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Introduction 

History of Kinesio Taping® 

Kinesio TapingR is a modality treatment based on the body's own natural healing process. 
The Kinesio Taping method exhibits its efficacy through the activation of the neurologi-
cal and circulatory systems. This method basically stems from the science of Kinesiol-
ogy, recognizing the importance of body and muscle movement in rehabilitation and 
everyday life. Hence the name "Kinesio" is used. Muscles attributc not only to the 
movernents of the body, but also controis the circulation of venous and lymph fiows, 
body temperature, etc. Therefore, the failure of the muscles to function properly in-
duces various kinds of health rnaladies. 

Consequently, so much attention was given to the importance of muscle function that 
the idea of treating the muscles in order to activate the body's own healing process 
carne about. Using an elastic tape, it was discovered that muscles and other tissues 
could be helped by outside assistance. Employment of Kinesio Taping creates a totaily 
new approach to treating nerves, muscles, and organs. The first application of Kinesio 
Taping was for a patient with articular disorders. 

For the first 10 years, orthopedists, chiropractors, acupuncturists and other medical 
practitioners were the main users of Kinesio Taping. Soon thereafter, Kinesio Tap-
ing vas discovered by Olyrnpic volleybail players for preventative maintenance in Ja-
pan and word quickly spread to other athietes. Today, Kinesio Taping is accepted by 
medical practitioners and athietes in Japan. thc United States, Europe, South Arnerica, 
Australia and other Asian countries as well. 

Muscle Function, Inflammation & Pain 

Muscles constantly extend and contract within a normal range; however, when muscles 
over-extend and over-contract, such as when lifting an excessive amount of weight, 
muscles cannot recover and become inflamed. When a muscle is inflamed, swollen or 
stiff due to fatigue, the space between the skin and muscle is cornpressed, resulting in 
constriction to the flow of !ymphatic fluid. This cornpression also applies prcssure to 
the pain receptors beneath the skin, which in turn communicates "discomfort signais" 
to the brain- the person experiences PAIN. This type of pain is known as myalgia, or 
muscular pain.
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filustrated Kinesio Tap¡ng' Introduction 
Space Flow of Lymphatic Fluid 

Skin and Neural Receptors 

Superficial Fascia
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\000) 
Lyrnphatic Fluid 
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iymphatic 
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Kinesio Taping is FIJNDAMENTALLY Different from Con-



ventional Sports Taping 

Conventional athletic tape is designed to constrict and immobilize movement of affected 
muscles andjoints. For this purpose, several layers of tape rnust be rolled around and/ 
or over the afflicted area, applying significant pressure resulting in the obstruction of 
the flow of bodily fluids-- an UNDESIRABLE side-effect. This is also the reason ath-
letic tape is generaily applied imrnediately before the sports activity, and removed ini-
mediately after the activity is finished. Qn the other hand, Kinesio Taping is based on a 
different philosophy that aims to give free range of motion in order to allow the body's 
muscular system to heal itself bio-rnechanically. To ensure that the muscles have free 
range of motion, elastic tapes with an elasticity of 130-140% of its original length are 
recomrnended for Kinesio Taping. This specific elasticity also vi1l not allow an over 
stretch of the muscles themselves. It may look like regular athletic tape, but Kinesio 
Tex Tape and Kinesio Taping are fundarnentally different than athletic tape. 
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filustrated Kinesio Taping® Introduction 

Four Major Functions of Kinesio Taping® 

Four major functions of Kinesio Taping have been observed in practice and in the laboratory. 
What you inay reasonably expect from Kinesio Taping are as foliows: 

1. Supports Muscle: 
- Improves rnuscle contraction in weakened rnuscle; 
- Reduces muscle fatigue; 
- Reduces over-extension and over-contraction of muscle; 
- Reduces cramping and possible injury to muscle; 
- mercases ROM (Range of Motion); and 
- Relives Pain 

2. Removes Congestion to the FIow of Body Fluids: 
- Improves blood and lymphatic circulation; 
- Reduces excess heat and chemical substances in tissue; 
- Reduces inflarnrnation; and 
- Reduces abnorrnal feeling and pain in skin and muscle. 

3. Activates Endogenous Analgesic System: 
- Possibly activates spinal inhibitory system; and 
- Possibly activates descending inhibitory system. 

4. Corrects Joint Problems: 
- Adjusts misalignment caused by spasm and shortened rnusJc: 
- Normalizes muscle tone and abnorrnality of fascia injoint: 
- Improves ROM; and 
- Relieves pain.

8



Illustrated Kinesio Taping' Introduction 

How Kinesio Taping Works 
Apply Tape on Skin 

4 Major Functions

Activates Endogenoi 
Analgesic System 
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*1	 *1 
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\ Reduces Inflammation
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Success of Treatment, Training and Rehabiltation 
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Illustrated Kinesio Tap¡ng' Introduction 
How to Apply Kinesio TapingR Technique? 
To Strctch or NOT to Stretch ... . .... ? 

As stated before, a recomrnended elasticity of tape for this technique is from 130-140% 
of its original length. An irnportant point to rernember is that for over-used or acutely 
darnaged muscle, the tape is applicd with NO TENSION, and from the INSERTION 
TO ORLGIN of the muscle. Using the preferred elastic tape 'KINESIO TEX TAPE", 
would indicate simply applying the tape by taking it off the paper backing while applying 
the technique with no extra tension. This aloiie represents a total elastic stretch of 5-10% 
of the preferred tape. In this case, stretch the skin of the affected arca before application 
of tbe tape. This is done by stretching the muscles and joints in the affected arca. After 
application, the taped skin will form convolutions when the skin and muscles contract 
back to their normal position. When the skin is lifted by this technique, the flow of blood 
and lyrnphatic fluid beneath the skin improves. Also the additional proprioceptive stimu-
lation of the application working in thc opposite direction of thc muscle contraction as-
sists to relax the overused muscle. 

KinesioTex 

:z:::  

I)eep Fascia 

Lymphatic  
Flow

.................. 

Taped arca fonu convolusions, increasing the space between the skin and muscles 
while promoting the ílow of Iymphatic fluid. 
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Direction of shrinkage 
of tape 

filustrated Kinesio Taping1 Introduction 

For chronic or acutely weak muscles, where support with fuli range of motion is desired, 
the tape is applied from the ORIGIN TO INSERTION of the muscle. To accomplish 
this, the area, joint, or rnuscle is placed in an elongated position as before, but LIGHT 
TENSION (approx. 15%) is now used to give more stimulation and to support the con-
traction of the muscle during use. 
In the case wherejoints or ligaments are injured, the tape should be applied with medium 
to fuli STRETCH, whi!e maintaining a functional joint position during application. The 
damaged joints or ligaments are incapable of functioning normally and rely on stretched 
tape for correction and assistance. It is also important to note that while depending on 
the injury, tape is either stretched or not stretched. This does not mean that the actual 
application technique will change. 
The incredible effect on pain can be attributed to the lifting effect and Gate Control The-
ory.

Principies of Kinesio Taping in Application 

To treat a weakened muscle, applv tape 
from origin to insertion. 

Deltoid muscle 

Direction of shrinkage 
of tape 

1FM-1—Origin 

Direction of musck\ 	 Direction of 
contraction	 1	 fascia pulled 

Insertion

'I'o prevent cramping or over-contraction of a 
muscle, applv tape from ¡nsertion to oriin. 

Gasirocnentius inusek 
,-Origin 

¡A \ 1 

/	 Direction of 

/	 fascia pulled 

Direction of muscle 
contraction	 1	 I 

Insei
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filustrated Kinesio Taping ® Introduction 

Tape Around the Muscle 
Tape can be applied as a single strip "1", or in the shapes of an "X" or 'Y", depend-

ing on the shape and size of the targeted muscles. The basic principie of therapeutic taping 
for weakcned muscle is to wrap the tape around the affected muscle. Start from where the 
muscle begins (ORIGIN) and continue along the muscle, and finish where the muscie ends 
(INSERTION). For preventing cramping or over-contraction (overuse of muscles), tape 
should be appiied from insertion to origin. 

Ifyou are treating yourselfwithout assistance, it is important to rernember the basic 
principie of stretching the skin before application, no matter where the pain is located. For 
example, if the side of the forearrn is the source of the pain, you should bend youi hand 
back before applying the tape. Similarly, ifthe source of pain is the outside of the forearm, 
then the wrist should be bend forward. This principie must be strictiy observed. For treat-
ment of muscle pain, Kinesio Taping is ineffective unless the skin is stretched. 

Skin Preparation 
The skin shouid be clear and free of oils and lotions prior to tape application. Any-

thing that lirnits the acrylic adhesive ability to adhere to the skin will limit both effective-
ness and iength of application. 

For a limited number of patients body hair may lirnit adhesion. Ifthe degree of body 
hair lirnits adhesion then the practitioner may need to shave or clip the arca to be treated. If 
applying tape in an arca of moisture, the water resistant product may be preferabie. 

Removal of Tape from Paper Backing 
To smoothly remove the paper backing, hold the tape verticaily and place your in-

dcx finger on the top edge of the tape. Then by rolling, simpiy roii back your mdcx finger 
downwards to peel the tape from its backing. Any contact with the acrylic adhesive viIl 
dirninish its adhesive abilities. Try not to touch the adhesive as rnuch as possiblc. 

When removing the Kinesio Tex Tape from the paper backing, oniy remove the 
amount required to begin the base application. Once base application is completed, the 
practitioner may want to peel the remaining paper backing away. When doing this, remem-
ber that 10% stretch is applied to the tape during rnanufacturing. 

Two common methods are used to remove the tape from the paper backing. One. 
tear paper backing just prior the base of the Y-cut, leaving the paper backing oii the taus. 
As cadi tail is appiied, the Kinesio Tex Tape can be removed from the paper substrate using 
the paper off tension (25%). Two, remove the paper backing from the taus and iightly liave 
the Kinesio Tex Tape come into contact with the skin. Do not rub dic Kinesio Tex Tape as 
this wili initiate glue adhesion. As the Kinesio Tex Tape contacts the skin, it will grab the 
skin and be heid in place. 	 el 
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SHOULDER GIRDLE 

Deltoid 
Teres major 
Pectoralis major 
Teres minor 
Rhomboid major 
Rhomboid minor 
Tríceps brachii 
Biceps brachii 
Brachio radialis 
Supinator 
Pronator teres 
Pronator quadratus 
Palmaris longus 
Extensor pollicis longus 
Extensor digiti brevis 
Brachial plexus (nerve) tape 
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DELTOID
ORIGIN 
ANTERIOR FIBERS: 
Thc anterior border and upper surface of the 
lateral 1/3 (third) of the clavicle. 
MIDDLE FIBERS: 
Lateral border and upper surface of the acro-
mion process. 
POSTERIOR FIBERS: 
Posterior border of the spine of the scapula. 

INSERTION 
Deltoid tuberosity of humerus; sensitive area 
about halfway down arm bone. 

