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with Stecco’s own fascial points, must have represented 
yet another challenge for his communication skills! In the 
meantime, Stecco published a few clinical research arti-
cles in a French journal (Annales de Kinésithérapie) and an 
Italian physio therapy journal (La Riabilitazione), presenting 
the idea that, in rehabilitation, it was important to consider 
entire movement patterns rather than single muscle activity, 
and introducing the concept of myofascial units and myofas-
cial sequences to provide a better understanding of the role 
of fascia within the musculoskeletal system.

In 1995, Stecco began teaching his manual method, ini-
tially called ‘Neuroconnective Manipulation.’ Courses have 
continued to be popular throughout Italy ever since, but 
Stecco’s proposals did not become widely accessible interna-
tionally until 2004, when the first English edition of Fascial 
Manipulation for Musculoskeletal Pain (Stecco L. 2004) was 
published. About that time, the name Fascial Manipulation® 
was officially adopted for the method. More recently it has 
been modified to Fascial Manipulation®–Stecco® method.

In 2007, the First International Fascial Research 
Congress held at the Harvard Medical School Conference 
Center in Boston (USA) represented a first-time showcase 
opportunity to present both an introduction to Luigi Stec-
co’s method and the high quality fascial anatomy research 
that was being conducted by his daughter, Carla Stecco. 
(Professor Carla Stecco, an orthopedic surgeon and profes-
sor of anatomy, and her brother, Dr Antonio Stecco, spe-
cialist in physical medicine and rehabilitation, have since 
published over 100 indexed articles that examine the anat-
omy, histology, and physiology of fascia, as well as numer-
ous clinical research papers.) Meanwhile, courses had also 
started in Spain, South America, and Poland.

In 2008, the founding of the Fascial Manipulation Asso-
ciation furnished an initial organizational framework for 
the diffusion of the method, followed by the formation of 
the Fascial Manipulation Institute, directed by the Stecco 
family since 2016.

Figure I.3
Flyer of the First International Symposium on Myofascial 
Pain and Fibromyalgia, Minneapolis (USA), 1989. Courtesy 
of Luigi Stecco

Figure I.4
Cover of the second Italian-language book concerning the 
human fascial system published by Luigi Stecco in 1990. 
Courtesy of Luigi Stecco



Long head of  biceps

Brachialis

Lateral head of  triceps

Long head of  triceps

Figure I.5
The myofascial unit for elbow extension consists of the 
elbow, the fascia of the posterior upper limb and the 
motor units that activate fibers of the medial and lateral 
heads of triceps (monoarticular fibers) and the long head 
of triceps (biarticular fibers)
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direction, and force required, Stecco promptly discard-
ed individual muscles as functional units. He turned to 
motor units as the baseline for muscular function, there-
by overcoming the paradox of single muscles that perform 
multiple functions. Motor units activate their relative 
muscle fibers in an all-or-nothing manner and, curiously, 
these fibers are not always adjacent to one another and 
can even be located in different muscles.

Stecco realized that the ‘fascial skeleton’ within muscular  
tissue could act as the uniting element for these non-adjacent  
muscle fibers. He proposed that the musculoskeletal sys-
tem could be interpreted in terms of myofascial units (mf 
unit). (Please note that this model introduces a series of 
new terms and associated abbreviations that can initially 
present a challenge, justifiable by the paradigmatic vision 
of the musculoskeletal system that it depicts. These terms 
are highlighted here in italics and a Glossary is supplied 
(see pp. ix–x)).

Each mf unit is composed of:

• motor units that innervate monoarticular and biarticu-
lar muscle fibers

• the joint these muscle fibers move in one direction on 
one plane

• the nerve components involved in this movement

• the deep fascia and its derivatives (epimysium, peri-
mysium, and endomysium), which unite the above 
components.

One example is the mf unit for elbow extension: the joint 
component is the elbow; the fascia of the posterior upper 
limb forms the fascial component; and the muscular com-
ponent is formed by motor units that activate fibers of the 
medial and lateral heads of triceps (monoarticular) and the 
long head of triceps (biarticular) to bring about elbow exten-
sion (Figure I.5). This same combination of basic compo-
nents can be found in all mf units; therefore, they can be 
considered as the ‘building blocks’ of the myofascial system.

Stecco divided the body into 14 functional segments 
(Figure I.6) composed of parts of muscles, one or more 

related joints, and their fascial surround. Latin names dis-
tinguish these segments from mere joints (Stecco L. 2004).

Six mf units regulate the movement of each body seg-
ment on the three spatial planes (sagittal, horizontal, and 
frontal), providing multiple vectors that act on each seg-
ment and guaranteeing that each mf unit has control over 
movement in one direction. The monoarticular fibers pro-
vide strength and stability during movement, while the 
biarticular fibers transmit tension between adjoining seg-
ments, ensuring coordinated movement. By linking unidi-
rectional mf units, the biarticular component contributes 
to the formation of myofascial sequences. A single myofas-
cial sequence is said to synchronize the movement of body 
segments in one direction on one plane, while sequences 
on the same spatial plane can be considered as reciprocal 
antagonists.
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Each mf unit has a:

• center of coordination (CC), which is a small area mostly 
located over the epimysium of the monoarticular com-
ponent, where the forces involved in muscle fiber con-
traction converge. Myofascial tension within an mf unit 
can converge at a CC because part of the epimysial fascia 
slides freely over the underlying muscle fibers and part 
of the deep fascia, which connects with the epimysial 
fascia, is anchored to the bone via intermuscular septa

• center of perception (CP), which is situated in a circum-
scribed area over the joint capsule, tendons and liga-
ments that are tensioned when the muscle fibers of a 
mf unit contract. The CP is where movement resulting 
from mf unit activity is perceived.

