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Agostini 

IRCCS San Camillo, Venice, Italy 

The muscles or group of muscles showing a 
deficit, identified as target muscles for treatment 
are: 

• Upper Trapezius (bilaterally) 
• Deltoid (bilaterally) 
• Rhomboid (bilaterally) 
• Lumbar Paravertebral 
• Flexors of the Head 

 

Description of Application Techniques 

For the application is expected a thorough and 
systematical procedure that allows the therapist 
to verify the exactness and correctness of the 
technique whereas muscles and muscle groups 
are concerned, according to the following stages: 

• patient positioning 
• tape length measuring 
• tape cutting 
• tape positioning 

Each muscle and muscle group will be 
described in the following text according to the 
above listed stages. 

Upper Trapezius 

• Patient Position: sitting; you ask the patient 
to bend laterally and lightly flex the neck. 
The therapist actively assists the patient to 

reach the requested position in order to 
fulfill the maximum reach of lateral 
inclination. (active or passive positioning?) 

• Tape Length Measure: you consider the 
length between the acromioclavicular joint 
and the nuchal base with the patient in the 
position in which the tape is applied. When 
you reveal the tape length, you must 
consider the hairline as inferior limit of the 
nuchal base, since adhesion on the hair 
would not be efficient (alternately, an option 
would be to shave part of the head, with the 
patient's consent, in order to improve 
coverage of the muscle group). 

• Tape Cut: width 5 cm cut in the middle for 
all its length (two slings of 2,5 cm each) up 
to 2 cm of the tape end (anchorage). 

• Tape Positioning: You secure the anchorage 
at the end of the acromioclavicular joint. 
You apply the tape without traction. 
positioning it carefully on the muscle, with 
the superior sling running along the upper 
margine of the muscle belly, while the 
inferior sling is applied cranially at the 
shoulder rim following the muscle in the 
direction of its nuchal insertion. 
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Bilateral Deltoid 

• Patient Position: sitting or standing: you ask 
the patient to adduct horizontally, bend and 
intra-rotate the arm in the first stage of the 
tape application, and then to adduct 
horizontally, straighten, and extra-rotate the 
arm in the second stage (from the neutral 
phase to the active one). The therapist assists 
the patient althrough the exercise given, 
until the maximum range of the movement 
has been reached. 

• Tape Length Measure: you consider the 
distance between the 3rd superior of the 
humerus as anchorage and the 
acromioclavicular joint superiorly, adding 2 
cm at the ending point with the arm in the 
neutral phase. 

• Tape Cut: width 5 cm cut in half (ypsilon) 
for its entire length keeping the last 5 cm 
intact as anchorage 

• Tape Postitiong: The anchorage (5 cm) is 
fixed at the 3rd superior humerus with the 
arm in the neutral phase, no traction is 
applied. The first of the two slings is put on 
the portion of the posterior deltoid and the 
second sling on the anterior part of the 
deltoid thus covering 30% of the area 
considered. 

 

             

Rhomboid 

• Patient Position: sitting or standing. You ask 
the patient to adduct, bend and intra-rotate 
both arms, and to flex the head forward in 
the frontal plane, contracting the dorsal 
muscles as much as possible. The therapist 
assists the patient throughout the execution 
of the movement. 

• Tape Length Measure: You consider the 
superior margin of the corner of the  scapula 
exactly at its centre passing at the 5th and 6th 
thoracic vertebrae until reaching the same 
contralateral scapular margin. 

• Tape Cut: width 5 cm, anchorage 2 cm. The 
tape is cut as an “x” with the ancorage at its 
centre and four slings of a 2.5 cm width each. 

• Tape Positioning: You part from the 
anchorage applied in correspondence to the 
5th and 6th thoracic vertebrae without 
traction. You apply the tape in two stages: 
the first two slings are put superiorly to the 
superior corner of the scapula, and the other 
sling is positioned on the centre part of the 
scapula, then the same procedure is done on 
the opposite side, thus covering 30% of the 
rhomboid muscle portion. 
 

     

Lumbar Paravertebral Tract 

• Patient Position: sitting or standing, you ask 
the patient to put his hands on his quadriceps, 
bend the  torso and the head on the frontal 
plane, enough to stretch the paravertebral 
muscles as much as possible. 

• Tape Length Measure: You consider the 
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distance between the line over the gluteal 
(S1) and the transverse apophysis of T12-L1. 

• Tape Cut: the tape width is 5 cm. The length 
would be a standard length of 25-30 cm 
depending on the patient's height (30 cm for 
patients taller than 1.80 m). The tapes are 
two (one for each paravertebral).  

• Tape Positioning: in this application the 
anchorage is included in the tape itself. The 
tape is applied from the right half gluteal 
line up to the transverse apophysis of T12 
and the same thing is repeated on the left 
side. 

 

Flexors of the Head 

• Patient Position: sitting. You ask the patient 
to extend the head posteriorly, keeping the 
torso as erect as possible, enough to put the 
flexor muscles of the neck stretched. The 
therapist helps the patient, increasing skin 
traction under the mandibular enough to 
maximise the stretch on the flexor muscles, 
in order to increase the tape adherence and 
to increase the number of folds created by 
the tape. 

• Tape Length Measure: Your starting point is 
in correspondence to the central point of the 
inferior margin of the temporomandibular 
joint (TMJ) (as reference use the centre of 
the mouth) to the sternum, superior portion. 

• Tape Cut: width 5 cm, cut in five slings 
(fan-shape) each with a width of 1 cm for 
the total length of the tape keeping 5 cm 
intact as anchorage. 

• Tape Positioning: the central sling is the 
referring point and measure for the 
anchorage. The anchorage is applied on the 
sternum based on the measure of the central 
sling, which is posed on the centre of the 
inferior margin of mandibular rim. Once the 
anchorage is positioned you distribute the 
five slings starting with the external ones 

keeping the corners of the mouth as 
reference points, each sling is positioned 
without traction of the tape. The five strips 
will cover the hyoid bone with a distance 
between slings of about ½ cm enough to 
create the form of a goblet. 

 

        

Tape Application Modality 

• It is of vital importance during all the 
applications of the tape, not to create any 
traction. It has to be applied without being 
stretched, in order to respect the concept of 
DECOMPRESSION, which will allow the 
non-invasiveness and consents futhermore 
the patient to execute the exercises given to 
him without functional o proprioceptive 
limits. It is also very important to respect the 
measure and the cut for an application of the 
tape as correct and efficient as possible, in 
order to conform the application and to 
respect the concept of DECOMPRESSION. 

 

	  


