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2 — Basic tape applications

»- Figure 2.42 Serpentine lymph tape for decongesting the fore-
limbs, with starting base on the lymph node centre.

to the next large lymph collection point, or from the lymph
node centre to the drainage area, is bridged using a sin-
gle long tape. The advantage of using the long tape is that
there is no interruption of the lymph flow, as the tape arms
run continuously. An additional practical aspect is that,
with long tape arms, it is possible to affix more extensive
wavy lines which cover a larger area, thereby activating the
lymph still better (> Fig. 2.42).

The preparation of the tape is similar to that in the fan tech-
nique, except that fewer but longer tapes are used. You
begin by again affixing the tape over the area where the
lymph flows into the bloodstream in the region of the left
venous angle. After removing its backing paper, the start-
ing base is affixed. Next, after pre-stretching the tissue,
the backing paper is peeled off the uppermost tape arm
using the paper-off technique, and the tape is affixed in a
wavy line, bordering the upper edge of the drainage area.
The opposite arm of tape is then affixed in the same way,
bordering the opposite side, so that the two arms together
enclose the drainage area. The two middle arms of tape are
likewise freed of their backing paper using the paper-off tech-
nique and affixed in wavy lines, thus filling the space inside the
enclosed area. While still pre-stretching the tissue, the bases

P Figure 2.43 Draining the lymph from the decongestion area to

the venous angle.

a Affixing the lymph tape in the fan technique: the outer fan-arms are
affixed first, in order to enclose the drainage area.

b Completed lymph application, combining fan lymph tapes and a
serpentine tape for decongesting the hindquarters.

and the arms of the lymph tape are rubbed thoroughly to gen-
erate heat for activating the adhesive. After the pre-stretching
is brought to an end, the convolutions become visible.

Care must be taken not to affix the arms of the lymph tape
on top of one another, as this could reduce the adhesive
capacity of the tapes (> Fig. 2.43).

o Summary

A summary of the facts on lymph applications:
® Technique: Fan technique, serpentine technique

@ Indications: Lymph oedemas, “filled legs”,
haematomas, swellings, injuries, pain relief

® Tape form: Fan tape, short or long form

Tape stretch: Maximum 10% (paper-off)

® Pre-stretching: Light pre-stretching or the skin is
pushed forwards.

@ Starting base: Always at the lymph node centres

End base: Affixed with free ends in the congested area
® Preferred tape colour: Blue

2.8 Tape applications for scars

P> Figure 2.44 There are many different techniques for taping scars. Here is an example of a treatment for a scar in the region of the knee.
a The scar on the knee is clearly visible.
b The scar is taped with small lengths of tape affixed in X-shapes, as a ligament application in the centring technique.
¢ The scar is completely covered. Following this, an I-tape (black) is affixed under tension over the X-tapes.

d The completed scar application with black cover tapes.

2.8
Tape applications for scars

There’s hardly a horse that has no scars. Every gelding
has at least one castration scar and every horse with a
breed, identification or registration brand mark will carry
that branding scar for its whole life. Then again, additional
scars arise through minor and major injuries as well as
scars from operations. An injury will always lead to the for-
mation of a scar if the dermis has been injured as well. A
scar is always a replacement tissue that is formed by fibro-
blasts and is densely fibrous in structure. However, it is no
longer fully functioning tissue, and can therefore never be
a real substitute for intact, healthy skin.

o Note

Scar tissue is a lower-quality, densely fibrous
replacement tissue which is unable to fulfil the
functions of the original healthy skin.

Scars are less profusely supplied with blood, due to which,
on human skin, they appear paler than the surrounding
tissue. According to the teachings of Traditional Chinese
Medicine, scars also hinder the flow of energy and can
therefore represent disrupting factors in the overall pattern
of functioning of the organism. Cicatrisation (the formation

of scar tissue) is often accompanied by agglutinations in
the deeper layers of tissue, resulting in pain and restric-
tions of the range of movement. For this reason, a scar
should be given therapy early on, as soon as the wound
has closed.

Aim

Although the large number of collagen fibres do increase
the tear resistance of a scar and make the tissue stable,
its limited elasticity can however lead to scar ruptures
when it is subjected to heavy stresses. Appropriate therapy
helps to reduce the negative side effects of cicatrisation
to a minimum. Good care helps to keep the tissue sup-
ple, and also to minimise agglutinations and improve blood
circulation. The resulting harmonisation of the energy flow
ultimately helps to bring about pain relief too. The best form
of therapy for treating scars, with no contest, is still manual
therapy. In between therapy sessions, manual therapy can
be supported outstandingly well by means of kinesiology
tapes. As a complementary treatment, special kinesiology
taping techniques help to achieve optimal sensory and mo-
tor function in the area of the scar.