NERVE C5, C6, 
Axillary Nerve 

FUNCTION 
The deltoid muscle is thc major abductor of the humerus, coniposed of anterior, 

middle and posterior fibers. 
The anterior fibers cause flexion and intcrnal rotation, the middlc fibers give risc to 

abduction and the posterior fibers cause extension and external rotation. When thc entirc 
muscle contracts, the result is abduction of the ami. 

Arrn abduction is difficult when the deltoid becomes weakened either by injuiy to 
C5-C6 spinal nerve roots or to the axillary nerve. Also, bronchitis, pleurisy, influenza or 
other conditions affecting the lungs may have an influencc on the deltoid muscle. 

TAPE SPECIFICATJONS
	

CLINICAL APPLICATION 
WIDTH	 2in.	 • Chronic shoulder dislocation. 
LENGTH	 8 in.	 • Acromio-Clavicular dislocation. 
Y-SHAPED TAPE

14



COMPLETED TAPING 

\.._ 7 

With shoulder lowered and arrn in relaxed position. 

HOW TO ADHERE 

e 
e 
e 

e 
e 

e 

e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 

e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e

T sing a "Y" tape, adhere base of "Y" 
to insertion of deltoid muscle. Abduct 

shouldcr and apply tape to anterior fibers of 
the deltoid.

\ >_./t 
/ 

, 

/11 

N
Text,  intcrnally rotate and adduct 

shoulder to touch Thunib to opposite 
sho ulder. 
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TERE S MAJOR
ORIGIN 

Posterior surface of inferior angle of 
scapula. 

INSERTION 

Medial border of bicipital groove of hu-
merus. 

NERVE C6, C7 

Lower subscapular nerve 

FUNCTION 

Adduction and internal rotation of arm. Chronic contraction of teres major may result 
in altered scapulohumeral rhythm wherc the scapula is pulled from its normal position as 
the arm is raised. This condition is ofien noted in cases of"frozen shoulder". Application 
of Kinesio Taping to the skin over the teres major has been noted to decrease pain and im-
prove shou!der flexion and abduction. The activities of pushing, throwing and hitting are 
strongly influenced by teres major. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATJON 
WIDTH	 1 in.	 • Frozen shoulder 
LENGTH	 6 in.	 • Shoulder pain aggravated by golf, 
I-SHAPED TAPE
	

tennis or basebail. 
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COMPLETED TAPING 

Teres major tape when ami is in relaxed posit ion. 

HOW TO ADHERE 

_ y 

F
lex elbow slightly and abduct ami to 
about 45°. In this position, affix tape 

gently to origin and insertion of teres 
rnaj or.

(J 
A

bduct arm to 900 and move ami into 
horizontal adduction. At point where 

teres rnajor is at maximum stretch, conipletcly 
adhere tape. 
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PECTORALIS MAJOR 

FUNCTION

ORIGIN 
Clavicular Head: 
Anterior surface of medial haif of clav-
ide. 

Sternocostal Head: 
Anterior surface of sternum, superior six 
costal cartilages, and aponeurosis of ex-
ternal abdominal oblique muscle. 

INSERTION 
Crest of bicipital groove of humerus. 

NERVE C5-C81T1 
Medial and Lateral pectoral nerves 

Pectoralis major acts to adduct and intcrnally rotate the hurnerus. It has two heads: 
clavicular and sternocostal. The Clavicular head, acting with the anterior deltoid, flexes 
and adducts the arm; the stemocostal head adducts the arm and extends arm from a flexed 
pos i tion. 

CLI iNICAL APPLICAT ION 

• Shoulder girdie complaints, pain in the 
hand, Parathesis (numbness), Bronchitis, 
Asthnia, Chest pain. 

TAP II SPLCIFLCATiO S 

WIDTH	 2in. 
LENGTH	 6-7 in. 
Y-SHAPED TAPE

18



COMPLETED TAPING 

( 

Pectoralis Major Tape when arrn is in relaxed position. 

HOW TO ADHERE 

E
xternally rotate shouldcr and apply the 
Y-base to region of bicipital groove.

(/7) 

W
ith shoulder in external rotation, 
extend arm to adhere tape taus to 

surround clavicular and sternocostal heads. 
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TERES MINOR

ORIGIN 

Superior part of lateral border of ç< '	 scapula. 

(L1 >::	
INSERTION 

Lower facct of greater tuberosity of 
hurnerus. 

NERVE C5 - C6 

Axillary Nerve 

FTJNCTION 

In association with the infraspinatus muscle, teres minor externally rotates arm: with 
infraspinatus and subscapularis helps to hoid humeral head in glcnoid cavity of scapula. 
Weakness of teres minor may cause luxation of the shoulder, noted often in basebail play-
ers. Atrophy of the muscle may be associated with axillary nerve injury. 

TAPE SPECIFICATIONS	 CLINICAL APPLICATION 
WIDTI-1	 1 in.	 • Frozen shoulder 
LENGTH	 4111.	 • Brach ¡ al ncuml gi a 
l-SHAPED TAU.

20



COMPLETED TAPING 

(

_• 

: ç 

Teres minor tape when ami is in relaxed position. 

HOW TO ADHERE 

e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 

e 
e 
e 
e 
e

ti 

Kt('?! .yií»:	 \A 

A
bduct arrn to slightly and extend elbow. 
Affix the ends of the tape to the origin 

and insertion regions of teres minor.

•••.i,i! 
% \ \ 

N
ext, abduct the arrn to 900, fiex elbow 
and internally rotate shoulder. Touch 

thurnb to opposite shoulder and adhere the 
tape lo the patient. 
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RHOMB OID MAJOR 
ORIGIIN 

Rhornboid Major: 
Spinous process of T2-T5 vertebrae 

INSERTION 

Medial border of scapula from level of 
spirie to inferior angle. 

NERVE C4-05 

Dorsal scapular nerve. 

FTJNCTION 

Retract or adduct scapula and rotate glenoid cavity downward; fix scapula to thoracic 
wall. In conjunction with pectoralis minor, it helps with maintaining correct posture. When 
poor posture is present, it influences both pectoralis minor and serratus anterior, as well as 
aliowing the scapula to protract to encourage rounded shoulders and forward head. 

Referred pain associated with inflamrnation of the liver or gali bladder may be found 
in the posteIor thoracic wall in the region of the rhomboid muscle. It may also be found in 
the anterior chest region; this might affect the sternocostal portion of the pectoralis major 
muscle. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH	 2in.	 • Scapulae Pain. 
LENGTH	 5 in.	 • Rib subiuxation. 
X-SHAPED TAPE	 • Stiffshoulder. 

j)

22



COMPLETED TAPING 

Rhomboid inajor tape in relaxed position. 

HOW TO ADHERE 

4__>r	 Li 

1 

p
atient extends upper ami somewhat and 
extends shoulder backwards, in order to 

clearly distinguish scapula. 
Holding both ends of "X" tape, adhere it 
over the belly of rhomboid major.

N
ext, patient's arrn is horizontally 
adducted across front of body with 

internal rotation so as to reach thumb toward 
their othcr hip. When the scapula is in a 
protracted and slightly downward position, 
adhere the tape. Apply tape taus with no 
stretch. 
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RHOMBOID MINOR 

ORIGIN 

Nuchal ligarnent and spinous process of 
C7-T1 vertebrae. 

IN SERTION 

Medial border of scapula at level of 
scapular spine. 

NERVE C4-05 

Dorsal scapular nerve. 

FUNCTION 

Retract or adduct scapula and rotate glenoid cavity downward; fix scapula to thoracic 
wal!. In conjunction with pectoralis minor, it helps with maintaining correct posture. When 
poor posture is present, it influences both pectoralis minor and serratus anterior, as well as 
aliowing the scapula to protract to encourage rounded shoulders and forward head. 

Referred pain associated with inflammation of the liver or gall b!adder may be found 
in the posterior thoracic wall in the region of the rhomboid niuscle. It may also be found in 
the anterior chest region; this might affcct the sternocostal portion of the pectora!is major 
muscle. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH	 1 in.	 • Pain between upper section of 
LENGTH	 4 in.	 Scapulas. 
I-SHAPED TAPE	 • Stiff shoulder. 

/
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COMPLETED TAPING 

7-7- 

Rhomboid Minor tape in relaxed position. 

HOW TO ADHERE 

/ -	 -

7 
F

lex elbow to 900 and abduct arm to 
shoulder level, then horizontally adduct 

to scapular plane (scaption), approximately 
midway between abduction and flexion. 
Lightly adhere tape from C7-TI vertebral 
spines to medial border of scapula at level 
of scapular spine.

p
atient's thurnb reaches toward opposite 
hip, then adhere tape firrnly to skin. 

lo	
25



FIJNCTION

TRICEPS BRACH11 
ORIGIN 

LONG HEAD: 
Infraglenoid tubercie of scapula. 
LATERAL HEAD: 
Posterior surface of humerus, inferior to 
greater tubercie; 
MEDIA  HEAD: 
Posterior surface of humerus, inferior to 
radial groove. 

INSERTION 
Olecranon process of ulna. 

NERVEC6-C8 
Radial nerve. 

As the name suggests, the triceps brachii has thrcc heads and acts to cxtend thc arm 
(long head) and forearm (long, lateral and media] heads). The long head also acts to steady 
the abducted humeral head. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH	 2in.	 • Deformity of elbow joint. 
LENGTI-1	 10-12 in.	 • Tennis elbow pain on elbow flexion. 
X-S1-IAPED TAPE

26



COMPLETED TAPING 

Triceps brachii tape when elbow joint is in maximum extension. 

HOW TO ADHERE 

A
rm  flexed to 450 elbow extended. Point 
of upper tafl attachment to tape base 

placed over tip of olecranon process. As 
elbow is gradually flexed to 90°, tape base 
applied over elbowjoint and lower tape taus 
adhered to forearm.

I. 

W
ith arm and elbow moderately 
fiexcd, ends of tape taus adhered to 

acromion, then tape taus applied as arrn and 
forearrn are fully flexed. 
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BICEPS BRACHII 
ORIGIN 

SHOR T HEAD: 
Coracoid process. 
LONG HEAD: 
Supraglenoid tuberosity of scapula. 

INSERTION 

Bicipital tuberosity of radius (radial 
tuberosity); fascia of forearm via bicipital 
aponeurosis. 

NERVE C5 - C6 

FUNCTION 

Supinates forearm, and when it supinates it acts to fiex forearm on the humerus. The 
biceps brachii also acts to fiex the arm, and assists in stabilizing the anterior aspect of the 
humeral head within the glenoid cavity. 

v)J 

CLINICAL APPLICATION 
Tennis elbow and other conditions where 

pain is elicited on elbow extension. Biceps 
tendonitis is usually caused by repetitive 
microtrauma to the tendon of the long head of 
the biceps brachii. Rupture of the long head 
tendon may result from chronic bicipital ten-
donitis, and may be seen in basebali pitchers 
and persons who perform heavy labor. 

TAPE SPECIFICATIONS 
WIDTH	 2111. 

