
When attempting to locate sites of possible adhesions a methodical manner should be 
adopted which addresses both area and depth of tissue: 
 

1. Although  some  therapists may choose to use  an area  as small as a thumb or finger-tip, 
it is more usual  to  begin  treatment  using  a  flat  hand  (hands) with  only  sufficient  
pressure  to establish  a  secure contact. 

 
2. Maintaining this pressure, the contacted tissues should be pushed slowly in different 

directions in an effort to determine any restrictions in movement. 
 
3. Once  any  such  restriction has been detected, the  practitioner  should  hold  the  tissues 

at this point of stretch for a time sufficient for the changes in its properties to occur. 
Although this time is variable, 30 secs will normally suffice.  

 

Once the entire chosen area  has  been  treated  in  this  manner, the  practitioner should    then 
look  to  find  any  adhesions which lying deeper within the fascia: 
 

4. Placing the tips of the thumbs together, and  whilst  still  maintaining  contact  with  the 
client with the heel of each  hand, use the pads of the fingers to ‘pinch’ together the skin 
and fascia, forming a roll of tissue between thumbs and fingers. 

 
5. Without  losing contact  or  varying pressure, the  hands  are  then  rotated   inwards, this 

causes the  skin / fascia  to  form a crescent shape  . This  position should then be  held sn 
the tissue allowed to respond  in a similar manner to that previously mentioned. 

 

A methodical approach requires the entire area to be treated this way. 
 

6. The final method involves  grasping  the  tissues  in  the  same  way  (i.e. between fingers 
and thumb), however, rather than just  holding  this  position, the fingers are ‘walked’ 
across the area (effectively ‘rolling’ the tissues) until a restriction is found. Then, as 
previously,  this  position  is  held  long  enough for the tissues to respond. 

 

Due to the hydrotic nature of connective tissue it is highly recommended that the client 
rehydrates (drink) following CTM / CTT. 
 
Variations of technique 

There are certain CMT techniques which require that treatment follows specific connective 
tissue patterns (e.g. craniosacral therapy). Although many will claim that they do hold 
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additional benefits, for the sports massage practitioner to attempt to remember such 
patterns is often a futile exercise.  

 

Myofascial release (MR) 

If petrissage / pressure is combined whilst applying CTM, it is often called myofascial release.  
 
MR commonly forms part of aftercare advice since clients can also be taught how to self-
administer MR using foam rollers (self-myofascial release - SMR). 
 
Active release technique (ART) 

Although active release technique (ART, also called active release techniques) is a technique 
developed and patented by P. Michael Leahy, DC, CCSP (and therefore, only registered 
practitioners are ‘allowed’ to use it) it is simply a combination of several well-established 
techniques: 
 
• MR with movement 
• TP technique 
• positional release 
 

Transverse Frictions  
 

A kneading action, they are useful at breaking down or restructuring adhesions in joint capsules, 
muscles, and tendons. Applied by crossing muscle fibres in small specific areas.  These actions are 
done across the muscle fibres in a small area.  
 

Effects / uses 
 

Transverse frictions can be very effective. They can increase the mobility of soft tissue by re-
aligning collagen fibres. As well as help remove excess car tissue formed whilst soft tissue is 
repairing helping the fibres to be linear.  

The technique is also useful at removing physical restrictions to movement, thus aiding function. 
Removing adhesions and promoting local blood flow.  
 

