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Treatment of Low Back Pain in the Fascial Distortion Model
Perkins,B 1 Medical Director, Cornerstone Clinic: Medical Center, Anchorage, AK USA; 
Introduction
Low Back Pain is a common and significant affliction of the human condition.  Its cost to the 
individual, economy, and society are measured in billions of dollars.  Guidelines for the 
management of low back pain were updated in 2012.  While considered a self-limiting condition, a 
significant number of patients undergo expensive diagnostic procedures, alternative therapies, 
medical, and surgical interventions, and many go on to develop chronic pain with partial or total 
disability. There are numerous manual therapies utilized to treat low back pain. The Fascial 
Distortion Model is a patient-centered modality, useful to diagnose and treat acute and chronic 
low back pain and other painful musculoskeletal conditions.
Purpose/Aim
Introduce the Fascial Distortion Model as a unique and effective method of diagnosis and manual 
treatment of acute low back pain.
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Materials and Methods
I describe a patient presenting with acute low back pain in the outpatient setting. The patient 
provides the history of present condition, describes his pain symptoms, outlines aggravating and 
alleviating factors, and verbalizes how he will know it’s better after treatment.  Special attention is 
paid to the attendant body language (fascial distortions) and pain gestures used by the patient 
describing his pain.  Treatment is directed to the specific fascial distortions identified by the 
patient, until the patient is able to perform previously painful movements in a pain free manner, 
and the painful condition is resolved.  

Results 

The patient was seen and treated  four times over  4 weeks, after he had failed to respond to 
other medical treatments, including  Pharmacotherapy, Tender point injection, Sacroiliac Joint 
injection, and Epidural Steroid injection.
The patients’ symptoms appeared to be relieved by treatment in the Fascial Distortion Model.  The 
results of treatment were immediate, measureable, objective, and obvious.  Treatment results in 
the model are predictable, and reproducible.   The patient returned to ADL’s over 2 weeks, and to 
driving and recreational activities by end of treatment
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Relevance
The Fascial Distortion Model (FDM) is an anatomical perspective in which the underlying etiology 
of virtually every musculoskeletal injury is considered to be comprised of one or more of six 
specific pathological alterations of the body’s’ connective tissues (fascia). In the FDM, each injury 
is envisioned through the model, and the patients’ subjective complaints, body language, 
mechanism of injury, and objective findings are woven together to create a meaningful diagnosis. 
Treatment is directed to the specific anatomical distortions of the surrounding fascia, physically 
reversing them.  When the fascial distortions are corrected, the anatomical injury no longer exists; 
the patient can resume normal function and is pain free. This model allows for strikingly effective 
manipulative treatments for diverse conditions including low back pain and other soft tissue 
injuries.  In this model, the patient becomes the “expert”, skilfully guiding the trained physician to 
the FDM diagnosis and treatment.  
Conclusion(s)
The Fascial Distortion Model is an effective manual treatment approach for acute low back pain.  
Further research utilizing the model in comparison with other manual therapies and/or usual and 
customary methods is indicated, and can be carried out in a Comparative Effectiveness Research 
model. 
Keywords: Low Back Pain, Fascial Distortion Model, Fascia, FDM, Musculoskeletal Pain 
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Diagnosis:  Low Back Pain

 80-85% of LBP is without a specific diagnosis
 Lumbosacral strain is a diagnosis by default
 LBP has been ascribed to sprains, strains, soft-

tissue injury, fibromyalgia, myofascial pain 
syndrome, disk syndrome, facet syndrome, DJD

 No specific diagnostic tests to document such 
causes

 It is a clinical diagnosis based on History and PE



Possible Causes of Low Back Pain*

 Systemic Causes
 Malignancy-Metastatic breast, lung or prostate CA; multiple 

myeloma, lymphoma, leukemia, primary spinal cord or extradural 
tumors

 Infection-Endocarditis, vertebral osteomyelitis, diskitis, epidural 
abscess 

 Abdominal aortic aneurysm
 Renal, GI or pelvic disease

 Source: Wipf JE, Deyo RA; Low Back Pain. Med Clin North Am 
1995



Possible Causes of Low Back Pain*

 Rheumatologic and Structural Conditions
 Ankylosing spondylitis
 Psoriatic arthritis
 Reiter’s Syndrome
 Arthritis associated with inflammatory bowel disease
 Osteoporosis
 Spondylosis-narrowing of disk space and arthritic changes of facet joint
 Spondylolisthesis-forward displacement of one or more lumbar 

vertebrae
 Synovial/Subarachnoid Cysts 

 Source: Wipf JE, Deyo RA; Low Back Pain. Med Clin North Am 1995



Possible Causes of Low Back Pain*

 Disk Problems
 Vertebral disk herniation
 Cauda equina syndrome

 Spinal Stenosis

 Source: Wipf JE, Deyo RA; Low Back Pain. Med Clin North Am 
1995



Key considerations in the Physical 
Exam of Low Back Pain

 Presence or absence of pain radiating to the leg (sciatica), 
especially below the knee