The basics

Every scar differs in shape, depth and alignment, so there
are no universally valid rules for applying scar tapes. The
type of application chosen always depends on the desired
effect, which in turn is based on the state of the scar and

iﬁ%.rg
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5 — Clinical use of elastic tapes

» Table 5.15 Sedative muscle application for the semitendinosus muscle

Form of application | Preferred colour Course of tape / Region of body
Course: semitendinosus muscle via
the ischial tuberosity; starting base:

high on tibia (below the hollow of the

Technique

Vector technique, I-tape,
without tension, with

Effect, other points

IR T el knee) or alternatively on the calcaneus;  pre-stretching (protraction SLECHD
end base: sacral bone, to the side of of the limb)
the spinous processes
Course: enframing thg tensor fasciae Tangential technique, Y-Aape
latae muscle; starting base: on the with max. 25% tension, in light
Muscle tape Red coxal tuber; end bases: below the hip ) ’ Toning

joint on the femur (third trochanter) and

pre-contraction (protraction of

also on the cranial edge of the tibia the fimb)
> Table 5.16 Toning muscle application for the semitendinosus muscle
Form of application | Preferred colour Course of tape / Region of body Technique Effect, other points

Course: semitendinosus muscle via
the ischial tuberosity; starting base:
sacral bone, to the side of the spinous

Vector technique, I-tape, with
max. 25% tension, in light

LIRS REd processes; end base: high tibia (below  pre-contraction (retraction of Toning
the hollow of the knee) or alternatively the limb)
on the calcaneus
Course: enframlng‘ the tensor fasciae Vecton fechnigue, 2 tapes,
latae muscle; starting bases: below the without tension. with
Muscle tape Blue hip joint on the femur (third trochanter) ’ Sedative

and also on the cranial border of the

pre-stretching (retraction of

tibia; end base: on the coxal tuber L)
» Table 5.17 Sedative muscle application for the semimembranosus muscle
Form of application | Preferred colour Course of tape / Region of body Technique Effect, other points

Course: semimembranosus muscle;
starting base: somewhat medial of the

Vector technique, I-tape,
without tension, with

LR TR Hie hollow of the stifl; end base: os pre-stretching (protraction Sedative
sacrum (tip of the sacral bone) of the limb)
Course: enfr_amlng the ten.sor fasciae Tangential technique, Y-tape
latae muscle; starting base: on the coxal with max. 25% tension. in light
Muscle tape Red tuber; end bases: below the hip joint on e g Toning

the femur (third trochanter) and also on

pre-contraction (protraction of

the cranial border of the tibia el
» Table 5.18 Toning muscle application for the semimembranosus muscle
Form of application | Preferred colour Course of tape / Region of body Technique Effect, other points

Course: semimembranosus muscle;
starting base: os sacrum (tip of the

Vector technique, I-tapes, with
max. 25% tension, in light

Huscelape e sacral bone); end base: somewhat pre-contraction (retraction of Toning
medial of the hollow of the stifle the limb)
Course: enfra.wmlng. the tensc.>r fasciae Vector technique, 2 -apes,
latae muscle; starting bases: below the without tension. with
Muscle tape Blue hip joint on the femur (third trochanter) ' Sedative

and also on the cranial border of the
tibia; end base: on the coxal tuber

pre-stretching (retraction of
the limb)

5.2.9 Spasms and atrophy of the biceps
femoris muscle

The tendon-muscle attachment of the biceps femoris mus-
cle not only provides an extension running to the Achilles
tendon, but also covers the stifle from the lateral side. For
this reason, in the case of horses that react sensitively to
palpation in the region of the stifle, the therapist should
also consider an impairment of the biceps femoris muscle
as a possible cause. As a synergist to both the semitendi-
nosus muscle and the semimembranosus muscle, the bi-
ceps femoris muscle often reacts together with them when
the “semis” are overstrained. Besides causing difficulties in
building up forward impetus, lesions of the muscles also re-
sult in problems with moving sideways, as well as a short-
ened stride.

Anatomical facts

o Muscle origin: Sacrum (spinous and transverse pro-
cesses), broad sacrotuberous ligament, caudal fascia,
ischial tuberosity

e Muscle attachment: Patella, intermediate and lateral
patellar ligament, tibial cranial margin, common calca-
neal tendon, calcaneal tuberosity

e Function: Stretching and abduction of the hip joint, flex-
ing the stifle in the swing phase, and extension of the
stifle joint and hock in the weight-bearing phase

e Innervation: Caudal gluteal nerve, tibial nerve

e Antagonist: Tensor fasciae latae muscle and quadri-
ceps femoris muscle

» Figure 5.26 A sedative I-tape affixed on the semitendinosus mus-
cle with pre-stretching.