The continuity of endomysium (which surrounds each 
muscle fiber) with perimysium (surrounding muscle fiber 
groups) and epimysium (surrounding each muscle and 
continuing with deep fascia) could permit harmonious 
synchronization of all these tensional forces during move-

INTRODUCTION continued
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Figure I.6
Fourteen functional segments 
composed of parts of muscles, 
one or more related joints and 
their fascial surround. Latin 
terms are used to describe these 
segments: Caput (head): CP, 
Collum (neck): CL, Thorax: TH, 
Lumbar: LU, Pelvis: PV, Scapula 
(includes clavicular region): SC, 
Humerus: HU, Cubitus (elbow): 
CU, Carpus (wrist): CA, Digits 
(fingers): DI, Coxa (hip): CX, Genu 
(knee): GE, Talus (ankle): TA, Pes 
(foot): PE

ment. Theoretically, if gliding between intrafascial collagen 
fibers in the area of the CC is impeded, then pain can be felt 
in the area of the CP.

As movements are commonly multidirectional, other 
small areas of deep fascia, called centers of fusion (CF), 
have been identified. CFs are said to monitor movements in  
intermediate directions between two planes, as well as 
movements of adjacent segments in different directions. CFs 
are located principally over retinacula and around joints 
and combinations of CFs are linked either by longitudinal 
collagen fibers to form myofascial diagonals or via obliquely 
orientated collagen fibers to form myofascial spirals.

Clinically, Stecco noted that the fascia in these inter-
secting points of tension (CCs and CFs) is commonly sub-
ject to palpable changes called ‘densification’ (Figure I.7), 
which differs from fascial ‘fibrosis’ (Pavan et al. 2014). He 
observed that by applying deep friction to these small den-
sified areas, pain at the CPs reduces significantly and nor-
mal movement can be rapidly restored.



abbreviations and it involves a subjective and an objective 
examination.

Subjective assessment

The subjective examination, or patient interview, includes 
information regarding:

• age, occupation, and sports

• location of symptoms, duration, verbal rating scale 
(VRS), quality of pain/disturbance, and any known 

painful movement(s) related to the main dysfunction 
and to any concomitant dysfunctions

• previous musculoskeletal dysfunctions of note that are 
currently asymptomatic

• symptoms and signs in the extremities, previous surgery 
or fractures, visceral dysfunctions, and general health.

To formulate a hypothesis, particular attention is given 
to the chronology of events regarding the primary cause, 
or causes, of dysfunction. The subjective examination may 

xx

INTRODUCTION continued

Figure I.8
An example of the method-specific assessment chart used during the assessment process and clinical reasoning applied in FM. 
SiPa = site of pain; Pa Conc = concomitant pain; PaPrev = previous pain; HYP = hypothesis



Not all practitioners are in a position to carry out 
clinical research studies themselves. Nevertheless, they 
are able to discern patients’ needs and preferences. The 
soundest decisions are made with the patient and are 
not necessarily taken from journals and books (Herbert  
et al. 2001). In the best models of EBP, evidence about the 
effects of therapy (or accuracy of diagnostic tests or prog-
noses) informs but does not dominate clinical decision-
making. Therapists necessarily draw on their clinical 
experience to apply the results of research in the care of 
individual patients.

Emphasis is generally placed on published research 
as the most important aspect of EBP but, as D. L. Sackett 
(Sackett et al. 1996), one of the primary promoters of the 
EBM model in the 1990s, states: ‘External clinical evidence 
can inform, but can never replace, individual clinical exper-
tise, and it is this expertise that decides whether the exter-
nal evidence applies to the individual patient at all and, if 
so, how it should be integrated into a clinical decision.’

Integrating a new model into one’s work is a challenge 
for established professionals, yet it is a necessary part of a 
clinician’s obligation to their patients to provide them with 
the best available treatment. Randomized trials or sys-
tematic reviews of randomized trials are considered para-
mount evidence but what happens if a professional learns 
of new methods that have yet to be fully investigated but 
provide consistent results when they are applied clinically? 
Responsible practitioners necessarily work within a no-
harm framework but new models can provide new insights.

In anatomy, fascia is still a lesser known tissue, even 
though it has always been there. While muscular and vis-
ceral fasciae are gaining attention in areas of anatomy, 
physiology, and manual therapies, the amount of published 
qualitative research regarding clinical evidence is still rela-
tively limited. The case reports in this book represent tes-
timonials of manual therapy professionals regarding their 
experiences with two models that (1) place muscular fascia 
in an active role within the musculoskeletal system and (2) 
address the interrelationships of visceral and superficial 
fasciae with the musculoskeletal system, internal organs 
and apparatus, and the homeostatic systems.

INTRODUCTION continued

xxii

Individual
clinical

expertise

Best
external
evidence

Patient values
and expectations

EBM

Figure I.9
The evidence-based medicine triad
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The author of this chapter attended Luigi Stecco’s 
first course in Bologna, Italy, in 1995. This course, 
titled Neuroconnective Manipulation, developed 
over time to become Fascial Manipulation and, 
more recently, the Fascial Manipulation®–Stecco® 
(FM) method. The case report presented here 
details the resolution of low back pain in a semi-
professional volleyball player after a single ses-
sion of FM. Movement tests for the myofascial 
sequences are used to analyze faulty movement 
and instability. These tests differ from movement 
tests for individual segments as they involve a 
series of isometric loads applied in the six direc-
tions of movement on the three spatial planes 
(see the Glossary entry: Directions of move-
ment), allowing therapists to test all the trunk 
segments and/or limbs simultaneously. The  
author describes how the outcome of these move-
ment tests influenced his clinical reasoning pro-
cess and how aspects were then confirmed or 
modified by palpation verification, culminating in 
the choice of specific fascial points for the treat-
ment. The final discussion highlights key aspects 
related to the biomechanical model of the fascial 
system, as proposed by Stecco, that physiothera-
pists should consider when applying this method.

Author’s background

I graduated as a physiotherapist from the USL n.28 School 
of Physiotherapy, Bologna, Italy, in 1992, and in 2006 I 
obtained a master’s degree from the University of Florence. I 
have always worked in public health care structures (hospi-
tals and health centers), treating a wide variety of acute and 
chronic disorders in adults, including areas of orthopedics, 
rheumatology, and neurology. As part of my postgraduate 
education I have completed courses in Global Postural Re-

education (1992), McKenzie (1997), Bobath (2000) and, of 
course, the Fascial Manipulation®–Stecco® (FM) method.  
I attended Luigi Stecco’s very first course in Italy in 1995, 
followed by many other courses over the years. Since 1997, 
I have been a member of the physiotherapy degree course 
faculty at the University of Bologna, where I teach a num-
ber of subjects, including rehabilitation of the peripheral 
nervous system and an elective course called ‘Introduction 
to Fascial Manipulation®–Stecco® method’. In 2007 I took 
on the position of Didactic Coordinator for this degree 
course.