 Presence or absence of neurologic deficits, based on assessment 
of muscle strength, reflexes and sensation

 Initial neurologic exam  provides a baseline for future reference
 Progression of neurologic deficits over time signals the need for 

surgical consultation
 However, even in patients with herniated disks and nerve root 

compression, conservative treatment that helps keep the 
patient as active as possible--acetaminophen, NSAID’s, and 
manipulation--may avoid the need for surgery



Adult acute and subacute low back pain.

Guideline Summary NGC-9520

Bibliographic Source(s) 

Goertz M, Thorson D, Bonsell J, Bonte B, Campbell R, Haake B, 
Johnson K, Kramer C, Mueller B, Peterson S, Setterlund L, Timming
R. Adult acute and subacute low back pain. Bloomington (MN): 
Institute for Clinical Systems Improvement (ICSI); 2012 Nov. 91 p. 
[133 references]

Agency for Healthcare Research and 
Quality(AHRQ) Guidelines
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AHCPR Guidelines 1994
Treatment Recommendations for Acute Low Back 

Problems

 Bed rest-limited 2-4 days
 Exercise-prevent deconditioning
 Medications-acetaminophen, NSAID’S, muscle 

relaxants, opioids
 Manipulation
 Physical modalities
 Referral to a spine specialist



AHCPR Guidelines  1994
Manipulation

 Recognized the role of manipulation  in the treatment 
of acute LBP

 Should be discontinued and the patient reevaluated if 
no improvement occurs within one month

 Not recommended for the long term
 Practitioners of manipulation include chiropractic 

physicians, physical therapists, osteopathic 
physicians, and allopathic physicians with training in 
manual medicine



More Recent Guidelines on LBP

 Reaffirm the role of Manipulation in the 
treatment of LBP

 Recognize methodologic quality remains a critical 
aspect to be dealt with in future studies

 Find that spinal manipulative therapy has clinical 
benefits equivalent to other commonly used 
therapies, but no evidence that it is superior to 
other standard treatments for patients with 
acute or chronic LBP



More Recent Guidelines on LBP

 Acupuncture, massage and chiropractic or 
osteopathic manipulation are not single, well 
defined monotherapies, but rather collections of 
various interventions that are often tailored to 
the needs of individual patients and that reflect 
the specific practitioners’ training and 
preferences…

 Fastidious trials that evaluate CAM treatments 
using restrictive  treatment protocols are difficult 
to design because sham therapies are hard to 
construct and blinding is problematic





Osteopathic Manipulative Treatment 
- OMT

 Definition: the therapeutic application of manually 
guided forces by an osteopathic physician to improve 
physiologic function and/or support homeostasis

 Accomplished by a variety of techniques
 CPT Codes 98925-98929



OMT Techniques
 Direct Techniques

 High Velocity-Low 
Amplitude, Thrust (HVLA)

 Low Velocity-High 
Amplitude, ROM (LVHA)

 Muscle Energy ME)
 Myofascial Release (MFR)
 Lymphatic  pump
 Positional
 Visceral
 Fascial Distortion Model 

(FDM)

 Indirect Techniques
 Myofascial Release (MFR)
 Counterstrain (CS)
 Craniosacral (CSR)
 Facilitated Positional 

Release (FPR)
 Functional 
 Balanced Ligamentous 

Tension
 Combined



Somatic Dysfunction

 Definition: impaired or altered function of 
related components of the somatic(body 
framework) system:  skeletal, arthrodial, and 
myofascial structures, and related vascular, 
lymphatic, and neural elements

 Formerly known as the osteopathic lesion
 Further categorized as acute, chronic, 

secondary, and spinal type I or type II
 ICD-10 Codes M99.00-M99.09



Osteopathic Concepts

 The human being is a dynamic unit of function
 The body possesses self-regulatory mechanisms 

which are self healing in nature
 Structure and function are interrelated at all levels
 Rational treatment is based on these principles



 65 yo C male presented by referral for acute LBP with spasm onset 3 
weeks earlier while driving from Kenai to Anchorage with no  known 
traumatic provocation.