Application  
 

To begin with a sports massage therapist must locate a physical adhesion, not a trigger point. 
They will do this by pressing the area for around 10 seconds, then asking if the pain remains 
consent or goes away. If client’s pain remains the same this is not a trigger point and technique 
can be applied to the area. 
As the technique can be uncomfortable the therapist needs to constantly monitor the client’s 
reactions and will stop if the client wishes them to do so. Consistently communicating. To apply 
transverse Frictions the therapists will:  

1. Start to apply multiple, short frictions at right angles to the fibres being broken down. 
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2. Re-palpate the area every 10 seconds to ensure you monitor the effects of the treatment on 
the area and to ensure to monitor client discomfort 

3. The therapist will massage (effleurage) the area towards the nearest lymph node allowing the 
client to relax and the lymphatic system to process any waste products that have been 
mobilised (‘flush’ away the area) 
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UNIT 3: Prescribing Corrective Exercise to Support the 
Treatment of Common Injuries / Soft Tissue 
Dysfunction 
 

Aim: to provide learners with a knowledge and understanding of corrective exercise and how 
it may be safely incorporated into a treatment plan.  
 
Learning outcomes 

By the end of this unit the learner will: 
 

• understand the principles of corrective exercise prescription to aid in the treatment of 
common injuries / soft tissue dysfunction 

• Be able to prescribe corrective exercise to aid in the treatment of common 
injuries / soft tissue dysfunction  

• understand factors which would indicate the need for referral during a corrective 
exercise programme 

 

 

Introduction:  
 
This unit will provide and aid a sports massage therapist with the knowledge, skills and 
understanding necessary to help prescribe corrective exercise to a client.  
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Corrective exercise prescription for the spine 
 

Effects of dysfunction of the spine 

The  spine  is  the  core  of  the  body  around  which  everything is central too  . Sitting  and 
standing  posture, organ function and movement will all be affected in the event of spinal 
dysfunction. 

General considerations in promoting spinal function 

When  applying  the  principles  of  corrective  exercise  prescription to the spine, the sports 
massage practitioner needs to consider the following  links  between  spinal  dysfunction  
and  the  recovery  from  back  pain. 

General health:  

 

• preventing adaptive changes to the posture (position of ease) that may affect organ function 
(cavity space becomes reduced or altered in shape due to a newly adopted posture). 
Where  dysfunction  of organs  and  body systems is suspected the client must be referred 
to their GP 

 

Reduced range of motion:  

 
• increasing the range of movement using specific techniques for soft tissues and exercises for 

general mobility 
• developing stability to control joint movement  using the principles of exercise delivery 
• reducing adhesions that may be restricting soft tissue movement 
• if a structural restriction is suspected, referring the client to a physiotherapist or 

osteopath/ chiropractor  
 

Posture – upper and lower cross syndrome: 
 

• identifying contributing factors and providing advice on how to improve these areas. 
This could include adapted postures for driving, workstations, occupational or sporting 
situations 

• providing activities, exercises and stretches to address muscular imbalances 
• reducing hypertonicity in affected muscles using self-treatment, stretches and 

educational exercises 
• releasing adhesions in soft tissue to reduce restrictions and improve circulation 
 

Respiration: 
 
• Preventing postural adaptations (position of ease) that will affect the functioning of the 

diaphragm (alterations to the shape of the thorax from muscular changes, compressing the 
lungs or inhibiting the movements of the diaphragm) 
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Neurological function:  
 

• If the   client presents with  defective  neurological  function, they  must  be  referred  to  their 
GP (numbness, weakness, pins and needles, sensation changes)  

 

Specific considerations in promoting spinal function 
 

Promoting the efficient functioning of a number of key structures will be central to any 
corrective exercise prescription for the spine. 

Inner unit activation:  

 

• Increasing the strength of the core muscles will give greater stability to the spine, 
preventing further injury and improving awareness of posture. This will assist in 
developing neural innervation to the inner unit musculature so that it is able to contract 
automatically in the event of spinal or limb movement and provide the spine with the 
necessary support  

 

Intervertebral disc function:  
 

• programming specific McKenzie’s or William’s exercises (see below and next page) 
• advice on the importance of keeping hydrated to prevent the nucleus pulposus from 

drying out which can lead to degeneration of discs 
• advice  on  activities  and  movements  to  avoid, such  as  rotation  and  flexion,  particularly 

when  weight- bearing  as  this  subjects  the  discs  to  intense  shearing  forces that can 
cause further damage 