Experience with Fascial Manipulation®– 
Stecco® method

When I attended Luigi Stecco’s first course in 1995  
I immediately realized that this concept was tailor-made 
for me. There are three features I really like about FM. The 
first is the biomechanical model, because it considers fas-
cia and its relationship with muscle fibers, which explains 
functional anatomy easily and the reason why all move-
ment should be interpreted in terms of myofascial units, 
the basic units of our movement system, rather than mus-
cles. Functional anatomy as proposed by Stecco explains 
how the body-wide myofascial system works to ensure sta-
bility and tensional balance throughout the body.

Secondly, I like how patients are assessed with the FM 

procedure. As the myofascial system is an entire complex 
structure, all items in the initial anamnesis, or patient his-
tory, refer to a unique tensional imbalance. Physiothera-
pists can then assess this imbalance objectively by using 
movement verifications, including simple functional tests, 
and palpatory verifications that involve examination of 
myofascial tissues with fingers and knuckles. Combining 
the hypothesis formulated from the data collected during 
anamnesis with the objective evaluation, the physiothe-
rapist elaborates a personalized treatment plan for each 
individual.

The third aspect I really love about FM is the manual 
sensation that I have when I am applying deep friction 

EDITOR’S COMMENT

Treatment of low back pain in a female athlete
Mirco Branchini, Italy
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CHAPTER 1

3 weeks. During that time, she had physiotherapy treat-
ment and some reconditioning activities. The pain sub-
sided but was not entirely resolved and it recurred with 
greater intensity when full agonistic training was resumed.

When first assessed, E. was unable to practice sport 
and the pain also limited some daily activities, such as 
prolonged standing, standing up from an armchair, and 
sleeping on one side, in particular, on the right side. When 
the pain was more pronounced it also referred down the 
posterolateral part of her right leg, to halfway down her 
thigh. At those peak times, E. reported that pain was 8/10 
on a visual analog scale (VAS). One month prior to assess-
ment, magnetic resonance imaging (MRI) of the lumbar 
region had highlighted right-sided paramedian disc pro-
trusions at the L3–4 and L4–5 levels, a minor scoliosis 
of the lumbar region, convex on the right-side, and flat-
tening of the lumbar lordosis. E. was taking painkillers for 
the pain. After 7–8 days of ibuprofen without significant 
results, her club’s doctor had suggested that she begin 
cortisone, but she decided to wait for the results of our 
treatment before taking it and was continuing postural 
exercises under the supervision of a physiotherapist.

The patient’s previous history included several trau-
mas to the fingers in both hands, fortunately fairly 
minor, and a bimalleolar compound fracture to her left 
ankle that had occurred approximately 10 months pre-
viously, during a game of volleyball. The fracture had 
not required surgery but her ankle was in a cast for 30 
days. She had also had an appendectomy 8 years previ-
ously. There were no other musculoskeletal symptoms 
and when questioned about internal dysfunctions, she 
reported that bowel movements were regular and a 
recent gynecological examination had not detected any 
anomalies.

Hypothesis

Based on the above information, clinical reasoning was 
immediately directed towards a soft tissue problem 
because:

 • no lumbar trauma was reported prior to the onset 
of the presenting problem

to fascial tissue. It is amazing to perceive how easy it is to 
modify tissue during treatment and how pain improves as 
tissue planes glide better.

Working with students at the university I have had the 
opportunity of performing numerous clinical trials con-
cerning FM. It was not surprising for me to discover how 
straightforward it was for these university students to learn 
the FM method and how they were able to treat all the sub-
jects enrolled in these trials with excellent results.

In my own clinical practice, I use FM as my first 
approach, especially to assess the presenting impairment. 
This deductive and logical way to study pain and limita-
tion in range of movement (ROM) enables me to analyze 
the patient’s entire history in order to get to the cause of 
the dysfunction.

Although FM is almost always effective, I never forget 
that a physiotherapist may need to use other techniques 
to complete the results. After an FM treatment, I have 
found that muscular or joint techniques are easier to per-
form in the following sessions, allowing for an integrated 
approach. Nevertheless, despite the fact that this type of 
treatment is initially a little painful, once patients know 
that FM enables them to move better because it can reduce 
pain on movement almost immediately, they will often ask 
for treatment of the densified points that have been found.

Treatment of low back pain in a female athlete

CASE REPORT

Introduction

E. is a 26-year-old semi-professional volleyball player 
who presented with right-sided posterolateral lumbar 
pain. The pain had been present for about 4 months and 
it had started without a particular cause, although there 
was a correlation between pain onset and the beginning of 
the training season. Unable to continue playing due to this  
pain, E. was forced to interrupt her athletic training for 



5

Treatment of low back pain in a female athlete  
Mirco Branchini

 • it was unlikely that the disc protrusions could be 
the cause of a symptom that refers along the lower 
limb and, even more so, their location could not 
justify a posterolateral distribution of pain

 • there were no other indications for an involvement 
of joints in the painful segment

 • internal dysfunctions were not present

 • previous physiotherapy focused on postural 
control and core stability exercises had given only 
temporary relief.

Therefore, having excluded red and yellow flags, the for-
mulation of a hypothesis was the next step. It involved, 
as always, consideration of the chronology of the two 
known traumatic events that had occurred prior to the 
onset of E.’s presenting symptoms: the bimalleolar ankle 
fracture and the appendectomy surgery. Both events 
could be related to the presenting problem because:

 • the surgery was located in the proximity of the 
currently painful body segment

 • most activities that provoked the pain involved use 
of the lower limbs, therefore, the involvement of 
the left ankle was more than probable.