LENGTH	 10 in. 
X-SHAPED TAPE
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COMPLETED TAPING 

1"	
'\\\ 

\\\ 

Biceps Brachii Taping in relaxed position 

HOW TO ADHERE 

qs 
la 

la 

le 
la 

la 

le 

la 
la 
e 
la 
la 
e 
e

W
ith elbow in slight flexion, adhere 
base of tape across cubital fossa. 

Apply Jower tape taus to forearrn.
W

ith arm in external rotation and 
extension, apply medial upper tape 

tajl being careful to not place tape within 
the axilla, and lateral upper tape tau is 
adhered along lateral border of biceps 
brachii muscle. 

) 
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BRACHIORADIALIS 
ORIGIN 

Lateral supracondylar ridge of humerus. 
Lateral intermuscular septum. 

INSERTION 

Front base of styloid process of radius. 

NERVE C5 - C7 
Radial nerve. 

FTJNCTION 

The brachioradialis inuscle is a strong flexor of the forearm. It can act cither as a 
supinator or pronator of the forearm, but most commonly is a supinator of the forearrn. 
Thc connection between the three fiexors of the forearm is: thc biceps brachii is primar-
uy a supinator, thc brachialis is the main flexor of the forcarrn in all positions, and the 
brachioradialis flexes the forearm as well as to bring the forcarm into neutral (midway 
between pronation and supination). 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTI-I	 2 in.	 • Writer's crarnp and pain along the 
LENGTH	 6-7 in.	 brachioradialis. 
1 or Y-SI-ÍAPED TAPE
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•	 COMPLETED TAPING 
• 
• 
•	 ti 
• 
• 
• 
•

The completed Brachioradialis taping in relaxed position. 

HOW TO ADHERE 

a	 upinate the forearm and fiex elbow to s the elbow gradually straightcns 
•	 about 45°. Adhere tape base to origin of	 the tape is placed toward the muscle 
•	 brachioradialis muscle.	 insertion. 
•	 At almost maximum extension the 
*	 tape is adhered. 
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SUPINATOR
ORIGIN 

Lateral humeral epicondyle 
Radial collateral and annular ligarnents 
Crest of ulna. 

INSERTION 

Lateral, anterior and posterior surfaces 
of upper 1/3 of radius. 

NERVE C6 

FUNCTION 

Divided into superficial and deep layers, the supinator muscle, together with biceps 
brachii, supinates the forearm. When the supinator becomes weak, the biceps brachii alone 
cannot cornpletely supinate the forearrn. This suggests that the supinator muscle is the pri-
mary forearm supinator. Also, the deep branch of the radial nerve pierces the supinator and 
may becorne compressed. 

TAPE SPECIFICATIONS
	

CLINICAL APPLTCATION 
WIDTH	 2in.	 Extreme pain on resisted supination 
LENGTH	 7-8 in.	 and fuil extension of the forearm and in 
I-SHAPED TAPE
	 conditions such as tennis elbow. 
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COMPLETED TAPING 

Supinator tape with arm in relaxed position. 

HOW TO ADHERE 

.11 

A
pply  tape base to posterior aspcct of 
aun over olecranon proccss with tape 

oriented toward lateral aspect of forearm. 
Hyperpronate the forearrn and a!low slight 
elbow flexion.

/ 

A
ppiy tape along coursc of supinator 
muscle as thc forearm is brought into 

fuli supination and extension. Tape should 
end on the middle of the ulna. 
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PRONATOR TERES 

ORIGIN 

Medial humeral epicondyle and coronoid 
process of ulna. 

INSERTION 

Middle of outer surf,-ice of the radius. 

NERVE C6 - C7 

FUNCTION 

Pronates forearm and flexes elbow joint. The pronator quadratus, located in the 
dista] forearrn, assists pronator teres in pronation of the forearm. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH	 2in.	 • Extreme pain on pronation of the forearm 
LENGTH	 8-10 in.	 and in conditions such as golfer's elbow. 
I-SHAPED TAPE
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COMPLETED TAPING 

Pronator Teres Taping in relaxed position 

HOW TO ADHERE 

/ 

A
dhere tape base to the posterior aspect 
ofarrn over olecranon process with tape 

oriented toward medial aspect of forearm. 
Hypersupinate the forearrn and allow slight 
elbow flexion.

A
pply tape along coursc oípronator teres 
muscle as thc forearrn is brought into 

full pronation and extension. Tape should 
end on the middle of the radius. 
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PRONATOR QUADRATUS 

ORIGIN 

Lower fourth of the anterior surface of 
uln a. 

INSERTION 

Lower fourth of the anterior surface of 
radius. 

NERVE C8,Thl 

FUNCTJON 

The pronator quadratus, together with the pronator teres, pronates the forearm. The 
pronator quadratus has a large effect on forearrn pronation compared to that of pronator 
teres. The deep fibers of pronator quadratus muscle bind the ulna and radius together. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH	 1 in.	 • Pain on internal rotation of forearm 
LENGTH	 8-10 in.	 and/or wrist, de Quervain syndrome, 
1-SHAPED TAPE
	 carpal tunnel syndrome. 
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1 
•	 Pronator Quadratus Taping 

HOW TO ADHERE 

iq	
\	

\\ 

•	 uIly supinate forearrn. Adhere the tape •	 Fto the base of the thurnb. 
la 
la 
la 
go

A
s the forearrn is gradually brought into 
pronation, apply tape over the dorsum 

of tbe wrist and spiral towards the volar 
(anterior) forarm. Adhere the tape towards 
the lateral humeral epicondyle to finish. 
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PALMARIS LONGUS 

ORIGIN 

Media] condyle of humerus. 

IN S ERTION 

Flexor retinaculum of wrist and palmar 
fascia. 

NERVE C7-C8 
Median nerve. 

FTJNCTION 

The palmaris longus acts to fiex the hand at the wrist, and to tighten palmar aponeurosis. 
Recently tennis players and golfers scem to be suffering from wrist problems labeled as 
'elbow syndromes." 

It cannot be said that this is due only to abnormal function. However, if insufficient 
practice or spinal abnormalities are the cause, then muscle imbalance vi11 be found. These 
inibalances, whether in primary or secondary movers or stabilizers, will elicit symptoms 
related to the forearm movement. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH 1 in.	 Dupuytrens contracture, carpal tunnel 
LENGTH	 8 in.	 syndrome. 
Y-SHAPED TAPE
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COMPLETED TAPING 

Palmaris Longus Taping in relaxed position. 

HOW TO ADHERE 

Ó 

a 
a 

a 

a 
a 

a 
a 
a 
a 
a 
a 
a 
a 

a 
a 
a 
a 

a 
a 
a 
a 
a

) 

S
Iightly fiex the elbow and wrist. Adhere 
tape over palmaris longus from clbow 

to wrist (proximal to distal).
F

ully extend elbow and wrist, adhere 
tape to the paim to finish. 
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EXTENSOR POLLICIS LONGUS 
ORIGIN 

Central 1/3 of posterior surface of ulna. 
Interosseus membrane. 

IN SERTION 

Dorsal surface of base of distal phalanx 
of thurnb. 

NERVE C7-C8 
Radial nerve. 

FLTNCTION 

Wrist extension and hyper extension are controlled by the extensor carpi radialis 
longus and brevis and the extensor cal-pi ulnaris muscles, whilc the extensor pollicis longus 
and brevis, extensor indices (2 fingers) and extensor digiti minimi muscles act as helpers. 

Extension ofthe fingcrs depends on the extensordigitorurn, extensor indicis and extensor 
digiti minimi muscles. The phalangeal joints are comprised of ihe metacarpophalangeal 
(MCP), proximal interphalangeal (PIP), and distal interphalangeal (DIP) joints. Recently, 
this extensor group has come under imbalance due to today's life stylc and working condi-
ti on s. 

TAPE SPECIFICATIONS	 CLINICAL APPLICATION 
WIDTH	 1 in.	 • Ganglion, extensor tendonitis. 
LENGTH	 8in. 
Y-SI-lA PED TAPE
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COMPLETED TAPING 

/

Extensor Pollicis Longus Taping in arm streched. 

HOW TO ADHERE 

p
lace the point of the "Y" over the base 
of the thumb on the dorsal surface. 

Adhcre the tape taus around the thumb.
F

lex thumb joints fully. Apply tape to 
base of thurnb then along the course of 

the muscle. 

41



EXTENSOR DIGITI BREVIS 
ORIGIN 

Lateral epicondyle of humerus. 

[NSERTION 

Dorsum of first pha!anx of little finger. 

NERVE C7-C8 
Radial nerve. 

FUNCTION 
Wrist extension and hyper-extension are controlled by the extensor carpi radialis 

longus and brevis and the extensor carpi ulnaris muscles, while the extensor pollicis longus 
and brevis, extensor indices (2 fingers) and extensor digiti minimi muscles act as helpers. 
Extensor pollicis longus, because it crosses 2 joints in the thurnb, assists extensor pollicis 
brevis in extension of the proxirnal phalanx. 

Extension ofthefingers depends onthe extensor digitorum, extensor¡ ndicis and extensor 
digiti minimi musc les. The phalangeal joints are comprised of the rnctacarpophalangcal 
(MCP), proximal interpha!angeal (PIP), and distal interpha!angeal (DIP) joints. Recently, 
this extensor group has come under imbalance due to today's life style and working condi-
tions. 

TAPE SPECIFICATIONS
	

CL[NICAL APPLICATION 
WIDTH 1 in.	 Ulna pain, inflammation of tendon 
LENGTH	 10-12 in.	 sheath of !ittle finger. 
Y-SHAPED TAPE
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COMPLETED TAPING 

Since this taping easily comes off, separate tapes may be
wrapped around each fingers. 

HOW TO ADHERE 

A
dhere the point of the 'Y" to the 
dorsum of the hand. Adhere tape haif 

way along the extensor digiti tendon.
P

atient elenches their fist with wrist in 
extension, then tape taus are adhered to 

little and ring fingers. Maintain clenched 
fist and fiex wrist; adhere tape along the 
course of the muscle. 
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BRACHIAL PLEXUS TAPE 
ARM AND FOREARM 

The region from the axilla to the 
elbow is known as the arm (upper arm), 
and from the elbow to the wrist is the 
forearm. The front of anterior surface of 
the arm and forearm is separated from 
the back or posterior surface. The ante-
rior (palmar or volar) muscles act in fiex-
ion while the posterior (dorsal) muscles 
work in extension. 

In the upper extrernity the arm is 
connected to the forearm by the elbow 
joint, and the hand is connected to the 
forearrn by the wrist. 

NERVE BRANCHES OF THE UPPER EXTREMITY 

The nerves of the upper extremity consist of the brachial plexus and its branches. The 
spinal nerve roots of this plexus originate from C5, C6, C7, C8 and Ti. There is also sorne 
contribution from C4. 

As the nerve roots pass betwecn the anterior and rniddle scalene muscles in tile neck, 
they group together to forrn the upper (C5, C6), middle (C7) and !ower (C8, Ti) trunks of the 
plexus. Deep to the middle of the clavicle, the trunks split into anterior and posterior divisions. 
The anterior divisions then separate into medial and lateral cords while the posterior division 
changes its name to posterior cord. The final branches from the cords are narned as peripheral 
nerves which innervate the upper extrernity stnictures. 