5.2 Muscular dysfunction

Example of a tape application for the biceps
femoris muscle

The biceps femoris muscle, which consists of two parts,
occupies the space cranially of the semitendinosus muscle
all the way to the front edge of the femur and, due to its
shape, can be enframed with a Y-tape. For a toning ap-
plication, the starting base is attached over the transverse
processes of the sacrum, and the arm of tape that is locat-
ed cranially is pulled all the way to the knee, while the arm
of tape located caudally is pulled either to a point below the
stifle or to the hollow of the stifle. In the latter version, the
end base is affixed at the calcaneus.

For the relaxing application, two I-tapes that meet at the
sacral bone, without however being affixed on top of each
other (» Fig. 5.27), offer a better alternative. Another op-
tion is to attach a single I-tape over the muscle belly — pref-
erably following the course of the cranial portion — from the
stifle to the sacral bone, running between the hip joint and
the ischial tuberosity.

4 \
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» Figure 5.27 Schematic diagram of the standard sedative tape ap-
plication for the biceps femoris muscle with a toning application for its
antagonist, the tensor fasciae latae muscle.
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5 — Clinical use of elastic tapes

tant to check whether the horse has a correct hoof position.
In certain cases, the vet can also administer an injection
into the knee cap ligament to tightening it.

If there is a risk that the proximal patellar fixation could re-
peatedly occur, the very first measure should be a training
plan for building up the quadriceps muscle (> Fig. 5.49).

Examples of tape applications for a proximal
patellar fixation

Unfortunately, due to equine conformation, it is difficult to
design a targeted tape application. Basically, one would
have to lay a strengthening muscle application for the
quadriceps muscle, and to additionally place a ligament
tape over the medial patellar ligament; however, as these
structures cannot be reached directly, the ideal tape ap-
plication remains somewhat hypothetical.

This is why we need to try other approaches. In the best
case, the medial and lateral regions of the knee joint can
be given taping therapy. In addition, the superficial mus-
cles, which function as synergists of the quadriceps mus-
cle, can be given a toning tape application.

In order to bring about stabilisation of the patella, a liga-
ment tape is attached over the lateral and intermediate
patellar ligament using the centring technique. In addition,
the synergists of the quadriceps femoris muscle (tensor
fasciae latae muscle and the cranial portion of the biceps
femoris muscle) can be given a toning muscle application
and its antagonists (caudal portion of the biceps femoris
muscle, gastrocnemius muscle and popliteal muscle) can
be given a sedative muscle application (» Fig. 5.50).

P Table 5.31 Tape application for proximal patella fixation

Form of application | Preferred colour Course of tape / Region of body Technique

» Figure 5.51 Implemented tape application for indirectly strengthen-
ing the quadriceps muscle in a case of proximal patellar fixation in a
Shetland pony. The tensor fasciae latae muscle and the cranial por-
tion of the biceps femoris muscle have been given an activating tape
application (red). The caudal portions of the biceps femoris muscle
and the gastrocnemius muscle have received a sedative muscle ap-
plication (blue), partly affixed with anchor tapes (black). In addition, a
lateral and medial ligament tape (pink) has been attached to stabilise
the knee cap ligament.

Effect, other points

Course of the biceps femoris muscle,  Tangential technique with 2
red |-tape: on the cranial muscle and  |-tapes (red and blue), with max.
caudally around the hip joint all the way 10% tension, with pre-stretching

to the knee; starting base: sacral bone;  (protraction of the limb) for Cranial portion: toning;

Muscle tape R end base: patella, blue I-tape: on the  affixing the blue tape and neutral ~ caudal portion: sedative
caudal edge of the muscle all the way to  position and 25% tension for
sacrum; starting base: tibia, end base: affixing the red tape on the
sacrum cranial part.
Enframing the tensor fasciae latae Tangennal techglque \A!Ith Y-Fape, Toning (helps to extend the
muscle, starting base: coxal tuber; end  with max. 25% tension, with . .
Muscle tape Red s ) . . ) knee and to bring the limb
bases: tibia and third trochanter of the  light contraction (protraction of
. forwards)
femur the limb)
Vector technique with Y-tape (on
Course: on both muscle bellies of the  the lateral and medial heads),
Muscle tape Blue gastrocnemius muscle; starting base:  with max. 10% tension with Sedative
calcaneus; end bases: femur forward stretching (protraction
of the limb)
Region: running along the course of the ~ Centring technique with up to
o ) o ) .
Ligament tape Bl el o medial, intermediate and lateral patellar ~ 100% tension running along Tightening

ligaments; bases proximal of the patella  the course of the knee cap

as well as proximal third of the tibia ligaments

Aim

To strengthen the medial and lateral ligaments in order to
stabilise the patella, and to support the building up of the
quadriceps femoris muscle through its synergists, and to
relax its antagonists (» Fig. 5.51, Table 5.31).