Hence, a treatment using the FM method was deemed 
appropriate and all of the segments mentioned in the 
anamnesis were taken into consideration.

Methodology
Movement verification (MoVe)

For the movement verification (MoVe), tests for the myo-
fascial sequences were used (Stecco L. & Stecco A. 2017). 
These tests are different from the movement tests for 
individual segments. They allow the therapist to test all 
the trunk segments and/or the limbs simultaneously.  
A series of isometric loads is applied, for example, to 
the head when testing the trunk, in the six directions of 
movement on the three spatial planes (sagittal, frontal, 
and horizontal). The subject has to maintain stability in 
all segments simultaneously, as the therapist applies 
a static force (Figure 1.1). The test is considered to be 

Figure 1.1
Test of the sequences in standing. In this photograph 
the physiotherapist applies a force to the right side of the 
patient’s head, in the temporoparietal region, in order to 
stimulate recruitment of the lateral myofascial units, or 
lateromotion sequence, of the trunk on the same side. In 
addition, the resistance of the subject should also involve 
a counteraction of the left lower limb on the ground
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positive if the subject is either unable to maintain stability 
in one or more segments or if their pain is reproduced. 
In this particular case, the possibility to apply these tests 
in standing or sitting (Figure 1.2) allowed the therapist to 
verify whether the previous left ankle fracture was a rel-
evant factor in E.’s stability. In effect, if the test was found 
to be more significant in standing as opposed to sitting, 
then there would be a strong indication that the ankle 
segment (talus: ta) should be included in the treatment. 
(For an explanation of method-specific terminology 
for directions of movement consult the Glossary entry: 
Directions of movement.)

The test of the sequences in standing highlighted:

 • frontal plane: isometric holding of the lateromotion 
sequence on the right caused referred pain along the 
right lower limb together with instability of the left 
lower limb, which should normally counteract the 
contralateral force applied by the therapist; isometric 
holding in a lateral direction on the left was negative

 • sagittal plane: isometric holding applied from 
posterior to anterior to test the sequence of 
retromotion caused pain in the right lumbar region; 
isometric holding, applied from anterior to posterior 
to test the antemotion sequence, evidenced 
efficient holding but, at the moment of release, the 
pain was again felt in the right lumbar region

 • horizontal plane: testing of the extrarotation to the 
right once again reproduced pain in the right lumbar 
region; testing of the intrarotation sequence to the 
right showed a significant weakness as compared 
to intrarotation to the left.

The test of the sequences in sitting highlighted:

 • frontal plane: isometric holding of the right 
lateromotion sequence reproduced right lumbar 
pain; isometric holding of the left lateromotion 
sequence was asymptomatic

 • sagittal plane: isometric holding of the retromotion 
sequence was asymptomatic, whereas testing of 
the antemotion sequence was similar to that in 
standing as it evidenced effective holding but, at 

Figure 1.2
Test of the sequences in sitting. This test is similar to the 
test in standing. In this photograph it should be noted 
that, in the absence of contact with the ground, the 
subject tends to incline the lower limbs to the right, which 
is the side that is being activated in order to counteract 
the force applied by the physiotherapist
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in the reciprocal inhibition of the two antagonist 
sequences, antemotion and retromotion. In 
other words, during activation of the antemotion 
myofascial sequence, the retromotion sequence 
was inhibited. However, when antemotion was 
relaxing, quick activation of retromotion to avoid 
the body falling forward caused the symptom to 
appear.

Palpation verification (PaVe)

The next step was palpation verification (PaVe). The 
centers of coordination (CC) and fusion (CF) in the lumbar 
segment (lu) were palpated first because this is where 
the main symptom was present.

The pelvis (pv) was the second segment chosen for 
palpation because of the surgical scar and because it 
was the segment that lumbar pain referred to. The left 
talus (ta), which was the other segment indicated from 
E.’s history, could have been an alternative choice for 
palpation.

The results of PaVe of the CC and CF are summarized in 
Table 1.2.

The aim of PaVe is always to choose a combination of 
altered points on a fascial structure (myofascial plane, 
diagonal, spiral) that require treatment.

The PaVe results called for further clinical reasoning:

 • both unidirectional points (CC) and multidirectional 
points (CF) were involved; however, the altered CFs 

the moment of release, minor pain was also felt 
bilaterally in the lumbar region

 • horizontal plane: testing of the extrarotation 
sequence was asymptomatic; similar to the test 
in standing, testing the sequence of intrarotation 
on the right highlighted significant weakness as 
compared to the left intrarotation sequence.

The results of MoVe are summarized in Table 1.1.

These results suggested that:

 • all planes of movement presented painful and 
unstable elements; therefore, it was not possible to 
establish whether one plane was effectively worse 
than the others

 • the involvement of the left lower limb was confirmed 
by the greater positivity of tests in standing as 
opposed to sitting; in particular, during the test for 
the right lateromotion sequence, pain referred along 
the right lower limb together with an incapacity of 
the left lower limb to counteract resistance

 • the weakness found on intrarotation to the right, 
both in standing and sitting, indicated movement 
incoordination in the abdominal region, in 
relationship to the appendectomy scar

 • the test of antemotion had an interesting 
outcome that is clinically rather frequent: the test 
was painful when the isometric load was released 
and the anterior part was relaxing. This type of 
response can be explained by an incoordination 

Table 1.1

Frontal plane Sagittal plane Horizontal plane

MoVe LA rt LA lt RE AN ER IR

Sequence 
tests – in 
standing

LU re-la rt***
(left leg 
instability)

— LU re-la rt ** LU re-la rt** 
when relaxing

LU re-la rt ** LU an-la rt*  
(limited 
strength)

Sequence 
tests – in 
sitting

LU rt ** — — LU re bi * when 
relaxing

— LU an-la rt*  
(limited 
strength)