The periphcral nerve branches and the muscles they inncrvate are as foliows. The dorsal 
scapular nerve to the rhomboids, the suprascapular nerve to supraspinatus and infraspinatus, thc 
nerve to subclavius muscle, and the long thoracic nerve to the serratus anterior muscle al! come 
from the nerve roots and trunks oíthe plexus. No nerves come from the leve! of the divisions. 

The medial cord gives risc to the media! pectoral nerve to the pectoralis minor and major 
muscles, a branch that vill aid in forming thc median nerve and the ulnar nerve. The lateral 
cord of thc plexus gives rise to the lateral pectoral nerve which innervates pectoralis major but 
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not minor, a branch that aids in forming the median nerve, and the musculocutaneous nervc 
that innervates coracobrachialis, biceps brachii and brachialis muscles. The posterior cord 
gives off the axillary nerve to the deltoid and teres minor muscles, the upper and lower 
subscapular nerves that innervate the subscapularis muscle, the rniddle subscapular (also 
called the thoracodorsal) nerve goes to the latissirnus dorsi muscle, and the radial nerve. 

The ulnar nerve innervates the flexor carpi ulnaris and part of the flexor digitorum 
profundus, then traveis to the hand where it is motor to the muscles associated with the 
little finger and the deep intrinsic hand muscles (dorsal and volar interosseii, and adductor 
pollicis). It is also sensory to the volar and dorsal surfaces of the little finger and half of 
the ring finger. 

The radial nerve innervates all of the extensor muscles of the arm (triceps brachii, 
aconeus, supinator, brachioradialis), then divides into a deep branch which innervates ah 
of the extensor muscles of the forcarm (extensor carpi radialis longus and brevis, extensor 
digitorum, extensor pollicis longus and brevis, extensor indicis, extensor ulnaris, abduc- 
tor pollicis longus). The superficial branch of the radial nerve traveis to the dorsum of the 
hand where it is a sensory nerve. 

The median nerve innervates the flexor muscles of the forearm including the 
palmaris longus, flexor carpi radialis, flexor carpi ulnaris, pronator teres, flexor digitorum 
superficiahis, part of the flexor digitorum proflindus, flexor pollicis longus and pronator 
quadratus. The nerve then traveis into the hand where it gives off a motor nerve to the 
short muscles of the thumb (flexor pollicis brevis, abductor pollicis brevis and opponens 
pollicis) and a sensory nerve that supphies the volar surface of the thumb, mdcx and long 
fingers, and halfofthe ring finger. 

CERVICAL SYNDROME (Shoulder-arm-neck syndrorne) 

The brachial plexus peripheral nerves may cause paresthesia (numbness, tingling 
sensations) or pain in the upper extremity. These symptoms and associated signs may be 
described as cervical dise or cervical vertebral syndrome. 

It is not uncommon that inflammation of periphetal nerves, without neccssarily 
having a direct link to the cervical vertebrae, can cause stiffneck and shoulder pain. 
Certain occupational overuse conditions of the upper extremity may cause chronic 
inflammation of the brachial plexus cornponents. 

Generaily, brachial plexus syndrome, cervical pain, shoulder pain, arm pain and 
paresthesias are groupcd together as shoulder-arrn-ncck syndrome (cervical syndrome). 

TAPE SPECIFICATIONS 

go	 WIDTH 1 in.	 LENGTH 28 in.	 Y-SHAPED TAPE 

la
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COMPLETED TAPING 

Brachial Plexus Taping from back. 

HOW TO ADHERE 

--
/ 

fl

J 

S
cated and upper extrernity extended 
forward and stabilized. 

Adhcre "V" section of tape to 4th and 
5th carpo-metacarpo joints in cxten-
sion.

W hile fiexing wrist, tape is adhered 
ust aboye that area. 

Extend wrist, straighten elbow, then af-
fix tape to upper arm as wrist and elbow 
are flexed. 
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N
ext cxtend wrist and elbow to maxi-
mum and adhere tape (pass over lateral 

head of olecranon). 

(G
.,radually  take arrn across chest in a 

parallel une. Extend elbow, and puil 
tape to posterior section of shoulder

F
lex elbow taking ami across chest in a 
parallel une. Affix tape over upper part 

of scapula as far as spinous process of first 
thoracic vertebrae. 
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TRUNK 

Scalenus Anterior 
Scalenus Posterior 
Sternocleidomastoid 
Latissimus Dorsi 
Upper Trapezius 
Middle Trapezius 
Lower Trapezius 
Rectus Abdominis 
External Abdominis Oblique 
Interna! Abdominis Oblique 
Diaphragm Anterior 
Diaphragm Posterior 
Erector Spinae
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FUNCTION

SCALENUS ANTERIOR 

ORIGIN 

Anterior tuberosities of transverse 
processes of 3rd to 6th cervical 
vertebrae. 

INSERTION 

Scalene tubercie of 1 st rib (medial 
2/3 rds) 

NERVE C5, C6 

The scalene muscles as a group act unilaterally as lateral fiexors and bilateraily as 
anterior fiexors of the cervical spine. They also rotate the neck to the opposite side when 
used unilaterally. The scalene muscles elevate the lst and 2nd ribs during inspiration, so 
they havc a large influence on respiration. 

The involvement of the anterior scalene can be detected whcn the neck is flexed to the 
painful side where the referred pain extends from the 3rd to 4th cervical vertebrae to the up-
per border of the clavicle. The referral pattern from posterior scalene is from mid-cervical 
leveis to the upper shoulder region as well as the medial bordcr of the scapula. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH	 1 in.	 • Scalenus anterior symptoms, cervical 
LENGTH	 4in.	 spinc syndrome, thoracic outlet 
I-SHAPED TAPE	 syndrome, shoulder girdie symptoms.



The completed Scalenus Anterior Taping in relaxed position. 

HOW TO ADHERE 

e 
e 

e 
e 
e 
e 

e 
e 
e 
e 
e 
e 
a 
e 
a 
e 
e 
a 
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e 
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a 
a 
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e 
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e 
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COMPLETED TAPING 

jj

/ E \\ / 1• 
L

N

/ 

A
Pply  tape to insertion about 1/3 
distance out along clavicle. G

radually rotate neck towards thc 
involved side and side bend away from 

the tapcd side. Adhere along side of neck 
to finish. 
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FIJNCTION

SCALENUS POSTERIOR 
ORIGIN 

Posteriortuberclesoftransverseprocesses 
of 4th to 6th cervical vertebrae. 

INSERTION 

Outer surface of upper border of 2nd 
rib. 

NERVE C7, C8 

The scalene muscles as a group act unilaterally as lateral fiexors and bilateral!y as 
anterior fiexors of the cervical spine. They also rotate the neck to the opposite side when 
used uni!aterally. The scalene muscles elevate the lst and 2nd ribs during forced inspira-
tion, so they have a large influence on respiration. 

The involvement of the anterior sca!ene can be detected when the neck is flexed to the 
painful side where the referred pain extends from the 3rd to 4th cervical vertebrae to the up-
per border of the clavicle. The referral pattern from posterior scalene is from mid-cervical 
leve!s to the upper shoulder region as well as the medial border of the scapula. 

TAPE SPECIFICATIONS 	 CLINICAL APPLICATION 
WIDTH	 1 in.	 • Cervical sprain, cervical spine 
LENGTH	 4 in.	 syndrorne, shoulder girdle syndrornes, 
I-SHAPED TAPE	 cervical disc hernia. 
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COMPLETED TAPING 

The coinp!eted Scalenus Posterior Taping in relaxed position. 

HOW TO ADHERE 

s 

a 

a 
a 
a 

a 
a 
a 
a 

a 
a 
a 
a 
a 
a 

a 
a 
a 
a 
a 
a

/ 

A
pply tape base in groove between 
clavicic and free border of trapezius 

muscle, alrnost to acromion.

2 
E

xtend neck, side bend and rotate away 
from the taped side. Adhere tape along 

side of neck to finish. 
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FUNCTION

STERNOCLEIDOMASTOID 
ORIGIN 

Anterior surface of manubrium sterni. 
Sternal 1/3rd of superior anterior surface 
of clavicle. 

IN S ERTION 

Mastoid process; Outer haif of superior 
nuchal une of occipital bone. 

NERVE C2, C3 
Spinal root of CN XI 
(Accessory nerve) 

When the muscle acts unilaterally, it lateraily flexes thc neck with rotation of the 
head to opposite side. Bilateral contraction causes neck flexion so that the chin is thrust 
forward. The muscle may also help in respiration by elevating the sternum. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTI-I	 1 in.	 • Torticollis (wry neck). 
LENGTH	 6-8 in.	 • Costoclavicular symptoms. 
Y-SHAPED TAPE
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COMPLETED TAPING 

The competed Sternocleidomastaid Taping, 

HOW TO ADHERE 

/

T
o clongate sternocleidomastoid (SCM), 
rotate head toward the side to be taped. 

Place tape base on mastoid process of 
temporal bone of skull. Apply medial tape 
tail over sternal head of muscle.

T
o visualize clavicular head, side bend 
away from the involved SCM, maintain 

head rotation to same side. Apply tape over 
clavicular fibers to finish. Be sure to check 
whether or not tape is pulling on client's 
neck. 
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NERVE C1-C6 
Spinal nerves, Ansa cervicalis 

LONGUS CAPITIS, LONGUS COLLI, 

STERNOHYOIDEUS, THYROHYOIDEUS 

FTINCTION

ORIGIN 
LONGUS CA PI TIS: 
Base of occipital bone. 
LONGUS COLLJS: 
Anterior tubercie of CI, bodies of C 1 -C3 
vcrtebrae, transverse processes of C3-C6 
vertebrae. 
S TERNOHYOID: 
Posterior surface of manubrium of sternum 
and medial end of clavicle. 
THYROHYO!D: 
Oblique line of thyroid cartilage. 

INSERTION 
LONGUS ('A PI TIS: 
Anterior tubercies of C3-C6 transverse 
processes. 
LONGUS COLLI: 
Bodies of C5-T3 vertebrae, transverse pro-
cesses of C3-05 vertebrae. 
STERNOHYOID: 
Body of hyoid hone. 
TH YO 1-1 YOID: 
Body of hyoid bone. 

Longus capitis and longus colli muscles act bilaterally to fiex the neck and head 
against the puil of the posteriorly located sernispinalis and suboccipital muscles which are 
extensors of thc cervical region. Ifthe longus muscles act unilaterally, they will side bend 
the neck and head to the same side. Longus colli rotates the neck to the opposite side if it 
acts by itself. 

Sternohyoid and thyrohyoid muscles act to stabilize the hyoid bone in swallowing, 
coughing and speech functions. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH	 1 in.	 • Chronic torticollis, thoracic outlet syn-
LENGTH	 4 in.	 drorne, wryneck. 
Y-SHAPED TAPE
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e 
•	 COMPLETED TAPING 

e 
• 
e 
• 
• 
•	 • 
e	 fl 
•	 .1 

• 

• 

•	 ' k '	 _______ 
•	 The completed taping in relaxed position. 