Step by step

e Calculate the length of the required tape(s) (I-tape, Y-
tapes), pre-cut, round off the corners.

e Prepare one red and one blue I-tape for the biceps fem-
oris muscle. Attach the red tape starting from the sa-
crum in an arc (along the cranial edge of the muscle) all
the way to the patella, with up to max. 10% tension, affix
the ends without tension, and rub the tape down well.

e Affix the blue I-tape with the starting base at the level
of the tibia, stretch the limb forward and draw the tape
along the caudal edge of the muscle, all the way to the
sacrum. Attach the end base and rub the whole tape
down well, then allow the limb to return to the resting
position (formation of convolutions).

e Affix the red muscle tape in a Y-form with the starting
base on the coxal tuber (tuber coxae), then attach the
tape arms to run along the course of the muscle as far
as the tibia, or third trochanter of the femur if neces-
sary. Use light contraction (protraction of the limb), with
a max. 25% tension, apply the bases without tension,
and activate the adhesive by rubbing.

e Affix the blue Y-tape with the starting base on the calca-
neus and rub the tape down well. Now draw both arms
of tape over the muscle belly of the lateral head and
medial head respectively, with simultaneous forward
stretching (protraction of the limb), all the way to the
muscle origin. Apply with max. 10% tension (paper-off
technique) and tape ends without tension. Rub the tape
down well.

e Make a tear in the middle of the backing paper of the lig-
ament tapes (preferred colour: black) and affix en bloc
over the knee cap ligaments (lateral and medial), using
the centring technique, with up to 100% tension. Attach
ends (proximal of the patella as well as tibia) without
tension and activate the adhesive by rubbing.

5.5.2 Lateral dislocation of the patella

In a luxation of the patella, the knee cap springs out of its
groove. It can thereby become permanently displaced or
spring back into its groove. The patella can be displaced
both laterally and medially, although the lateral dislocation
occurs much more frequently. This is why only the lateral
luxation of the patella is discussed here.

Causes

A lateral dislocation of the knee cap usually occurs due
to an injury through the overstretching or rupture of the
medial straight patellar ligament. In small breeds of pony
(Shetland ponies, » Fig. 5.53), loose knee cap ligaments
and the lateral dislocation of the patella associated with
them, can be caused by an autosomal-recessive heredi-
tary process. Such ponies should not be used for breeding.

5.5 Ligament lesions

Symptoms

In the case of a lateral patellar luxation that presents as
a static displacement, the result is a flexed position of the
knee and hock. It is not possible for the horse to put any
weight on that limb. The permanent lateral patellar luxa-
tion is usually associated with an atrophy of the quadriceps
muscle.

As soon as the horse or pony puts weight on the limb, the
patella jumps out of the groove above the lateral epicon-
dyle. Often, it slips back into the groove again shortly af-
terwards. However, this thereby causes a flattening of the
groove and of the lateral epicondyle, if that is not already a
congenital condition.

Therapy

In the case of the lateral knee cap luxation, the therapeu-
tic aim is to weaken or deactivate the fasciae, ligaments
and muscles which are pulling the patella in a lateral direc-
tion. In severe cases, this is done through an operation.
In milder cases, a tape application can reduce the tension
of the structures, thus minimising the probability of a dis-
placement of the patella.

Examples of tape applications for a lateral pa-
tellar luxation

The aim is to stabilise the patella in its groove. This can be
attempted with a correction tape attached below the knee
cap and over the patellar ligaments. The pulling tension of
the tape is thus aligned to medial, in order to head off or
reduce the tendency of the body’s own structures to pull in
a lateral direction (> Fig. 5.52).

(

| J

» Figure 5.52 A supportive tape application for stabilising the patella
in its groove. For this application, a correction tape is attached from
medial to lateral under high tension, in order to achieve a medial direc-
tion of pull (arrow).
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KINESIOLOGY TAPING WORKS! w
The elastic adhesive tapes support movement without restricting it. \ A

By means of microtraction, they deliver healing stimuli to the body,

which optimise movement and relieve pain.

Taping helps, for example, in cases of painful changes in muscles

and joints, or when horses display postural or gait faults — either as

a way of supporting physiotherapy or as a stand-alone treatment

method. This book offers you an in-depth look at the many and

varied options for applying kinesiology tapes:

e Beginning with a sound, thorough examination procedure
involving gait analysis, palpation and specific tests, you can
precisely locate problems in the horse’s tissue.

e The knowledgeable information on adapting the cut, colour and
degree of tension of the elastic tapes enables you to deploy them
in a targeted, individual treatment for each horse.

e Suitable tape applications for over 50 patterns of disease (muscle
tapes, correction tapes, fascia tapes, etc.) and the different
taping techniques (e.g. I-tapes, Y-tapes and crosstapes) are
described in detail.

e The richly illustrated step-by-step guidance sections make it easy
to put each tape application into practice.
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