 

Sacroiliac (SI) joint function:  
 

• maintaining the condition of related musculature (e.g. erector spinae, gluteus maximus and 
latissimus dorsi) as these muscles support and aid the function of the SI joint 

• minimising the risk of adhesions limiting joint function 
 

Hip joint function:  

 
• maintaining spinal mobility where possible to prevent compensatory movements at the hip 
• maintaining hip strength and mobility to prevent secondary injuries occurring locally or in 

related areas (lumbar spine, knees or ankles) and minimising the formation of adhesions 
in the soft tissues 

• maintaining balanced musculature in the area 
 

Shoulder girdle function: 
 
• promoting shoulder girdle stability by improving scapula setting with recruitment and 

strengthening exercises. Asking the client to practice setting the scapula and holding the 
position to begin with, adding arm movements as control and strength are established  
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Specific corrective exercises 

McKenzie’s exercises 
The average person spends considerable time in a flexed posture, leading to a loss of 
extension. This promotes intervertebral postural adaptions that stress supportive structures 
and more specifically, the posterior aspect of the disc (annular wall). McKenzie believed that 
extension would not impinge the ruptured disc but rather encourage it anteriorly, back to its 
normal position while at the same time restoring adequate lumbar lordosis. 

Exercise progression:  

 

• lie prone for five minutes (if this causes pain, place pillows under the abdomen) 
• sit up on the elbows as if reading a book for five minutes 
• perform ten cobra press-ups 
• re-education of posture in the sitting position (ten repetitions)  

Developing an appropriate corrective strategy that will positively influence a client’s posture and 
movement capacity hinges on the successful completion and understanding of both postural and 
movement-based assessments. Once the assessments have been interpreted correctly then a 
series of activities can be planned and applied to address the specific dysfunctional priorities. A 
corrective strategy will involve elements of flexibility / mobility followed by appropriate 
strengthening / stabilising exercises to teach the body how to hold, control and move within the 
improved range of motion that has recently been obtained.  

William’s exercises 
 

These are less commonly used but aim to provide relief from acute facet joint problems and 
encourage flexion for those who are hyper-lordotic. Lying in the ‘psoas position’ (supine, 
knees bent with feet on the floor) with pelvis neutral: 
 

• push  the  lumbar  spine  into  the  floor  or  couch, hold  for  a  count  of  five  and  release - 
repeat this stage until it can be performed  comfortably 

• push  the  lumbar  spine  into  the  floor  or  couch  then  lift  the  head  for  added flexion - 
repeat this stage until it can be performed  comfortably 

• push the lumbar  spine into the floor or couch, bring up one  knee (900 at the hip), use 
the hand to provide  a  fixed resistance and push the knee  to the chest (isometric 
contraction) 

• pull both  knees up into the chest, then release back to the psoas position 
• with both  knees  pulled  into the  chest, lift  up  the head (curl up) while  the  practitioner 

helps  to  roll the client back and forth (shoulder to pelvis) 
 

Corrective exercise prescription for the spine (summary) 

Corrective exercise prescription for the spine will always include postural advice as  most back 
pain will originate from postural abnormalities that stress supporting structures, accumulate 
hypertonia and sustain injury. Core training will also normally be required to increase the 
stability  of  the   spine. Improving scapula stability will need to be addressed if  required. 
 
In the case of a client who is recovering from intervertebral disc dysfunction, McKenzie’s 
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exercises or William’s exercises should form part of their corrective exercise prescription. 
 
Mobility through all planes of movement should be encouraged. This can be achieved by 
releasing tight soft tissues using sports massage, self-treatment and flexibility training. Soft 
tissues that have atrophied or weakened will need to be strengthened and imbalances 
corrected where possible. 
 
Functional advice should be provided, describing how to obtain stability before movement, 
quality of movement and control of movement.  
 