: 

• 

: 

•  
N

eck is flexed forward 450• Apply base	 radually extend neck. At point of 
•	 of'Y" to manubrium sterni. 	 Gmaximul-n extension, adhere the tape. 
e 
e 
e 
e
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LATISSIMUS DORSI 

1. 

Ç\2

ORIGIN 
Spinous processes of last 5 or 6 thoracic 
vertebrae, thoracolumbar fascia, outer 
hp of ihiac crest. 
Last 3 or 4 ribs. 
Spinous processes of sacrum and infe-
rior angle of scapula. 

INSERTION 
Posterior hp of bicipital groove of 
humerus. 

NERVE C6-C8 
Thoracodorsal (rniddle-subscapular) 
nerve 

FUNCTION 

Latissimus Dorsi is a large, thin, triangular muscle. From thc lower haif of the 
thoracic and lumbar vertebrae, the belly of the muscic graduahly becomes thinner, and at 
the lateral border, it winds medially forward. In both adduction and internal rotation of 
the shoulder joint, latissimus dorsi has a rnuch stronger action than does the pectoralis 
major. Latissimus also pulis the hurnerus and scapula inferiorly. If this action ceases, 
it is not possible to support the body weight by the upper extremity. It has been sug- 
gested that there may be a relationship bctween latissimus dorsi and the pancreas whereby 
dysfunctions in this muscle may affect diabetes, hyperinsuhinism, hypoglycernia, and other 
sucrose metabolic diseases. However, this relationship has not been well studied. 

TAPE SPECIFICATIONS
	

CLIN ICAL APPLICATION 
WIDTH	 2in.	 Thoracic pain, idiopathic scoliosis, 
LENGTH	 16 in.	 frozen shoulder. 
I-SHAPED TAPE
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COMPLETED TAPING 

/ 

The Latissiinus Dorsi Taping in related position. 

HOW TO ADHERE 

e 
e 
e 
e 
e 
e 
e 
e

A
ppiy tape base to region of spinous 
processes of the 3rd to 4th lumbar 

vertebrae of the involved sidc. Gradually 
fiex trunk away and apply tape along course 
of muscle belly.

W
ith elbow extended, fully fiex and 
externally rotate shoulder. Adhere 

the tape to the lesser tubercie of humerus. 

/ 
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UPPER TRAPEZ1US 

FUNCTION

ORIGIN 

External occipital protuberance, medial 
1/3 of superior nuchal une of occipital 
bone, Iigamcnturn nuchae. 

INSERTION 

Lateral 1/3 of posterior surface of clav-
ide. 

NERVE C2 - C4 

Spinal accessory nerve. 

The trapezius muscle is comprised of 3 parts: the upper, middle, and lower fibers. 
The upper fibers can bc further subdivided into superior and inferior regions. Fibers of the 
superior region help in raising the upper cxtrernity, while those of the inferior region help 
to raise the cxtremity while at the same time act to upwardly rotate and adduct the scapula. 
When carrying objects, the upper trapezius works to support the distal end of the clavicle 
and acromion, thus acting as a countcrweight. 

TAPE SPECIFICATIONS 	 CLINICAL APPLICATION 
WIDTI-1	 1 in.	 Cervical disc bernia, cervical and 
LENGTH	 9-10 in.	 brachial symptoms, stiff shouldcr, 
1 o Y-SHAPED TAPE
	 cervical sprain. 
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COMPLETED TAPING 

a 
a 
a 
a 
a 
a 
a 
a 
a 
a 
a 
a 
a 
a 
a 
a 
a 
a 

e 
a 
e 
a 
e 
e 
a 
e 
e 

a 
a 

e 
a

/ vil 

F
lex the neck to about 45° and adhcrc 
base of tape to skin just below the hair 

une. Apply other end of tape to acromion 
while rotating the head toward the involved 
sidc.

T
o relax upper trapezius, adhere base of 
tape to acromion, rotate head toward 

the involved side, thcn apply remainder of 
tape along course of muscle fibers toward 
llair une. 

The completed Upper Trapexius Taping in relaxed position. 

HOW TO ADHERE

, 

2
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MIDDLE TRAPEZ1US 

\	

lit

ORIGIN 

Posterior longitudinal ligaments. Spi- 
nous processes of 7th cervical and upper 
thoracic vertebrae. 

INSERTION 

Superior hp of spine of scapula. 

NERVE C2 - C4 

Spinal accessory nerve. 

FIJNCTION 

The trapezius muscle is comprised of 3 parts: the upper, rniddle, and lower fibers. 
The middle trapezius assists in adduction of the scapula. If the middle trapezius becomes 
weak, then as the upper Iimb is raised the scapula slides lateraily. 

TAPE SPECIFICATIONS
	

CLIN1CAL APPLICATION 
WIDTH	 2in.	 Cervical disc bernia, cervical and 
LENGTH	 10 in.	 brachial symptorns, stiff shoulder, 
Y-SHAPED TAPE
	 cervical sprain. 
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COMPLETED TAPING 

'S 1 
The Completed Upper and Middle Trapezuis Tapings. 

HOW TO ADHERE 

A
dhere base oftape posteriorto acrom ion 
process. F

lex elbow to 90° and raise elbow to 
slioulder leve!. 1-lorizontal!y adduct 

humerus to front of body and apply tape 
along course of muscle fibers toward 
spinous processes of C6 to T3 to finish. 
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FUNCTION

LOWER TRAPEZ1US 

ORIGIN 

Supraspinous ligarnents and spinous 
processes of lower 7 thoracic vertebrae. 

INSERTION 

Upper border and tuberosity at base of 
spine of scapula. 

NERVE C2 - C4 

Spinal accessory nerve. 

The trapczius muscle is comprised of 3 parts: the upper, middle, and lower fibers. 
The lower trapezius assists in upward rotation of the scapula, but it also depresscs and 
adducts the scapula. When the lower trapezius is not working, the scapula is not stabilized 
and there is not sufficient upward rotation of the glenoid for full flexion of the humerus. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICAYION 
WIDTH	 2 in.	 • Cervical dise bernia, cervical and 
LENGTH	 12111.

	 brachi al symptoms, sti ff shou ider, 
Y-SHAPED TAPE
	 cervical sprain. 
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COMPLETED TAPING 

The completed Upper, Middle, and Lower Trapezius Tapings. 

HOW TO ADHERE 

,j,'!d4l	 /	 / 

:.

	

111 

F
ix base of tape on the medial end of the

	

	 pply thc end of upper tape taj! at T4
spine of the seapula.Fully extend the	 Aleve] of of vertebral column and that 

shoulder and retract scapula.	 of lower tape taj! at TU spinous process. 
Then adduct arrn across front of body, and 
side bend upper tumk to opposite side to 
affixed tape taus. 

65



FUNCTION

RECTUS ABDOMINIS 

ORIGIN 
Crest of pubis. 
Symphysis of pubis. 

INSERTION 
Xyphoid process, 5th-6th costal carti-
lages. 

NERVE C5-T12 

The rectus abdorninis anteriorly flexes the thoracic lumbar spine. When one side is 
involved in movement, it helps in side flexion of the vertebral column. When the head is 
raised and when standing straight as in good posture, this muscle becomes active. It also 
functions to compress the abdominal contents. If thc rectus abdominis is weak, the lower 
back beconies tircd and frequently pain or aching is felt. When only one side is wcak, the 
movement of the shoulder on the opposite side becomes less active and more difficu!t to 
move. In many cases during prcgnancy, supp!eness and elasticity of the niuscle are lost 
with subsequent difficulties experienced in childbirth. 

The transversus abdominis helps the rectus abdominis during trunk flexion, and also 
in compressing the abdominal viscera during the expiration phase of respiration. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH	 2 in.	 • Spinal stenosis spondylolysis, 
LENGTH	 10 in.	 spondylolisthcsis. 
1-SI-TAPED TAPE
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COMPLETED TAPING 

The Completed Rectus Abdomins Taping. 

HOW TO ADHERE 

, ( 
(	 ¡ 

_ UI-

)P,
	

9 

le
se the head and fiex both knees. 
dhere tape from xyphoid process, 

5th-6th costal cartilages with 20% stretch.
A

s lcgs are gradually Iowered and 
stretched with continued neck feixion, 

adhere tape near the syrnphysis pubis. 
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FLTNCTION

EXTERNAL ABDOMINIS OBLIQUE 

ORIGIN 
Lower anterior surface of 5th- 1 2th ribs. 

INSERTION 
Linea alba. 
Anterior spine and iliac crest. 

NERVE T7-T12 
Subcostal nerve. 

The two external abdominis oblique muscle fibers run downward and mcdially's 
together they cooperate in flcxing the trunk by resisting each other. When the fibers of one 
side act, the result is lateral flexion and rotation of thc trunk to the opposite side. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH	 2in.	 Lumbago, lumbar disc bernia, ossify- 
LENGTFI	 8 in.	 ing costal castilage, colitis. 
1, Y, or FAN-SI-IAPED TAPE
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COMPLETED TAPING 

"H 
\\

The Completed Externa! Abdorninis Oblique Taping. 

HOW TO ADHERE 

	

\/• -çg>	 i

--.--------. 

	

A
dhere base of the tape below fue navel 	 pply the tape along the course of the

	

in the region of the anterior superior 	 Amuscle to affix below and lateral to 
iliac spine (ASIS). 	 xiphoid process to finish. 
Gradually rotate trunk away from the side 
of involvernent.
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INTERNAL ABDOMINIS OBLIQUE 

ORIGIN 
Iliac fascia deep to lateral posterior of 
inguinal ligament. 
Anterior haif of crest of iliurn. 
Lumbar fascia. 

ví/í,

INSERTION 
Crest of pubis, medial part of pectineal 
une. 
Linea alba by aponeurosis. 
Inferior border of 10-12th ribs. 

NERVE T6-L1 
Iliohypogastric nerve 

FUNCTION 

The interna] abdorninis oblique runs in 3 directions, and helps in flexion of the lum -
bar spine and in rotation of the spine to the same side. This muscle is mainly concerned in 
active rotation of the spinal colurnn. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH	 2 in.	 Lumbago, lumbar dise hernia, ossify-
LENGTH	 8in.	 ing costal castilage, lumbar disc bernia. 
I-SHAPED TAPE
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COMPLETED TAPING 

ÍH' ¡	 II)	 _ 

.. 
•	 The Completed Interna] Abdorninis Oblique Taping. 

•	 HOW TO ADHERE 

Jí

• ___________________ __________________ 
•	 j/l •	 1 
•	 (2 

•	 __ 1
- 

•	 ith trunk flexed, rotate trunk towards hile derotating trunk and lowering 
•	 Winvolved side. Adhere base of tape	 Winto supine position, apply tape along 

•	 to region of anterior superior iliac spine	 course of niuscle to finish. 