Note: in FM asterisks from 1 (*) to 3 (***) rate the intensity of the pain and/or weakness reproduced during the test.
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during treatment of la-lu rt, indicated treatment of la-pv 
rt next, but post-treatment MoVe did not show any fur-
ther significant improvement. Given the lack of change in 
symptoms and signs, I palpated other points on the fron-
tal plane, including me-pv anterior and retro, la-ta and 
me-ta on the left. The me-pv points were not significantly 
altered and, while la-ta lt was altered and painful, me-ta lt 
was significantly worse in terms of densification and pain 
(***). The an-la-pv rt was also palpated again because, 
within the context of the FM biomechanical model, the 
ante-latero CF points in the trunk can be considered as 
coordinating elements for the frontal plane in the anterior 
quadrant (Figure 1.3). The right-sided CF of an-la-pv 1 was 
particularly densified, and palpation of this point referred 
pain to the posterior lumbar region. Treatment on this 
point proved to be extremely painful, with intense pain 
spreading both around the point and to the lumbar region, 
and several treatment pauses were necessary. Therefore, 
treatment of an-la-pv 1 rt was alternated with treatment 
of me-ta lt. Treatment of these two points required some 
modifications in the patient’s position, which further 
allowed for pauses and relieved any positional tension 
due to antalgic contractions.

MoVe after treatment of these points highlighted a 
significant decrease in lumbar pain and a sensation of 

(an-la-pv rt and re-la-lu rt) did not allow a clear 
identification of a diagonal or a spiral

 • the right-sided position of both altered CFs did not 
suggest the involvement of a myofascial diagonal 
that could include the talus (ta) segment, given that 
the latter was located in the left lower limb

 • as symptoms appeared both during unidirectional 
daily activities (e.g., getting up from an armchair) 
and worsened during sporting activities there was 
no clear indication for CCs as opposed to CFs

 • tissue alterations were found on all planes, which 
confirmed the results of the MoVe.

Nevertheless, during PaVe the CCs appeared to be more 
altered on the frontal plane, which coincided with the 
MoVe results. The inability to sleep on the right side due 
to the lumbar pain was another coherent frontal plane 
sign. Therefore, the frontal plane was chosen for this 
first treatment.

1st treatment: frontal plane (Table 1.3)

MoVe immediately after treatment of the CC of la-lu on 
the right (la-lu rt) highlighted only a slight improvement 
in symptoms. Referred pain to the pelvis, reproduced 

Table 1.2

Direction AN RE LA ME ER IR AN-LA RE-LA AN-ME RE-ME

Segment rt lt rt lt rt lt an re rt lt rt lt rt lt rt lt rt lt rt lt

LU * ** * ** * * * ** *

PV ** *** ** ** * ** *

Note: in FM, 1 to 3 asterisks are used to indicate:
* pain on palpation
** pain on palpation associated with fascial tissue alteration
*** needle-like pain on palpation and/or referred pain associated with fascial tissue alteration.

Table 1.3

Points treated la-lu rt la-pv rt an-la-pv 1 rt me-ta-lt

Symptoms reproduced 
during treatment

Pain referred to poste-
rolateral pelvic region

Densification dissolves 
rapidly

Intense pain that 
refers to posterolat-
eral lumbar region

Needle-like pain, evi-
dent densification
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A second session was programmed after 1 week but it 
was canceled because E. reported that her symptoms 
had further improved and that she had been able to 
return to her sporting activities without any pain.

Discussion

The results of this treatment highlight some important 
key aspects related to the biomechanical model of the 
fascial system, as proposed by Stecco, that physiothera-
pists should consider when applying FM:

1. The appearance of symptoms without a direct or 
traumatic cause is commonly related to previous 
events that can be revealed from the patient’s 
history.

2. No matter how chronologically distant the events 
or topographically distant the body segments 
that emerge during history taking, each element 
of our body is always involved in a constant 

lightness in the entire left lower limb. When palpated 
again, la-ta lt was no longer altered. This is a not infre-
quently encountered finding with this type of fascial work  
(see Discussion).

Results

The final post-treatment MoVe of the previously posi-
tive sequence tests showed significant improvement in 
all tests, with the absence of pain and increased stabil-
ity when subjected to isometric holding. Only the test 
of the lateromotion sequence in standing highlighted 
some minor remaining instability. General movements, 
such as getting up from an armchair, were rated as 1/10 
on the VAS.

E. was advised to avoid physically overloading her body 
in the following days and to return to sport gradually and 
she was warned that the treated areas could be sore up 
to 3 or 4 days after treatment.

Figure 1.3
Illustration of the location of the 
centers of coordination and fusion 
in the trunk at the lumbar level. 
For the specific location of these 
points, the reader is invited to 
consult the texts by Luigi Stecco, 
author of the method

Retro and ante lumbi

Latero and medio lumbi

Intra and extra lumbi

Ante-latero and retro-latero lumbi

Ante-medio and retro-medio lumbi
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Treatment of dysfunctions extending from the foot to the contralateral shoulder
Hitoshi Takei 

lateral rotation. Reduced strength of shoulder medial 
rotators was also noted. Palpation verification (PaVe), 
performed according to FM procedure, revealed pain 
rated as 8 on a visual analog scale (VAS) in the regions 
of the CFs of retro-latero-pes (re-la-pe) on the left and 
retro-latero-cubitus (re-la-cu) on the right. In addition, 
VAS of 6 was reported on PaVe of ante-medio-scapula 
(an-me-sc) and ante-medio-humerus (an-me-hu) on 
the right, indicating an involvement of the retro-lateral 
myofascial spiral as described by L. Stecco and C. Stecco 
(2009) (Figure 2.2).

These findings suggested dysfunction extending in an 
ascending manner from the left toes, and also from the 
right elbow to the right shoulder.

Treatment: retro-lateral spiral (Table 2.1)

Post-treatment movement verification (MoVe) revealed 
pain relief and improvement in internal rotation strength 
of the right shoulder after treating the left re-la-pe CF 
point for approximately 4 minutes. Subsequently, treat-
ment of the right re-la-cu, right an-me-sc, and right 
an-me-hu CFs increased the range of external rotation 
and further improved internal rotator strength of the 
shoulder.