Referral indicators 
 
The client may present with contraindications to sports massage or signs of poor general 
health that will need to be referred to their GP or another healthcare professional. These 
would include: 
 
• urinary system dysfunction 
• digestive system dysfunction 
• headaches 
• respiratory dysfunction 
• no improvement in pain levels following treatment 
• poor improvement in flexibility following soft tissue treatment(s) 
• client request  
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Corrective exercise prescription for the  hip  
 
Effects of dysfunction of the hip:  

Compensatory movements that can affect your gait, can often lead to secondary problems distal 
and particularly proximal to the hip. Hip problems are common due to wear and tear as we age. 
A large joint will multiple abilities to move in a number of different planes. It is susceptible to 
injury.  
 

Considerations:  

When looking at a client’s hip and prescribing exercise you must consider a number of different 
variables, for example:  
 
Weight-bearing through joint  
 
When providing exercises, the amount of weight-bearing may need to be adjusted to prevent further 
injury or allow techniques to have the desired effect (e.g. exercising stabilising muscles may prove 
difficult if fully weight-bearing, as larger muscles take over the movement). Weight-bearing must 
also be progressive. 
 
The link to lumbar spine function/dysfunction:  
 
The  musculature   of  the  hip will  have   an  effect  on  the  lumbar  spine - for example, the  
gluteus maximus at the  sacroiliac joint and the iliopsoas as a result of its attachments  to  the  
lumbar transverse processes. Any dysfunction at the hip may result in hypertonicity  
developing in the related musculature and this needs to be  considered in the corrective 
exercise  prescription, to prevent  secondary  problems  occurring  in the spine. 

 
Sitting posture:  
 
Sitting for long periods of time through-out the day, such as office work, can impact us 
physically. Especially with poor posture. This makes your hip flexors tight, in turn making 
your glutes lengthen to compensate for this. To combat this stretches  and  exercises  will  
be  needed  to  ensure there  is  minimal  adaptive  shortening  of  the  muscles  of  the  hip. 
Changes in muscle lengths will affect the stability and function of the hip. There for effect 
our functionality.  
 
Lower cross syndrome  
 
Once the contributing structures have been identified, exercises and stretches should be given to 
lengthen any shortened muscles and strengthen any weak muscles to re-balance the muscles of the 
pelvis. 
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Potential aggravation of the sciatic nerve 

Stretches to relieve hypertonicity of the piriformis may reduce any pressure being placed on the 
sciatic nerve 

 
Pelvic stability 
Weaknesses need to be addressed (gluteus Medius and minimus  are  a  common  problem  
leading to gait dysfunction) and  any  inability  to  recruit  muscles (gluteus  maximus  often develops  
this problem in  the   event  of  hypertonic  hamstrings) improved to  ensure  musculature  is  balanced  
and  therefore, static and dynamic  stability  maintained. 
 
Corrective exercise prescription for the hip (summary)  
 
Corrective exercise prescription for the hip should aim to maintain or improve functional range of 
movement (ROM) and mobility through all planes of motion. Advice on seated posture and how 
to offset the effects of prolonged sitting will be needed.  
 
When tight soft tissues have been released through sports massage, self-treatment and flexibility 
training are used to retain the gains of the treatment. Soft tissues that have atrophied or 
weakened will need to be strengthened and imbalances corrected where possible.  
 
Functional advice should be provided, describing how to obtain stability before attempting 
potentially stressful movement. Quality of movement and control of movement should be 
emphasised and supplemented with stability ball work and foam roller self-treatment. 
 
Referral indicators 

The client may present with contraindications to sports massage or signs of poor general 
health that will need to be referred to their GP or another healthcare professional: 
 
• deep, perceived joint pain not improving 
• no improvement in pain levels following  treatment 
• low improvements in flexibility following soft tissue treatment(s) client request  
 

 

 

 
 

 

 

 
 

 

 

 
 

 

Example:  
 

Glute band side step  
 
Place the mini band above the ankles and take a side step 
driving with the knee. The purpose of this is to activate the 
glute Medius to improve hip and knee stability.  
 