•	 (ASIS).

71



DIAPHRAGM ANTERIOR 

(

-

ORIGIN 
STERNAL SECT!OiV: 
Dorsum of xyphoid process. 
COSTAL SECTION: 
Inner surface of lower 6 costal cartilages 
and lower 6 ribs on either side, 
interdigitating with the transversus ab- 
dom ini s. 
LUMBAR SECTION. 
Bodies of upper lumbar vertebrae and 
by 2 fibrous arches on either side which 
span from the vertebrae to the transverse 
processes. 

INSERTION 
Central tendon of the diaphragm. 

NERVE C3 - C5 
Phrenic nerve. 

FUNCTION 

The diaphragm is a thin, dome-shaped muscle which separates the chest from the 
abdominal cavity by its skeletal attachments to the sternum, ribs and lumbar vertebrae. 

In the center of the diaphragm is thc central tendon in the shape of an inverted "y" 
and into which insert all of the diaphragmatic muscle fibers. 

When the diaphragrn contracts, the abdominal viscera are compressed and a 
negative pressure is formed in the thoracic cavities. This results in the inspiratory phase 
of respiration. Expiration occurs when the diaphragm relaxes. Thc lower ribs expand to 
allow decp breathing. 

When diaphragmatic muse le imbalance occurs, the diaphragm will be either raised or 
lowered. This in turn may be related to such complicated symptorns as hiccups, breathing 
difficulties, visceroptosis, and may also be associated with angina pectoris. 

TAPE SPECIFTCATIONS	 CLINICAL APPLICATION 
WIDTH	 2 in.	 • Elevated diaphragm with increased 
LENGTH	 10-12 in.	 intrathoracic pressure, angina pectoris, 
I-SHAPED TAPE	 stomach ache. 
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COMPLETED TAPING 

1	 -, 

/ 

i ne omp1eteu Lnapnragm anterior laping. 

HOW TO ADHERE

1't 

j 
E

ither standing or seated, breathc out, 
contract the abdominal rnuscles to puil 

in the abdomen. Adhere the base of about 
2-3 in. of the tape about 1 inch below the 
xyphoid process.

G
radually take in a deep breath to 
expand the lower ribs and hoid. Affix 

tape taus at the point of maximLlm rib cage 
expansion. 

1 

7)C 
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DIAPHR.AGM POSTERIOR 

FUNCTION

ORIGIN 
STERNAL SECTION: 
Dorsum of xyphoid process. 
COSTAL SECTION: 
Inner surface of lower 6 costal 
cartilages and lower 6 ribs on either 
side, interdigitating with the transversus 
abdominis. 
LUMBAR SECTION: 
Bodies of upper lumbar vertebrae and 
by 2 fibrous arches on either side which 
span from the vertebrae to the transverse 
processes. 

INSERTION 
Central tendon of the diaphragm. 

NERVE C3-05 
Phrenic 

The diaphragm is a thin dome-shaped muscle which separates the chest from the 
abdominal cavity by its skelctal attachments to the sternum, ribs and lumbar vertebrac. 

In the center of the diaphragm is the central tendon in the shape of an inverted "V" 
and into which insert all of the diaphragmatic muscle fibers. 

When the diaphragm contract, the abdominal viscera are compressed and a negative 
pressure is formed in the thoracic cavities. This results in the inspiratory phase ofrespiration. 
Expiration occurs when the diaphragm relaxes. The lower ribs expand to aflow deep breath-
ing.

When diaphragmatic muscle imbalance occurs, the diaphragm will be either rai sed or 
lowered. This in tum may be related to such complicated symptoms as hiccups, breathing 
difficulties, visceroptosis, and may also be associated with angina pectoris. 

TAPE SPECIFICATIONS
	

CL[NICAL APPLICATION 
WIDTH	 2in.	 • Visceroptosis, mid-back ache. 

LENGTH	 10-12 in. 
!-SHAPED TAPE
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COMPLETED TAPING 

Llé 

The Completed Diaphragrn Posterior Taping. 

HOW TO ADHERE 

a 

a 

a 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

a 

a 

e 

e 

e 

e 

e

Çi	 Al 

 /	 / 

W
ith patient standing, arms fully 
extended and scapulae retracted so as 

to narrow the space around the 1 2th thoracic 
vertebra. Adhere base of about 2-3 inches 
of the tape to spinous process ofTl2.

G
radually take in a deep breath to expand 
the lower ribs and hoid. Bend body 

slightly forward and adduct both amis to 
open the posterior section of the lower rib 
cage. Affix tape at the point of maximum 
rib cage expansion. 
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ERECTOR SPINAE 

ti 
f	 1:77,

ORIGIN 
Comrnon origins of the erector spinae 
muscle group are the posterior sacrum, 
ji iac crest, sacrotuberous ligarnent, 
dorsal sacroiliac ligamcnt, spinous 
processes ofTi 1-1-5 vertebrae and 
their interspinous ligarnents, and 
thoracolurnbar aponeurosis. 

INSERTION 
Angles of ribs, transverse processes of 
superiorly located vertebrae. 

NERVE 
Dorsal branch of spinal nerve. 

FIINCTION 

The erector spinae muscle group is comprised of three large muscles: iliocostalis, 
longissimus, and spinalis. Their overail function is to extend the vertebral column which 
is of major importance in maintenance of upright posture and the ability to move the body 
forward. Thc iliocostalis is the most iaterally located, followed by the longissirnus and the 
spinalis most mcdially. Iliocostalis and longissirnus also lateraily bend the trunk. Superior 
fibers of longissimus and spinalis also extend the head. 

TAPE SPECIFICATIONS 
WIDTH	 2in. 
LENGTH	 11 in. 
Y-SHAPED TAPE

CLINICAL APPLICATION 
• Lumbar pain syrnptorns (myofascial 
pain syndrome), lumbar disc hernia, 
lumbar deformation, inflamrnation of 
floating ribs. Appilcation can be utilized 
on a bilateral basis. 
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COMPLETED TAPING 

The Completed Erector Spinae Taping. 
e 

e 
e 

e 
e 
e 

e 
e 

e 
e 
e 
a 
e 
e 
e 
e 
e 
e 
e

HOW TO ADHERE 

W
ith patient standing, adhere the base 
of the tape over the sacrum. As client 

gradually bends forward, apply one of the 
tape taus along the course of the muscle.

_/	 7 

K
cep approxirnately 5100 separation 
between taus of tape. Apply 2nd tape 

tail in the same manner along the course of 
the muscle to finish. 

77



• 
• 
• 

1 
•

zr 

•1 .1	 - 

• -u 
1•

._ 

1.1 

.1I 
• _. 

• 

- -..__	 •• = 
- •_• ç rl-

IIE

-	 -•	
__; 

.	 1.-.-••. 
••I • 

u	 u 

MIL- 1 EL 

la--	 - L• ' 

- •f•_ ri 

•	 1T 

• 

! _ 

-

I"I _• 
'TH = ::. 

u
iI 

1 

lii ••:



PELVIC GIRDLE 

Gluteus Maximus 
Gluteus Medius & Minimus 
Tensor Fascia Lata 
Sartorius 
Adductors 
Piriformis 
Quadriceps Femoris 
Hamstrings 
Soleus, Gastrocnemius 
Extensor Hallucis Longus 
Peroneus Longus and Brevis 
Flexor Hallucis Brevis 
Sciatic Nerve Tape
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GLUTEUS MAXIMUS 

ORIGIN 
Iliurn behind posterior gluteal une. 
Posterior surface of sacrum and coccyx. 
Sacrotuberous ligament. 

INSERTION 
Iliotibial band of fascia lata. 
Gluteal ridge of femur. 

NERVE L5, Si, S2 
Inferior gluteal nerve. 

FUNCTION 

The gluteus maximus is an extensor of the buttocks; it also functions as a strong 
external rotator of the femur. The upper 1/3 of the muscle may be used for abduction and 
thc lower 2/3 function to adduct the femur. Thus, this rnuscic extcnds (approximately 15'), 
adducts (200), externally rotates (approximately 45°) and slightly abducts the thigh. The 
gluteus maxirnus is especially active when it is used to risc from a sitting position or when 
climbing stairs. 

TAPE SPECIFICATIONS
	

CLIN ICAL APPLICATION 
WIDTH	 2in.	 • Lumbago, sciatica, coxitis 
LENGTH	 12 in.	 (inflarnrnation of hip joint), inflammation 
Y-SHAPED TAPE
	 of sacro-iliac joint. 
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COMPLETED TAPING 

The Completed Gluteus Maxirnus Taping. 

HOW TO ADHERE 

¿.
	 ^j 

ÁT 

W
ith patient in sidelying, place base 
of tape with point of "Y" at greater 

trochanter. Abduct thigh and adhere anterior 
tape tall as femur is gradually lowered to 
starting position.

F
lex fernur, a!low to internally rotate and 
adduct onto supporting surface of table 

then adhere posterior tape tajl towards apex 
of sacrum to surround gluteus maximus 
muscle be!ly. 
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GLUTEUS MEDIUS & MINIMUS 

ORIGIN 
Dorsal section, externa] surface of ilium 
between iliac crest and posterior gluteal 
une, the ventral section, anterior gluteal 
une. 
Gluteal aponeurosis. 

INSERTION 
Oblique ridge of lateral surface of greater 
trochanter of fernur. 

NERVE L5-S1 
Superior gluteal nerve. 

FUNCTION 

The gluteus medius and minirnus muscles act to abduct the femur. They also 
internally rotate the femur. Their prirnary function is to keep the pelvis level when the 
opposite leg and foot are raised. When the superior fibers of gluteus maximus are unable 
to act as abductors of the thigh, gluteus medius and minirnus are strong enough to perform 
this function thernselves. Anterior fibers of gluteus medius assist in flexion of the femur 
while posterior fibers help in extension. Gluteus minirnus works in abduction and interna] 
rotation of the hipjoint, and it also helps the gluteus rncdius in its functions. 

CLIN ICAL APPLICATION 
• lnflarnrnation of the hipjoint, 
congenital dislocation of the hipjoini 
(Cal ve-Legg-Perthes syndrome), status 
post total hip arthroplasty (THA). 

TAPE SPECIFICATIONS 
WIDTI-I	 2 in. 
LENGTH	 7111. 

Y-SHAPED TAPE
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COMPLETED TAPING 

The Completed Gluteus Medius and Minimus Taping. 

HOW TO ADHERE 

e 
e 
e 
e 
e 

e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 

e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
e 
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I
n the same manner as in gluteus maximus 
taping, adhere base of "Y" tape to greater 

trochanter. The anterior tape tajl is affixcd 
as the abducted hip is Iowered to starting 
pos i tion.

p
osterior tape taíl is applied when the 
fernur is allowed to internally rotate and 

adduct onto supporting surface of table. 
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TENSOR FASCIA LATA 
ORIGIN 
Anterior superior iliac spine and anterior 
part of iliac crest. 

IN S ERTION 
Lateral condyle of tibia by rneans of 
iliotibial tract. 