Discussion

Interestingly, in this treatment, improvement in inter-
nal rotation strength of the right shoulder was seen 
immediately after treating the left re-la-pe CF point for 
approximately 4 minutes. In FM it is common to start 
treatment from a distant point that is related to a pre-
vious problem in order to verify one’s initial hypothesis. 
Immediate post-treatment improvement in the pre-
senting problem, in this case shoulder flexion, can reas-
sure the therapist that the myofascial structure they 
have decided on is an appropriate choice. This rather 
distant connection can also be understood by analyz-
ing the athletic gesture that this patient was required 
to perform. When playing baseball, it is necessary that 
a right-handed pitcher loads weight on their left leg in 
the cocking and early acceleration phases of pitching. 
When the elbow on the pitching side stays below the line 

Figure 2.2
Retro-lateral myofascial spiral originating in retro-latero-
pes (re-la-pe: red dot in the foot) and including retro-
latero-cubitus (re-la-cu: red dot in the elbow region). The 
red dots represent the 4 points that were treated in Case 1 



17

Treatment of dysfunctions extending from the foot to the contralateral shoulder
Hitoshi Takei 

ranging from 6 to 8 on the VAS was also noted on pal-
pation of retro-latero-talus (re-la-ta), retro-latero-coxa 
(re-la-cx), retro-latero-pelvis (re-la-pv), and retro-lat-
ero-lumbi (re-la-lu) on the right side and retro-latero-
thorax (re-la-th), retro-latero-scapula (re-la-sc), and 
retro-latero-humerus (re-la-hu) on the left side, indi-
cating a dysfunction involving the ante-medio spiral, as 
described by L. Stecco and C. Stecco (2009) (Figure 2.3). 
These findings suggested that the dysfunction of the 
right ankle joint also affected the left shoulder joint.

Numbness in the left fourth and fifth fingers was likely 
associated with the spiral connection between ante-
medio-cubitus (an-me-cu), retro-latero carpus (re-la-
ca), and ante-medio-digiti (an-me-di) on the left side.

Treatment: ante-medio spiral (Table 2.3)

Owing to the inclusion of the right an-me-pe, re-la-ta, and 
re-la-cx in the treatment, the ROM for left shoulder flexion 
increased to 150°. The treatment of the CFs of right re-la-
pv, re-la-lu and left re-la-th, re-la-sc and re-la-hu further 
improved the ROM for left shoulder flexion to 180° and 
reduced pain from 8 to less than 3 on the VAS scale.

However, the patient explained that she no longer knew 
‘how’ to flex her left shoulder because she had been 
unable to perform that movement for 2 years. Therefore, 
she underwent refresher exercises for the coordination 
of active movement and has maintained the improved 
range of motion to date.

Discussion

Recurrent sprains in the right ankle joint, painful exter-
nal tibial syndrome bilaterally and bilateral anterior shin 
splints appeared to have caused compensatory ascend-
ing sensory disturbances in the centers of coordination 
(CCs) of the antemotion and mediomotion sequences. 
These sequences had possibly intertwined or com-
bined to induce a dysfunction in the ante-medio myo-
fascial spiral, which originates from the an-me-pe CF. 
As a consequence, pain and tension were induced in the 
thoracolumbar, chest, and dorsal regions of the body. 
Flexion of the left shoulder joint was limited because pain 

developed quickly in the right posterior side of the trunk 
whenever she attempted to perform this movement.

re-la-cl

re-la-sc

re-la-hu

an-me-cu

re-la-ca

an-me-cp

an-me-di

re-la-lu

re-la-pv

re-la-cx

an-me-ge

re-la-ta

re-la-th

an-me-pe

Figure 2.3
Ante-medio myofascial spiral originating in ante-medio-
pes (an-me-pe: red dot in the foot). The other red dots 
represent points that were treated in Case 2
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Treatment for temporomandibular dysfunction in a patient with 
juvenile arthritis
Angela Mackenzie

iv. Palpation verification

A bilateral palpation of muscles of mastication was per-
formed as indicated by FM guidelines.

v. Neurological or referred pain

Cervicogenic pain and headaches are recurrent, 1–2 per 
week and occasionally of a cluster-type, which worsen 
in severity and progress to migraines 1–2 per month. 
Migraines are sporadic and can happen any time of day.

vi. Special tests

TMJ range of motion is within the normal range for all 
planes of movement; therefore, no X-rays or MRI (magnet-
ic resonance imaging) was ordered by the oral pain special-
ist. I used a 10-point VAS scale for pain levels, with 0 being 
the absence of pain and 10 being the worst pain ever.

The initial presentation was jaw and head pain VAS 6, 
with headaches ranging from VAS 3 to 6. For migraines 
the VAS was 6–8 out of 10. VAS pain levels were 
assessed in the pre- and post-treatment phase of each 
FM session (Figure 4.1).

vii. Treatment

FM treatment sessions were 45 minutes in duration, 
on a monthly basis for 4 months. I have 6 years of 
experience using this method and I performed all FM 
sessions. Areas of treatment are illustrated in Figures 
4.2 and 4.3. The choice and number of specific sites 
for manipulation were determined on the basis of the 
FM assessment guidelines and also the needs of the 
patient. In FM, the manual technique is applied by use 
of digital pressure exerted by the therapist over spe-
cific centers of coordination (CC) points or center of 
fusion (CF) points. I used my knuckles or fingertips to 
exert the pressure on the fascia of the illustrated mus-
cular areas.

6

5

4

3

2

1

0

Vi
su

al
 a

na
lo

g 
sc

al
e 

(V
AS

)

July 13/16 Aug 16/16 16/16Sept Oct 14/16

Pre-treatment

Post treatment

Figure 4.1
Monthly treatment dates are indicated along the bottom 
with pre- and post-treatment VAS pain scores. On October 
14, 2016, the patient had no headache or jaw pain post 
treatment and, at October 2017 follow-up, symptom 
management had been maintained for 1 year

Figure 4.2 
Right view: center of coordination (CC) and fusion (CF) 
points treated with Fascial Manipulation® technique by 
Luigi Stecco. White circles = points on the frontal plane; 
red circles = points on the horizontal plane; green circles 
= retro-medio (CF) points
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any change in position, such as turning in bed, and had 
constrained him to moving with a wheelchair. This had all 
started a month prior to coming to my clinic and the pro-
longed sitting was obviously not doing him any good. No 
X-rays had been taken at this stage and no other imag-
ing was available. Asked about his past, J. reported that 
he had not had any operations. As a teenager, he had had 
only one fracture of his left tibia and fibula.