Many exercises can cross to differing structures, this will 
target an all over- body approach. Also look at prescribing 
exercise they client can do at home.  
Using resistance bands are also a very good choice, cheap 
and easily transportable.  
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It’s always important to include stretching. To improve 
ROM and maintain muscle length.  
 
Hip Flexor Stretch  
 
Ensure knee is in line with ankle, back upright and back 
leg extended to feel a ‘stretch.’.  
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Corrective exercise prescription for the shoulder  
 
Effects of dysfunction of the shoulder  
 
As with most things. If pain is felt you will automatically look to avoid movements that cause it. 
Compensatory movements begin to form. This will often cause a client to lean to one side to 
raise the arm. Then secondary issues could become an issue.  

Special considerations for recovery from shoulder dysfunction  

The  shoulder  joint  and  shoulder  girdle  have  individual  functional  requirements  but 
work  as  a  single  unit. When  providing  corrective  exercise  prescription, activities  for  
both  aspects  need  to  be  considered.  
 

Progression:  
 

Look to ensure corrective exercise is prescribed to ensure the client can stabilise the scapula. 
Once stability has been or begun to be achieved, then the function to activate the rotator cuff 
muscles needs to be developed, as without their support during any dynamic movement stress 
will be placed upon the deltoids and supporting structures such as ligaments and the joint 
capsule. Upon satisfying these two groups, the final stage will be work upon the larger muscles 
such as the deltoids.   

 
Upper cross syndrome:  
 

If postural abnormalities exist these need to be addressed by reducing the overactivity of the 
anterior muscles, whilst shortening and strengthening the upper back muscles. The use of 
reciprocal inhibition (RI) can achieve this. 
 
Corrective exercise prescription for the shoulder (summary) 

The aims of corrective exercise prescription for the shoulder are to regain functional range of 
movement (ROM) and mobility through all planes of motion. Stability exercises should be 
provided before flexibility or  global muscle  strength is  developed. The ability to set the 
scapula  must  be  mastered  before  moving  the shoulder joint.  

 
Functional advice should be provided, describing how to obtain stability before 
movement, quality of movement and control of movement.  
 

Referral indicators:  

The  client  may  present  with  contraindications  to  sports  massage  or  signs  of  poor  
general  health  that  will need to be referred to their GP or another healthcare professional: 
 
• deep, perceived joint pain not improving 
• worsening referred pain or loss of sensation along the arm 
• no improvement in pain levels following treatment 
• low improvements in flexibility following soft tissue treatment(s)  
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• client request  

 
 

It’s vital structures around the shoulder are also stretched as well as strengthened.  Many clients 
will report a tight upper back and pain around the shoulders.  

 
Muscle Stretched: Trapezius and Rhomboids 

 
 
 
 
 
 
 

• Stand upright with hands in front of 
body, level with shoulders. 

• Link fingers and round upper back, 
pull shoulder blades apart. 
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Corrective exercise prescription for the knee 
 
Effects of dysfunction of the knee 

Compensatory movements following knee injuries may affect gait which may lead to secondary 
problems in the spine, hip and ankle. To prevent this from happening early assessment and 
exercise modification will be required. 

Special considerations for recovery from knee dysfunction 
When looking to prescribe exercise to the client in regards to the knee. It’s important to take 
under consideration a number of factors such as re-hab stage, current stage of injury as well as 
some of the factors listed below:  
 
Weight-bearing through the joint  
When choosing weight bearing activities, you must adjust to each individual. Dependent on what 
stage they are in regards to re-hab or the injury/dysfunction itself. This will ensure no further 
injury is caused and the exercise technique has the desired effect.  
 