NERVE L4, L5 
Superior gluteal nerve. 

(1 

FIJNCTION 

The tensor fascia lata, along with the gluteus maximus, stabilizes the hip joint and 
steadies the trunk on the thigh. By itself, this muscle abducts, internally rotates and flexes 
the thigh. Because it courses anterior to the axis of the knee, it also helps keep the knee 
extended. 

CLINICAL APPLTCATION 
• Intervertebral dise herniation, 
inflammation of the hipjoint, irritation 
of the lateral kneejoint, sciatica from the 
upper lumbar vertebrae. 

TAPE SPECIFICATIONS 
WIDTH 2in. 
LENGTH 8 in. 
I-SHAPED TAPE
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COMPLETED TAPING 

Y. 

The Completed Tensor Fascia Lata Taping. 

HOW TO ADHERE 

T ts	 -...' 

}

V	
1Ij,f

- 1	 - 

p
atient in side lying with hip abducted. dhere tape so that A passes over greater 
Affix one end of the tape to iliac crest.

	
Atrochanter. 
While gradually adducting leg, adhere tape 
at the point of maximum adduction. 
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SARTORIUS

ORIGIN 
Anterior superior iliac spine (ASTS) and 
superior halfofnotchjust inferior to it. 

IN SERTION 
Proximal part of anterior and medial sur-
face of tibia. 

NERVE L2, L3 
Femoral nervc. 

FIJNCTION 

The sartorius flexes, abducts and externally rotates the thigh at thc bip, and also 
helps to fiex the leg at the kneejoint. Although the rnajority of this muscle is found in the 
anterior compartrnent of the thigh, it functions to fiex and intcrnally rotate thc knee joint. 
When sartorius is weak, it causes angling of the pelvis and knee pain, most frequcntly seen 
in the medial part of the knee joint. The name of the muscle comes from thc position of 
sitting cross-legged on the fioor, a position once used by tailors hundreds of years ago. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH	 1 in.	 Hipjoint conditions, knee conditions. 
LENGTH	 18 in. 
I-SHAPED TAPE
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COMPLETED TAPING 

.Y9 

Completed taping in supine position. When waiking, care should be 
taken that tape does not puli. 

HOW TO ADHERE 
-0• 

-' 

JL;.. 
./f4 

-./j;) ';•• 
-•----'•--	 _______

\\ \ 
. • Ç .; :'-

1..	 c.1;	 i..	 •: 
/ •.l 

P
atieiit in supine, propped on elbow, hip 
abducted and in externa] rotation, hip 

and knee in moderate flexion. Adhere tape 
base to region of proxirnal part of medial 
surtce to tibia, medial border.

T
apeis angled toward ASIS and applied 
as hip is brought into internal rotation, 

and hip and knee are gradually extended. 
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ADDUCTORS 

r

\ 

ORIGIN 
ADDLJCTOR MA GNUS: 
Inferior ramus of pubis, ranius of ischium. 
Ischia! tuberosity. 
ADDtJCTOR LONGtJS: 
Body of pubis inferior pubic crcst. 
ADDUCTOR BRE VIS: 
Body and inferior ramus of pubis. 
GRA CILIS: 
Body and inferior ramus of pubis. 
PECTINEUS: 
Superior ramus of pubis. 

INSERTION 
ADDUCTOR MA GNUS: 
Gluteal tuberosity, linea aspera, medial 
supracondy!ar une, and adductor tubercie. 
A DD UCTOR L ONGL'S: 
Middlc third of linea aspera. 
ADDUCTOR BRE VIS: 
Pectineal une and proximal linca aspera. 
GRA 1LIS: 
Superior part of medial tibia. 
PECTINEUS: 
Pectineal line of femur. 

NERVE 
ADDUCTOR MA GNUS: L2, L3, L4; 
Obturator and Tibial nerves. 
ADDUCTOR LONGUS: L2, L3, L4; 
Obturator nerve. 
ADDUCTOR BRE VIS: L2, L3, L4; 
Obturator nerve. 
GRAC1LIS: L2, L3; 
Obturator nerve. 
PECTINEUS: L2, L3 
Obturator and femoral nerves. 

TAPE SPECIFICATIONS 
WIDTH	 2in. 
LENGTH	 8in. 
I-SHAPED TAPE 

FUNCTION 
The adductors as a group serve to adduct 

the fernur on the pelvis though the hip joint. The 
adductor magnus is divided into an adductor portion 
and a harnstring portion. The adductor portion 
adducts and flexes the thigh, while the harnstring 
portion adducts and extcnds the thigh. Adductor 
magnus is also a weak internal rotator of the hip 
joiflt.

Thc adductor longus adducts and flexes the 
fernur, and also helps in rotation of the femur, but 
weakly.

The adductor brevis adducts and flexes the 
femur, arid is a weak hip rotator. 

The graci!is muscle adducts the thigh, flexes 
the leg at the knee, and helps rotate it medially. 

The pectineus muscle adducts and flexes thc 
thigh, and also helps with internal rotation at the 
hip joint. 

CLINICAL APPLICATION 
• Hip joint conditions, knee conditions and pelvic 
conditions.
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COMPLETED TAPING 

\Ç 

Thc Conipleted Adductors Taping. 

HOW TO ADHERE

F
lex knee to 900, and adduct thigh. 
Adhere one end of tape just dista] to 

groin.
W

hile abducting lcg, adhere tape when 
hip is fully abducted. 
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PIRIFORMIS
ORIGIN 
Anterior surface of sacrum within the 
pelvis, and sacrotuberous 1 igarnent. 

/
	

INSERTION 
Superior border of greater trochanter of 
f'emur. 

NERVE S1-S2 
Nerve to piriformis 

FUNCTION 

The pirifoniiis works in externa! rotation and extension of the hip. This muscic acts 
with the obturator internus, superior and inferior gemcllae, and quadratus femoris to steady 
thc head of the femur in the acetabu!um. 

When the pirifoniis beco mes weak, it sometimes has adverse effects of thc sciatic 
nerve dueto the fact that iii 15-20% of people, sciatic nerve components pass through the 
muscle as they make their way into the buttock. Paresthcsias or pain may result from this 
iiip 1 ngcrnent. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTI-1	 2 in.	 • Piriformis syndrorne, hipjoint 

LENGTH	 6in.	 conditions, sciatica. 
Y-SHAPED TAPE
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COMPLETED TAPING 

The Completed Piriformis Taping. 

HOW TO ADHERE

.7 

T
he patient lies on side, knee flexed to 
120°, and hip abducted. 

First adhere the base at greater trochanter. 
Next adhere one end of tape towards 
sacrum.

W
ith rernaining end of tape, point 
toward lower buttocks and slightly 

abducting hip. 
While fiexing hip towards chest, affix tape. 
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QUADRICEPS FEMORIS 
ORIGIN 
RECTUS FEMORJS: 
Anterior inferior iliac spine, groove 
aboye acetabulurn. 
VASTUS INTERMEDIUS: 
IJpper 2/3rd of anterior surface of shaft 
of femur. 
VASTUS MEDÍA LIS: 
Distal half of intertrochanteric une, me-
dial hip of tinca aspera and proximal 
part of medial supracondylar une. 
VASTUS LATERALIS: 
Upper haif of intertrochanteric une, 
anterior and inferior rim of greater 
trochanter, lateral 1 ip of gluteal tuberos-
ity, proximal haif of lateral hp of linea 
aspera. 

INSERTION 
Base of pate!la. 

NERVE L2-L4 
Femoral nerve. 

FUNCTION 

The quadriceps femoris, the strong extensor of the knee, is made up of four muscles: 
rectus femoris, vastus lateralis, vastus intermedius and vastus medialis. There appears to 
not be a reason to differentiate a speciatized subdivision called vastus medialis obliquus. 

Within this group only rectus femoris traverses two joints. This means that this 
muscle is used in the movement oftwojoints. This subdivision of thc quadriceps acts to 
help iliopsoas to fiex the thigh. 

TAPE SPECIFICATIONS
	

CLINICAL APPLTCATTON 
WIDTH	 2in.	 Vi sceroptosis, mid-back ache. 
LENGTH	 1 0-1 2 iii. 
I-SHAPED TAP!
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COMPLETED TAPING 
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The Completed Quadriceps Femoris Taping. 

HOW TO ADHERE 
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S
upine with knee extended. 

Adhere base of tape to the belly 
of quadraceps fernoris and une tape up 
towards patella. 
Separate t\vo tape taus of"Y".

F
lex knee and adhere tape taus around 
patella to finish at tibial tuberosity. 
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HAMSTRINGS 

FUNCTION

ORIGIN 
SEMIMEMBRIZI NOSUS: 

Ischial tuberosity. 
SEMITENDIiVOSUS: 
Ischial tuberosity. 
BÍCEPS FEMORIS: 
LONG HEAD: Ischial tuberosity. 
SHORT HEAD: Linea aspera. 

INSERTION 
SEMIMEMBRA NOSUS: 
Posterior part of medial tibial condyle. 
SEMÍ TENDINOSLTS: 
Anteromedial part of proximal tibia. 
BÍCEPS FEMORIS: 
Fibular head. 

NERVE L5, Si, S2 
Tibial nerve (Semimembranosus, Semi-
tendinosus, Long head of Biceps femo-
ri s). 
Cornmon peroneal nerve (Short head of 
Biceps femoris). 

Thc semimembranosus, semitendinosus and long head of the biceps femoris act to 
extend the thigh and they also are strong fiexors of the knee joint. The semimembranosus 
and semitendinosus muscles can internally rotate the leo. The short head of the biceps 
femoris flexes the leo and externally rotates it at the kneejoint. When the thigh and leo are 
flexed, thesc muscles can also extend thc trunk through tileir action on thc pelvis. In short, 
the hamstring muscles are able to stabilize the lumbar region, cxtend the thigh from the 
fiexed position, and help in internal and external rotation of the leg at thc kneejoint. 

CLINICAL APPLICATJON 
• Internal derangement of the knee, 
osteoarthritis of the knee, damage to the 
tibial collateral ligament, damage to the 
semi-lunar cartilage. 

TAPE SPECIFICATIONS 
WIDTH	 2 in. 
LENGTI-I	 10-18111. 
Y-SHAPED TAPE
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The Completed Harnstrings Taping. 

HOW TO ADHERE 

la 

la 
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a

COMPLETED TAPING 

9 

 ^: z7w 

1 

W
ith patient prone, knee moderately 
flexed and hip somewhat extended. 

Adhere tape base of proxirnal thigh in une 
with ischial tuberosity. As knee is gradually 
extended, apply tape tail to one side of 
knee.

y 

vr,

R
eturn knce to flexed position. As knee 
is gradually extended, adhere 2nd tape 

tail to other side of knee. 
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SOLEUS and GASTROCNEMIUS 

ORIGIN 
SOLEL'S: 
Posterior surface of head of fibula; 
proximal 1/3 of posterior surface of 
fibula; soleal une and medial border of 
tibia. 
GASTROCNEMIUS: 
LATERAL HEAD: 
Lateral condyle and posterior part of me-
dial condyle. 
MEDIAL HEAD: 
Proximal and posterior part of medial 
condyl e. 