Methodology

Movement verification

Movement verification (MoVe) showed full range of 
motion (ROM) in the lumbar spine and the lower limbs 
but pain was felt with straight leg raise (SLR) at 60°.

Clearly, the entire MoVe could only be performed by 
means of passive moments and the pain was severe 
(***). When the MoVe is severely limited by pain, then 
palpation verification is the next step.

Palpation verification (Table 5.4)

Palpation verification (PaVe) of only the CCs did not offer 
any convincing signs of densification, although there 
were a few densified points on the sagittal plane; there-
fore, I also checked the centers of fusion (CF) in the foot 
(pe), ankle (ta), knee (ge), and hip (cx) segments. Because 
of the muscular atrophy, it was not easy to locate the CF 
points but I did find enough, in particular along the ante-
latero (an-la) and ante-medio (an-me) diagonals. Findings 
on initial PaVe included the points recorded in Table 5.4.

Treatment

1st treatment (Table 5.5)

Treatment involved working on CFs along the ante-
latero and ante-medio diagonals as well as a few CCs on 
the sagittal plane (Table 5.5).

Since it was very difficult for J. to change positions, the 
treatment took a very long time and I had to improvise 
a little, in terms of treatment positions, both for myself 
and the patient.

Figure 5.1
The use of BOSU® Balance Trainer as a type of pre-treatment 
and post-treatment movement verification can be helpful in 
cases of lower limb instability, such as in Case 1

his right leg, extending down to the lateral side of the right 
foot. This constant, debilitating pain was exacerbated by 
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and he did what he was supposed to do by gradu-
ally increasing the length and the speed of his running  
(Figure 5.2), as suggested by Allen (2014) for gait re-
training in long-distance runners.

Considerations

It is interesting to note that none of the CCs in the painful 
left knee segment (ge lt) required treatment at any time 
and that the game-changing treatment involved treat-
ment of the left hip (er-cx lt). Furthermore, given that 
deep fascia is anatomically continuous with the para-
tenon that surround tendons (Stecco et al. 2014), manual 
therapy directed at fascia possibly influences the elastic 
properties of tendons, aiding stretch and recoil and the 
ability to store and return elastic strain energy during 
running (Alexander 2002).

Conclusion

For 25 years prior to entering into the world of the FM way 
of analysis, I treated thousands of people and always the 
thought was in my head, ‘did I do enough?’ Every physi-
otherapist has this phase in their professional life and the 
frustration is incessant. I am glad I was exposed to this new 
way of thinking and this effective method so I can help my 
patients in the best way possible.

Figure 5.2
Post-treatment running training before returning to 
running outdoors
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Tensional compensations from the musculoskeletal system to internal dysfunctions … 
or vice versa?  
Andrea Pasini and Lorenzo Freschi

an-ge rt

re-ta lt

an-pe ltan-pe rt

re-ta rt

Figure 6.1
Illustration of densified centers of coordination of the myofascial units responsible for movement on the sagittal plane that 
were treated in the knee (ge), ankles (ta), and feet (pe) during the first treatment. On the right leg: antemotion-genu (an-ge rt), 
retromotion talus (re-ta rt), and antemotion-pes (an-pe rt), and on the left leg, retromotion-talus (re-ta lt) and antemotion-pes 
(an-pe lt). The black arrows indicate the lines of tension connecting the points
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3rd session: 1 week later

G. reported that she had not had any headaches, but 
she had some pain alternating from rt to lt in the cervi-
cal area. Her reported difficulty with swallowing was not 
noticeably present nor could she recall having any dif-
ficulties during the last week. She also remembered that 
she had had a sprained ankle when she was younger 
(she was unsure which ankle it had been) but had forgot-
ten about this during the initial anamnesis.

3rd treatment: FMID (Table 7.5)

Given that the possibly unresolved injury in her ankle 
that she had more recently recalled could be a fac-
tor contributing to her distal symptoms, treatment of 
the retro-medio CFs in the lower extremity and pelvis 

addressed the symptoms into her calves and the cramp-
ing at night. When utilizing the FMID approach of the 
Stecco method, it considers treating into the distal ten-
sors of the extremities, as well as the head and neck, 
to help with symptoms that may be affecting the trunk. 
The pelvic and shoulder girdles are also important areas 
to assess and treat as part of FMID, as was done in this 
treatment, which included the CFs of re-me-cx bilater-
ally (Figures 7.4, 7.5), as well as, an-me-sc and re-me-sc.

After this treatment, there was a definite improvement in cl 
ROM in all directions as well as neck flexion strength (an-cl).

Results

After three treatments of FM, the patient demonstrated 
full cervical ROM, neck flexor strength, abolishment of 

me-cl

an-me-cp1

me-cp1

an-cp1

Figure 7.2
One can often find alterations 
in the facial fascia at the medial 
canthus associated with dry 
eyes: center of coordination (CC) 
of medio-caput 1 on the left 
(me-cp1 lt). In particular, with 
this patient, the CC of ante-caput 
1 on the left (an-cp1 lt) was 
also affected. Both points are 
connected with the center of 
fusion (CF) of ante-medio-caput 
1 (an-me-cp1). Note also location 
of the CC of medio-collum 
(me-cl)

Table 7.5 3rd Treatment

Points treated
re-me-ta 1 lt me-ge lt re-me-cx lt re-me-cx rt

re-me-sc lt me-sc lt me-lu 2 (Figure 7.3)
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Figure 13.1
The ideal position for 
friction of the infraspinatus 
insertion or tendon body 
with the least amount of 
overlying tissue is (A) with 
the patient sitting with 
shoulder flexed 90°, 10° of 
shoulder adduction, and 20° 
of lateral rotation.  
(B) This position allows 
better penetration by 
relaxing the deltoid

