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Myofascial
Release
An effective
treatment for
back pain for
the sports
person, athlete
and performer
By Ruth Duncan

It is estimated that in the UK 4 out of every 5 adults. aged 16 and over will suffer back pain at some point
in their life with a more regular occurrence, possibly

related to occupation, between the ages of 35 and 65.

Back pain can be anything from a twinge for a 24 to 48
hour period to a chronic condition over a number of months

and even years. In many cases a visit to the GP will result in

a referral to the local physiotherapy department with the

label of 'mechanical back pain', anti-inflammatory

medication and perhaps a referral to the pain clinic to

'discuss' the pain. In many cases rest and medication

makes a huge difference but there are a growing number

of the population that seek alternative treatments due

to ongoing pain, loss of function and dissatisfaction

with th~ traditional process.

It is reported that back pain is the second most

occurring condition in the UK that causes patients
to seek medical attention from their GP, around 7

million visits per year with a cost to the NHS of just under

£500 million (backpainexpert.co.uk).



Back pain is common across the population but for the

sports person, athlete or performer, unless treated

successfully, back pain can produce vulnerability, stiffness and

guarding that will affect stability, function and ultimately

performance.

Performers who sit or stand to play instruments or who play a

more static acting role suffer due to prolonged periods

without movement in isometric contraction in order to support

their posture.

Sports people, athletes and dancers create pressure on

certain muscle groups producing a repetitive strain and in

many cases also without adequate warm up, cool down and
stretch routine.

These people are prone to mechanical back issues and even

intervertebral disc issues, nerve entrapment, functional

scoliosis, tension and general myofascial pain syndromes.

Muscle mechanic s
Postural muscles demand more oxygen to provide

sustainability of bodily functions whilst phasic muscles prefer

burning glucose for fuel. When tension, trauma and poor

body mechanics reduce the amount of oxygen to the postural

muscles they fatigue and the gravitational load shifts to the

phasic musculature. Phasic muscles have a greater number

of fast twitch fibres and do not respond well to prolonged

overloading and begin to shift the load back to the already

exhausted postural muscles. The fascial network around the

muscles is then recruited to support creating a splinting effect

cascading an insidious 'creep' throughout the entire network

affecting every other cell in the body. Injured muscle cells

break down causing a release of calcium and histamines.

Calcium normally reacts with adenosine triphosphate (ATP)to

produce muscle contraction promoting energy, however in

already constricted tissue this combination further creates

painful contraction and muscular spasm.

It is important with the sports person, athlete and performer

to establish the mechanics of injury, ask them to show you

how the pain occurred as well as the position(s) they adopt in

their activity. It is also important to get an idea of the position

they sleep in, what other activities they do as well as their

regular routine for preparation of their activity. YouTube can be

a valuable resource for viewing files of the activity to assess

body mechanics.

The treatment
Due to the positioning of the lumbar spine it is never a good

idea to initially lie someone prone and put pressure through

their low back, this exaggerates the lumbar lordosis and can

exacerbate pain. A good place to start is on the front of the

body and follows from Vladimir Janda's lower crossed

syndrome.

Janda concluded that the following muscles were tight
and facilitated:

• iliopsoas
• rectus femoris
• TFL

• adductors
• arrector spinae
• gastrocnemius and soleus

In comparison the following muscles would be weak
and inhibited:

• rectus abdominis
• oblique
• gluteus maximus
• gluteus medius
• hamstrings

This results in an anterior pelvic tilt and an increased lumbar

lordosis (an exaggerated lumbar curve). The hips would be
forced into slight flexion and the knees forced to lock into

hyperextension, all creating pain and dysfunction.

If we start on the front and treat iliopsoas and the quadriceps

muscle group bilaterally, that will create a release of tension

that pulls the low back forward. Treat everything on the front

first before positioning the client sideline and working with

general back muscles on each side, then lie prone and work

with the legs, buttocks and back. Always check that the client

is comfortable, especially in prone.

It is important to remember that muscles cannot function

alone and that they are only a length of tissue within a far

greater 3D network. We must not blinker ourselves to focusing

on anyone part of the soft tissue network but instead feel and

treat globally as the fascial web supports each muscle and it's

tension levels can overpower a newly treated muscle making

your work useless. Unlike muscle the fascial network does not

respond to firm pressure but requires time, constant gentle

pressure and the heat of the therapist's hands to slowly

release its compression on the system.
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