INSERTION 
Posterior surface of caleaneus by rneans 
of Aehille's tendon (tendo calcancous). 

NERVE SI, S2 
Tibial nerve. 

FUNCTION 

The superficial plantar fiexors of the foot are also termed the trieeps surae. This 
group consists of soleus, gastrocncmius and plantaris muscles. Since they enter the foot on 
the medial side, they also are veiy strong invertors of the ankle and foot. 

TAPE SPECIFICATIONS 
WIDTH	 2111. 
LENGTH 12 in. for Soleus. 

15,-20 in. for Gastroenemius 
Y-SHAPED TAPE

CLIN ICAL APPLICATION 
• Inflamrnation of the Achille's tendon, 
ankle conditions, pain on the plantar 
surface of the heel.



COMPLETED TAPING 

The Completed Soles & Gastrocnemius Taping. 

HOW TO ADHERE 

p
atient in prone with knee flexed. or in 
hands-and-knees (quadruped) position 

to allow plantar surface of foot to be seen 
easily. First, adhere base of tape to plantar 
surface of heel. Adhere tape overAchille's 
tendon as ankle is dorsiflexed.

W
hile maintaining ankle dorsiflexion, 
apply tape tails to posterior surface 

of Ieg to surround soleus and gastrocneniius 
muscle complex to finish. 
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EXTENSOR HALLUCIS LONGUS 

ORIGIN 
Middle part of anterior surface of fibula 
and interosseous membrane. 

IN S ERTION 
Dorsal aspect distal phalanx of great 
toe. 

NERVE L5, SI 
Deep peroneal (fibular) nerve. 

FUNCTION 

Extends bothjoints ofthe great toe; assists anterior tibialis muscle in ankle dorsiflexion 
and inversion. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
W1DTH	 1 in.	 Sprained ankle, ostcoarthntis of thc 
LENGTH	 14111.	 a 11k 1 c 
Y-SI EAPFD TAPL
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COMPLETED TAPING 

The Completed Soles & Gastrocnernius Taping. 

HOW TO ADHERE 
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P
atíeiit in prone with knee flexed, or in 
hands-and-knees (quadruped) position 

to allow plantar surtce of foot to be seen 
easily. First, adhere base of tape to plantar 
surface of heel. Adherc tape overAchille's 
tendon as ankle is dorsifiexed.
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W
hile maintaining ankle dorsiflexion, 
apply tape taus to posterior surface 

of leg to surround soleus and gastrocnemius 
muscle complex to finish.



EXTENSOR HALLUCIS LONGUS 

ORIGIN 
Middle part of anterior surface of fibula 
and interosseous niembrane. 

INSERTION 
Dorsal aspect distal phalanx of great 
toe. 

NERVE L55S1 
Deep peroncal (fibular) nerve. 

FUNCTION 

Extends both joints ofthe great toe; assists anterior tibialis muscle in ankle dorsiflexion 
and inversion. 

TAPE SPECIFICATIONS
	

CLIN ICAL APPLICATION 
WIDTH	 1 in.	 Sprained ankle, osteoarthritis of the 
LENGTH	 14 in.	 anklc. 
Y-SHAPED TAPE
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COMPLETED TAPING 

The Completed Extensor Halluces Longus Taping. 

HOW TO ADHERE 

íj 
fli 4 
L :; 

D
orsiflex anklc to maxirnum and plantar 
fiex great toe. 

Start by fixing "y" section of tape to 
great toe. 

Planter fiex ankle to maxirnum and 
affix tape.

R
etum ankle to dorsi flexed position, linc 
tape up along tibialis anterior. 
With ankle plantar flexed to maximum, 

adherc tape. 
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PERONEUS LONGUS & BREVIS 

ORIGIN 
PER ONEUS LONGUS: 
Head and superior 1/3 of lateral surface 
of fi bula. 
PER ONEUS BRE VIS: 
Inferior 2/3 of lateral surfacc of fibula. 

INSERTION 
PER ONEUS LONGUS: 
Plantar surface of base of 1 st metatarsal 
and medial cuneiform bones. 
PERONEUS BRE VIS: 
Lateral side of base of 5th metatarsal 
bone. 

NERVE L55S15S2 
Superficial peroneal (fibular) nerve. 

FUNCTION 

The peroneal muscles evert the foot. Because they enter the foot posterior to fue 
joint axis, they also plantar fiex the ankle and foot. These muscles act to resist inversion 
ankle sprain. 

TAPE SPECIFICATIONS
	

CLINICAL APPLICATION 
WIDTH	 1 in.	 Inflammation of peroneal nerve, ankle 
LENGTH	 14 in.	 sprain. 
I-SHAPED TAPE
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COMPLETED TAPING 

The Completed Foot Eversion & Peroneus Longus Taping. 

HOW TO ADHERE 

S
upine, knee slightly fiexed to about 300 
with ankle everted. Adhere base of 

tape to base of 5tth metatarsal for peroneus 
brevis, or along medial part of instep just 
in front of calcaneus for peroneus longus. 
Apply tape and hoid tape down on latera! 
malleolus.

A
ppiy tape along lateral leg foliowing 
course of peroncal muscles, while the 

ankle and foot are placed in inversion and 
dorsiflexion, to finish. 
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NERVE S2, S3 

INSERTION 
Medial and lateral parts of base of proxi-
mal phalanx of great toe. 

Medial plantar nerve. 

FLEXOR HALLUCIS BREVIS 

ORIGIN 
Plantar surfaces of cuboid and lateral cu-
nciform bones. 

FUNCTION 

Flexes proximal phalanx of 1 s toe. This muscle is extrernely necessary in maintaining 
balance and in support of the longitudinal arch. 

TAPE SPECIFICATIONS	 CLINICAL APPLICATION 
WIDTH	 1 in.	 Pain in the base of the heel, 
LENGTH	 6-7 in.	 longitudinal arch, dropped arch (fiat 
Y-SHAPED TAPE
	

foot); turf toe in athietes. 

102



The Completed Flexor Halluces Brevis Taping. 

HOW TO ADHERE 

COMPLETED TAPING 

LL 

T
he patient is prone, knee flexed and 
sole of foot facing up. 

Firstly wrap the "V" section around 
great toe.

Lfti 
N

cxt, hyperextend great toe from 
metatarsophalangeal (MTP) j oint. 

Affix tape to posterior aspect of heel to 
finish. 
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SCIATIC NERVE TAPE

SCIATIC NERVE TAPE 
FACTORS [N SCIATICA 

If the intervertebral dise of L4-5 cxerts 
pressure on the ncrve root of L5, paresthcsia 
and pain can result in the back, front, and lateral 
aspect of the thigh, front and back of the leg, and 
dorsum and plantar surftce of the foot, including 
the great toe. There are also instances wherc the 
fee!ing over the lateral malleolus is disturbed 
with weakness found in the dorsiflcxors of the 
ankle and extensors of the great toe. 

Ncxt, if the intervertebral disc of L5-Sí 
exerts pressure on the nerve root of SI, then 
paresthesia and pain can result. These are noted 
in thc back of the thigh, calfand along the Achil-
le's tendon into the heel and lateral borders of the 
4th and Sth toes. There may be associated weak-
ness of the plantar fiexors of the ankle, both su-
perficial and deep, and toe fiexors as well. 

LUMBOSACRAL PLEXUS FORMATION 
Just as there is a brachial plexus that innervates the upper extremity, there are also lumbar and 

sacral plexes that govem the motor and sensory parts of the lower extremity. The lumbar plexus is 
formed from spinal roots of L  -1-3 and part of L4. This plexus innervated the anterior and medial 
parts of the thigh for both motor and sensory activity. Thus, both the femoral and obturator nerves 
come fi-orn this part of the nervous system. The lumbosacral plexus comes from part of L4 plus LS. 
Si, S2, S3 and S4. It is from this plexus that the sciatic nerve is formed. 

The sciatic nerve originates fi-orn a part of L4, alI of LS, parts ofSl-S3. The L4 and LS branch 
forrns the superior gluteal nerve, whi!e thc S 1 and S2 branch form the posterior and lateral cutaneous 
nerves which givc sensory innervation to the posterior and lateral parts of the thigh. The sciatic nerve 
has two components which may exit the pelvis separately as the tibial nerve and the cornmon per-
oneal (cornrnon fibular) nerve. Usually the sciatic nerve exits the pelvis just inferior to the piriformis 
musele, about 70% of the time. In another 15%, thc tibia] nerve exits inferior to the piriforniis and 
the comrnon peroneal (fibular) nerve exits through the piriformis. Iii about 10% the tibial nerve exits 
inferior and the comrnon peroneal nerve exits superior lo the muscle and approximately 5% of the 
time, both the tibial and thc personal nerves exit by piercing the beily of the piriformis niuscle. These 
alterations from normal may he the cause of periphcral nerve impingement syndromes of the lower 
extrern i ty. 

The tibial nerve innervates most of the posterior thigh, and all of ieg and plantar structures 
of the foot. The comrnon peroneal (common fihular) nerve innervates the short hcad of the biceps 
femoris. The nerve curves around the fibular neck then splits to enter the lateral and anterior compart-
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ments of the leg. In the !eg, the superficial peroneal nerve ilinervates the peroncal muscles of the tibial 
cornfortrnent, and tbe deep peroneal nerve innervates, the anterior tibialis, extensor digitorum longus and 
extensor hallucis longus in thc anterior cornpartment. The superficial peroneal nerve is sensory to most 
of the dorsum of the foot while the deep peroneal nerve innervates the extensor digitorum brevis muscle 
and then is sensory to thc dorsal web space betwecn the firsi two toes. Pressure applied iii the le e, tu either 
thc tibial or common peroneal nerves can result in paresthesias or pain in the foot. 

TAPE SPECIFICATIONS 
WIDTH	 1.5 in.	 LENGTH	 36 in.	 Y-S1-IAPED TAPE 

1

1 Patient iii sidelying, both legs 
relaxed with anklcs loosely plantar 
flexed. 

2 First, with ankle dorsiflexed, 
here tape to lateral surface of Achille's 
tendon. 
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3 Next, with knce 
adhcre tape to posterior lateral 
surface of knee joint.

4 While cxtending knee 
tape along ¡inc of sciatic nerve. 

ç 

5 Knee is flexed, thcn tape is ap-
plied to posterior lateral thigh. The 
tape is adhered as the knee is gradu-
al!y extended.

6 FIex hip and knee, then apply 
tape along sciatic nerve path on but- 
tocks. Affixed tape is affixed as hip 
and knee are gradually extended. 
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7 Continue tape affliciation 
to lower lumber vertebal colurnn 
whule knee and hip are flexed and 
trunk is flexed and side bent to op-
posite side. 

8 The Completed Sciatic 
Taping. 
In standing position, patient for-
ward flexes with sciatic tape. In this 
position, decrease in the sciatic pain 
should be checked. 
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He invented and developed the Kinesio Taping Method. 
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