A

B
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lower extremity including the hip, pelvis, or foot, depend-
ing on the patient’s history. But in an acute or especially 
chronic MCL sprain, treatment of the PP could prove 
to be essential for the complete manual treatment of 
the problem. Palpating for MCL involvement includes 
palpating and treating the most tender location found 
anywhere along this ligament (Figure 13.2). Other com-
mon (PP) areas of local pathology that respond to local 
friction can be a gluteus medius tendinosis or bursits 
(Figure 13.3), tested by the resisted lateral abduction of 
the gluteus medius. An acromioclavicular (A-C) joint is 
usually painful on passive shoulder abduction from 90° to 
180° or horizontal shoulder adduction. Treatment would 
be localized over the A-C ligament (Figure 13.4). A com-
mon source of pain is over the supraspinatus insertion 
(Figure 13.5), tested specifically with patient’s shoulder 
abducted to 90°, between the anterior and lateral plane 
with thumb up (Figure 13.6). All tendon insertions, myo-
tendinous areas, and muscle bellies can be treated based 
on pathological reasons.

 treatment of several sequences over several visits, if there 
are still functional tests that create pain at the CP, consider 
the PP.

A common knee injury is an acute sprain of the 
medial collateral ligament (MCL), which may end up 
as a chronic ache over the area. FM analysis would 
be beneficial regarding the coordination of the  

Figure 13.2
Medial collateral ligament. A sprain of this ligament should 
be frictioned at the most tender site during maximum 
allowable extension and flexion

B

A

Figure 13.3
Gluteus medius at its insertion on the lateral surface of 
the greater trochanter. This is a treatment area for chronic 
trochanteric bursitis or tendinopathy

Differentiating a pathological from a functional point: potential  
treatment modifications
Warren I. Hammer
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Figure 13.4
Acromioclavicular ligament 
(superior view). Friction 
should be applied with 
the forefinger along the 
joint line. The angle of the 
acromioclavicular joint can 
be variable

Figure 13.5
Supraspinatus. For 
maximum exposure of the 
supraspinatus insertion the 
patient’s shoulder should 
be placed in maximal 
hyperextension, adduction, 
and medial rotation. 
Palpation should include 
anterior and anterior lateral 
area just below the humeral 
head including the greater 
tuberosity
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 • individual factors, including motivation and 
understanding of the aims of therapy

 • environmental factors, such as whether caretakers 
facilitate functional improvements, helping the 
child to use them.

Furthermore, hypertonus and spasticity are some-
times confused as being the same thing. In this 
chapter, the non-neural and neural factors in FM are 
discussed separately in reference to Bar-On et al.’s 
(2015) definition: hypertonus consists of neural (e.g., 
spasticity) and non-neural (e.g., soft tissue proper-
ties) factors affecting increased resistance to passive 

it and it feels like this.’ Nevertheless, the integration of 
this new information into active movement does require 
extended, repetitive experience of that movement.

Evidence-based guidelines for clinical reasoning in such 
a specialized field as child neurology are limited. Clinical 
decisions have to rely on adult-based clinical research, 
as well as research regarding tissues and physiology. We 
need to consider that we work with children who are still 
developing and who have never learnt to move normally. 
Bar-On et al. (2015) underline that, in children who suf-
fer from an early brain abnormality, spasticity is affected 
by the reorganization of supraspinal inputs and impaired 
motor maturation. This is very different to adults who 
have a developed locomotor system at the time of injury, 
such as a stroke. I think we also need to consider:

 • the effects of the original damage in addition to 
other structural and functional problems

Figure 15.3
Best dorsiflexion after FM. Lateral view. Note the absence 
of compensation by toe flexors

Figure 15.4
Screenshot from a video taken on another occasion after a 
long break from therapy; stance before FM
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stretch in cerebral palsy. Bar-On et al. (2015) also 
underline that there is a difference between hyperto-
nus in a resting muscle as compared to testing resist-
ance to passive stretch (catch) and to hypertonia in 
active motion, which is difficult to evaluate. The word 
‘spasticity’ is also used in the context of the above 
reference.

Clinical experiences of using FM in pediatric neuro-
logical physiotherapy as a way of preparing for active 
movement training are promising. Nevertheless, 
at present there is only one study (Raghavan et al. 
2016) concerning the application of FM in neurological 

patients (mostly adult stroke patients). In that study, 
hyaluronidase injections into CCs where used to treat 
spasticity in upper limbs. Hyaluronidase is an enzyme 
that hydrolyses hyaluronan (HA), a glycosaminoglycan 
that is abundant in deep muscular fascia and, when 
in a modified state, dramatically reduces the sliding 
movement of fascia (Cowman et al. 2015). The effects 
of hyaluronidase injections are similar to what is sug-
gested happens during manual treatment of CCs and 
CFs, where friction induces a localized inflamma-
tory process through an increase in tissue tempera-
ture. Raghavan et al.’s (2016) study demonstrated 
increased passive movements in all treated joints and 
increased active movements in most joints 2 weeks 
after the injection, with results being mostly main-
tained at a post-injection follow-up after 3 months. 
Also, muscle stiffness declined over time after the 
injection. Similar results were observed in the case 
study presented here: both passive and active move-
ments were better and stiffness decreased. However, 
the manual effect lasts for a shorter time and the 
treatment has to be repeated.

Incorrect, repetitive and mostly invariable movement 
patterns affect extended fascial structures. When 
working with neurological patients, results are seldom 
achieved by treating only one segment. Raghavan et al. 
(2016) found that it was necessary to increase the num-
ber of muscles injected proximally and distally to the stiff 
muscle, along both the agonist and antagonist myofas-
cial chains of the limbs. In my clinical experience, the 
need to treat along the affected myofascial sequence 
and on the antagonist sequence has been clear from the 
beginning, but the need to increase the number of mus-
cles injected in Rhagavan’s study somewhat confirms 
this clinical observation.

In the evaluation of A., palpation verification was per-
formed in the left genu, talus, and pes segments. Coxa 
and pelvis segments were not palpated or treated since 
neither internal hip rotation nor pelvic tilting were cur-
rently problematic. The aim was to facilitate selective 
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Figure 15.5
Screenshot from a video taken after FM treatment 
highlighting changes in stance on the left side


