
Superficial Fascial Disruption !
Ordinary connective tissue (CT) can be divided into loose and dense types.  
Loose CT has the function of binding structures together, and by its considerable 
extensibility allow mobility.  Dense CT contains a large proportion of collagen 
fibers and forms a dense strong sheet to ensheath organs, e.g., epimysium, 
epineurium, or the deep fascia. 
 !!
Photomicrograph of dense CT illustrating wrinkling of the fascia. !!!!!
Deep to the dermal layer of the skin lies the 
loose CT layer of superficial fascia, in which 
adipose tissue is laid down as the subcutaneous layer of fat.  In most areas the 

separation of skin from the deep fascia by the 
superficial fascia allows considerable mobility.  
The complexity and variety of sensory endings 
situated in the skin allows the performance of 
the vital sensory role via thermal, chemical and 
mechanical stimulation, which is transmitted to 
the central nervous system for interpretation. !
Below the superficial fascia and bound to it is 
the deep fascia.  The deep fascia frequently 
blends with adjacent CT, such as aponeuroses, 
periosteum, and intermuscular septae.  All CT 
is continuous and changes in the normal ten-
sion or mobility of CT in one area will affect CT 
at some other point. !
The loose CT deep to the dermis is known as 

the superficial fascia.  It allows the skin considerable movement and acts as a 
thermal insulator.  Superficial fascia is distinct over the lower part of the anterior 
abdominal wall, where it contains an abundance of elastic tissue and may occur 
in several layers as it passes through the inguinal region into the thigh.  It is also 
well differentiated in the limbs and perineum.  It is thinnest over the dorsal as-
pects of the hands and feet, the neck and face.  It is particularly dense in the 
scalp, the palms and soles where it is permeated by strong bands of CT binding 
the superficial fascia and the skin to the underlying fibrous structures, generally 
called deep fascia, but described regionally as aponeuroses. !
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In the limbs the deep fascia is well developed; many fibers 
are longitudinal in arrangement, while others encircle the 
limb, binding the longitudinal fibers together into a tough, 
inelastic sheath for the muscles.  Where the deep fascia 
comes into direct contact with the periosteum of the bone, 
it fuses with this and thus is able to take the pull of at-
tached muscles.  In the lower limb, deep fascia contributes 
to venous return as its contained muscles exert a pumping 
effect on the deep veins.   !
The dermal layer of the skin imparts considerable mechan-
ical strength and elasticity due to its fibrous content.  The 
reticular layer of the dermis consists of strong interlocking 
bands of white fibrous tissue with some elastic fibers.  The 
direction of these fibers is usually parallel and gives rise to 
the surgical cleavage lines along which surgical incisions 
are made to produce healing with minimal scarring. !

Symptoms suggesting superficial fascial disruption include: 
• Deep pain in a non-joint area which cannot be reproduced by palpation 
• Pain jumping from one area to another 
• Tingling, numbness or paresthesia throughout an entire extremity or area 
• Diffuse and non-specific pain 
• Spasm !

Body language suggesting superficial fascial disruption consists of the patient 
repetitively squeezing the affected tissues.  The patient will have normal range of 
motion, and may have muscle spasm. !
The effects of treating superficial fascial disruption on the circulation can be de-
scribed as local and general.  Local effects are produced as a result of the tensile 
stress placed on the CT.  The tensile stress and stroking maneuver is sufficient to 
cause mast cells to release histamine-like substances, which produce local va-
sodilation.  Treatment will also stimulate large diameter nerve fibers connected to 
mechanoreceptors in the CT, which will have an effect at the synapses in the 
substantia gelatinosa and nucleus proprius in the dorsal horn of the spinal cord.  
This effect will block the transmission of pain signals carried on the small diame-
ter nerve fibers. !
Shortening of the deep fascial tissues can cause movement restriction.  Accord-
ing to Lewit, when stretching or shifting the fascia a barrier is encountered, and 
this has to be overcome to obtain a release.  !
During palpation whether soft tissue is stretched, or soft tissue layers are shifted, 
very little resistance is met until a fascial restriction is reached.  Stretch or mobili-
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ty is limited and the barrier is stiff, and does not give.  We restore mechanical 
function of the soft tissue, elasticity and mobility, relative to other tissues or tissue 
layers. !

Palpation of the superficial layer of the skin is done by 
stretching a small area between the fingertips, a larger area 
between the thumb and thenar prominence, while a large 
area of skin is palpated between crossed hands.  The barri-
er is reached with a slight pull, and another slight pull into 
the barrier should release the restriction.  During the period 
of release, the intensity and direction of pull can be 
changed, but it must never be forced and the patient should 
not feel pain.  Skin stretching is indicated only for increased 
tension in the skin surface.  It can be applied to a very small 

area, such as a hyperalgesic fold between the toes in a radicular syndrome, or 
the skin over an enthesis disruption.  It is painless and can be used over hyper-
algesic skin in reflex sympathetic dystrophy. !!