Walking and running mechanics 
 
Pain and restriction will affect the mechanics of walking   and  running  but overall  fitness  needs  to  be 
maintained  where possible using alternative or   non/partial weight-bearing (deep water running is 
ideal as  there  is very little stress in the joints and the  neurological movement patterns of running are 
maintained   ). The  actions  and  muscles  involved  in  walking or running will need to be broken 
down to work on the components of the movements (i.e. flexion and extension through the full range 
of movement). 
. 
 

 

 

 

 

 

 

 

 

 
Patella tracking   
In the event of poor alignment, the specific muscles contributing to the problem need to 
be identified and either lengthened or strengthened.   
 

Iliotibial band (ITB) 
Stretches and a foam roller can be used   between  treatments   to  continue releasing and 
lengthening the ITB. 
 

Static Muscular contractions help main 
shape and are non-weight bearing. 

 

Joint dysfunction 
If the client’s dysfunction is down to ligaments or 
the joint capsule itself, then taking the joint 
through full ROM actively and passively will help 
stop the formation of adhesions. Increasing the 
strength of surrounding muscles such as the 
hamstring, quadriceps group will improve 
stability of the joint. Also, the Calves should not 
be forgotten as they play a vital role in initial 
knee flexion (first 5%.). If the issue is meniscus 
then weight bearing exercises can only be 
undertaken once GP/Physio has given permission 
and discharged the client to do so.  
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Patella tendon  
 

If this has become stretched or inflamed, rectus femoris should be lengthened to relieve the 
tension within the tendon. This can be combined with cryotherapy for pain relief and reduction of 
inflammation. 
 
 
Corrective exercise prescription for the knee (summary) 

The  muscles  of  the  knee  are  mostly  biaxial  (crossing two joints) so strengthening  or 
stretching  the  muscles of  the  knee  can  be  achieved  with  exercises  at  the  hip  or  ankle, 
which  will  reduce  the  pressure  placed  on the structures of the knee (such as stretching 
rectus femoris). 

The following are examples of how, using the principles of supporting soft tissue repair, any 
exercise can be progressed 
 
• static to dynamic 
• isolation to integration 
• non-function to function. 

 
Referral indicators 

The client may show/present with  contraindications  to  sports  massage  or  signs  of  poor 
general health  that will need to be referred to another healthcare professional: 
 
• inadequate joint stability 
• aggravation of patella tendon 
• deep, perceived joint pain not improving 
• no improvement in pain levels following treatment 
• low improvements in flexibility following soft tissue treatment(s) 
• client request 

 

 

 

 

 

 

 

 

 

 

  

Example:  
 
Chinese plank  
 
Extend one leg so there is a slight bend in the knee 
and drive the heel down and pull into the body, the 
opposite knee is flexed into the chest. Hold this 
isometric position to improve hamstring strength at 
length and also activate the glutes. 
 
Stretching and strengthening are vastly important, this 
helps cups the knee.   
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Corrective exercise prescription for the ankle and foot  
 
Effects of dysfunction of the ankle and foot 
 
Following injury to the ankle or foot, compensatory movements may affect gait which can lead to 
secondary problems at the knee, hip and spine. 

Special considerations for recovery from ankle and foot dysfunction  

When you look to plan corrective exercise for the ankle/foot, as a sports massage therapist you 
need consider a number of factors listed below:  
 
Weight-bearing through joint 
 
It’s important to, when prescribing weight bearing, that you consider, individual circumstances. 
Such as current stage of re-hab, previous history. Ensuring that prescribed exercises have the 
desired effect. 
 
High requirement for joint stability 
 
When the joint has an injury, it is imperative that joint stability is a priority. As well as the 
major muscles surrounding the structure, smaller intrinsic muscles of the ankle such as 
deep flexors and peroneals must be considered and included.  

 
High level of proprioception 
 
Corrective exercise prescription should have a high proportion of proprioceptive work but only once 
sufficient strength and/or  flexibility  has  been  achieved. Proprioceptive  exercises  will  ultimately  
have to match the needs of  the  client and therefore, reflect components of their preferred 
activities.  
 