To palpate subcutaneous tissue, scar tissue, taut mus-
cles, and fascia of the muscles a fold of tissue is formed 
between the thumbs.  The fold is stretched until a barrier 
is reached.  If the tissue is normal it should spring, but 
will be stiff if a restriction in the fascia is present.  If a re-
striction is present, on reaching the barrier pressure is 
held until a release is felt.  In large muscles, such as the 
hamstrings, the fold is produced between the palm of 
one hand and the fingers of the other.   !

 
If the soft tissues cannot be folded, pressure can be applied 
into the tissue until the barrier is engaged.  Pressure is held 
until a release is felt, and the finger will sink deeper into the 
tissue.  This is used, usually, for the erector spinae and the 
gluteals above the sacrotuberous ligament.  Deep scars can 
also be treated in this fashion. !!

Restriction in the deep fascia against bone must be mobilized.  This applies to 
the scalp, to adjacent bones connected mainly by soft tissue (carpal and tarsal 
bones), and the ribs.  In testing the deep fascia, the soft tissue is shifted relative 
to the bony structures.  The lumbodorsal fascia can be shifted towards the but-
tocks or the shoulders with the patient prone.   !

 
 !
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The dorsal fascia can be shifted (stretched) by shifting the tissues side to side in 
opposite directions.  The gluteals can be shifted from below in a similar manner. !!!
 !!

If restriction affects both sides of the trunk, there will be restric-
tion on side bending, and the restriction over the lateral side of 
the trunk is treated. !!!!
The scalp can be readily shifted in all directions against the 

skull, and restrictive fascial distortions noted.  One or two fingers or thumbs are 
sufficient to engage the restricted barrier, which is held until release is felt and 
normal mobility restored. !
Mobility of soft tissues against bone can be examined by rotary movement at the 
neck and extremities.  Soft tissues around the arms, legs or neck can be mobi-
lized by moving the whole mass in one direction, or by turning one hand against 
the other, as in wringing out a cloth. !
With the patient supine the mass of the pectorals can be treated by holding pres-
sure in the direction of increased resistance and letting the patient breathe in 
slowly, hold the breath, and then breathe out. !
Deep pelvic or perineal pain can be treated by shifting the soft tissues over the 
edges of the pubic bone on the impaired side. !
The epicondyles, knee, above the ankles, and the heel pad are further common 
areas of fascial restriction.  The heel pad may not be readily shifted on one side.  
Pressure is applied by the fingers in the direction of restriction until a release is 
felt. !
In a painful Achilles tendon, at times there is tenderness in the tissue between 
the tendon and bones.  If there is restriction, the tissue is stretched between two 
fingers until release occurs. !
In nerve compression syndromes there can be radiating pain and numbness at 
the skin fold between the toes, and resistance to dorsoplantar motion between 
the involved metacarpal or metatarsal bones.  Slight pressure is maintained until 
release is felt. !
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The forward drawn posture can be corrected by holding the barrier in 
the buttocks, and shifting the fascia in a cranial direction until release is 
felt.  Deep pressure can also be used over points of hypertonicity in the 
gluteus maximus until release is felt.  Restoring fascial mobility will 
normalize mobility at the buttocks as well as reducing tension in the ab-
dominal muscles and at the attachment sites on the pubic symphysis.  
Tension in the neck and back muscles will also be restored to normal.  
However, if the abdominal and gluteal muscles are weak, the distortions 
can recur. !
A test to show that pain and tightness in the upper neck is due to distor-

tions in the pelvis can be used if we have a patient with a forward drawn posture.  
Palpate the posterior neck muscles with the patient standing looking at an object 
at eye level.  Sit the patient down with her looking at an object at eye level.  If the 
posterior neck muscles now relax, the forward drawn head position and tension 
in the neck muscles while standing, originates from the pelvic region. !
A tender point in the mid-thoracic area (usually left) can also affect postural mus-
cles.  Stimulation of this tender point causes a twitch response in the lower lum-
bar erector spinae and may cause contraction of the hamstrings.  Tender points 
will also be found in the lateral gluteals at the level of the upper end of the inter-
gluteal fold, and at the sacrotuberous ligament.  Pressure slightly ventral and 
cranial on the lateral edge at the tip of the sacrum will meet resistance.  Slack is 
taken up and a release occurs, and the tender point in the thoracic interscapular 
muscles and lateral gluteal tender points will be gone.  !!
ICD 9 Diagnosis Codes for Fascial Restriction !
1. Myofascial dysfunction 
85. Muscle spasm 
782. General numbness !
CPT Treatment Codes for Fascial Restriction !
97140  Manual therapy (fascial release) 
97124  Massage (if 97140 not done) 
97012  Intersegmental traction !!!!!!!
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