 
 
 
 
Balance training will increase proprioception; however, it needs to be BALANCED AND 
PROGRESSIVE. Look to use aids to begin with and a large base, then slowly remove the 
aids and narrow a base.  
 
Walking and running mechanics 
 
Pain and restriction will affect the mechanics of walking and running but overall fitness 
needs to be maintained where possible using alternative  or non/partial weight-bearing. 
The actions and muscles involved   in  walking  or  running  will  need    to  be  broken  down  to  
work   on  the components of  these movements (plantarflexion, dorsiflexion, inversion, 
eversion  through  the  full  range  of  movement). Aspects  that  need particular focus are: 
 
• plantar fascia loading 

Progression is key, look to start on a stable base and as the client begins to gain strength 
and confidence, you can progress as the images suggested. From two legs to one. This will 
help strengthen extensors also.   
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• 1st toe extension 
• excessive eversion/inversion 
 
Plantar fascia 
 
This needs to be either supported by strengthening the intrinsic muscles of the foot or 
stretched  to  relieve pressure that can develop in the arch of the foot. Exercise like………. 
 
Anterior and medial shin pain 

 
Depending on the cause, fascia and muscles will need to be stretched to accommodate 
increasing muscle bulk and reduce the traction stress on the periosteum. Activities should 
aim to improve circulation and reduce the formation of adhesions. 
 
Lower limb circulation 

 
Movement of the ankle and foot and related muscular contraction needs to be maintained so 
lower limb circulation is encouraged. 
 

Corrective exercise prescription for the ankle (summary) 
The main aim of any corrective exercise prescriptions is to return the injury / affected area to full 
ROM (full range of motion) as quickly and as safely as possible. Through all planes of movement. 
It’s important to take an all rounded approach and ensure supporting muscles are also 
prescribed for. The plantar fascia is required and deep lower leg muscles should be maintained to 
promote stability and circulation within the joint.  
 
Balance training will increase proprioception but will need to be progressed, starting with the use 
of supports. 
 
Referral indicators 

The  client  may  present with  contraindications  to  sports  massage  or  signs  of  poor  
general  health  that will need to be referred to their GP or another healthcare professional: 
 
• deep, perceived joint pain not improving 
• shin pain not improving 
• poor improvement in non-contractile tissues and joint stability 
• symptoms of poor low leg circulation 
• no improvement in pain levels following treatment 
• low improvements in flexibility following soft tissue treatment(s) 
• client request 
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Corrective exercise prescription for the elbow, wrist and hand 
 
Introduction  
Common irritants of our elbows, wrists and hands are frequent computer use, working at desks 
and offices. As well as handling tools, lifting within shops and warehouses. When a client is 
recovering then you must consider how to limit certain activities, it’s a difficult balancing act, due 
to the demands of an individual’s lifestyle.  

Special considerations for recovery from elbow, wrist and hand dysfunction 

When deciding upon recovery plans and exercise prescription, its import the therapist 
understands there are several variables that must be considered. Such stage of repair 
from injury, lifestyle and current work activities.  

Managing overuse situations   
In everyday life, many do activities of a repetitive nature such as work on a keyboard. Reducing 
these activities is vital for a reduction in pain, however it’s not always feasible with a working life. 
Look to offer some small alternatives to slightly lessen the load and work through using this idea 
stretching fascia and muscle to reduce friction and improve circulation are important. When the 
injury/pain has subsided, strengthening exercise should be given that mimic everyday activities or 
the likelihood of the primary symptoms could return!  

Referral indicators 

The client may present with contraindications to sports massage or signs of poor general 
health that will need to be referred to their GP or another healthcare professional: 
 
• deep, perceived joint pain not improving 
• poor circulation not improving, particularly loss of sensation in the forearm and hand 
• no improvement in pain levels following treatment 
• low improvements in flexibility following soft tissue treatment(s) 
• client request 
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