 He reported similar events of self-limited painful back spasms 
associated with prolonged driving, but this event had escalated,  he 
had difficulty walking, and he had been confined to laying on the 
floor most days.  He had not slept more than 4 hours continuously in 
2 weeks, and had lost 25 lbs. 

 Past Medical/Surgical History: Appendectomy , Cholecystectomy, 
Mechanical LBP

Case Report



 HPI: Pt initially presented to his PCP after 48 hours with C/C L LBP 
7/10, constant with episodes of sharp stabbing pain, worse with 
sitting, some radiation into the L groin

 PE: VS 75in(190.5 cm)  270 lbs (122.5 kg)  BMI 33.7  BP 132/80, P71  R 
16 T97.7F(36.5C); L CVA tenderness, Abd soft, non-tender, without 
guarding or rebound, no significant MSK tenderness

 Initial assessment was Flank pain radiating to groin, R/O 
nephrolithiasis.

 Lab/X-rays Ordered: CBC, UA with reflex to culture, CT Abd/Pelvis-
stone protocol

 RX: Norco 5/325 mg QID, Senna Plus 8.6/50 mg BID, Flomax 0.4 mg 
QD
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 Lab/Imaging Results: UA-Microhematuria; CBC-WBC 5.8, H/H 15.9/47.0, 
Normal indices; BUN 22 Cr 1.15; Glucose 108; electrolytes normal

 CT Stone Study: 
 1.  2 cm L renal mass, non enhancing, highly attenuating on non-contrast,    

suggesting hemorrhagic cyst.  Follow up in 3 months
 2.  Mild enlargement of prostate
 3.  Fat filled hernias in the inguinal regions and umbilicus
 4. Diverticulosis without acute inflammation
 5.  Cholecystectomy
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 F/U 4 days later: Pain worsening despite Ibuprofen, Norco, and 
Valium.  Pain relieved laying on back with L hip flexed

 PE: VSS,  Pain localized L flank, painful to finger pressure, “more 
inflammatory soft tissue than nerve root in nature, without 
radiculopathy”

 Lumbar Spine X-ray: Marked disk space narrowing L3-L5, minimal 
retrolisthesis L2/L3, Imp: Severe degenerative changes with disc 
disease at multiple levels

 TX: TP injection with 2cc Celestone 6 mg/ml with 10cc 1% Lidocaine, 
 RX: Medrol 4 mg dosepak

Case Report



 F/U 2 days later: Minimal response to Tender point injection, 
referred for L SI Injection under Fluoroscopy.

 PE: Pt indicates point tenderness consistently over L SIJ, but 
also over the L gluteus area lateral to the SIJ

 TX: Successful L SIJ injection with 80 mg DepoMedrol and 2cc 
0.5% Marcaine.

 Plan: Consider Lumbar MRI if symptoms persist.

Case Report



 F/U 3 days later: L LBP persisting despite L Flank TP injection 
and L SIJ injection under Fluoroscopy.  Pain relief for 4 hours 
after SIJ injection. “Pain does not correspond to the usual 
anatomic considerations.”

 PE: VS-BP 130/82 P 82 R 17 T97.3F (36.3C)
 Assessment: Lumbosacral Radiculopathy
 Lab/X-rays Ordered: CBC, CMP,ESR,C-Reactive Protein
 TX: Ketorolac 60 mg/2 ml IM
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 Lab Results: CBC-10.3 WBC, 17.7/52.9 H/H, Normal indices; CRP<0.10; ESR 1.0 mm/hr; 
BUN 27(8.4-25.7); Cr 1.22; AST 18; ALT 114(0-55); Glucose 89; electrolytes normal

 Lumbar MRI Results: 
 1. Posterior annular tears at multiple levels with sub-ligamentous herniation's
 2. The largest at L5-S1 extends to the left of midline and contacts the left S1 root
 There is no severe central stenosis or foraminal stenosis at any level, however these sub-

ligamentous herniation's can be associated with nerve root referred symptoms, as well as 
low back pain

 The findings at L5-S1 could well be related to the patients current symptoms.
 There is facet joint disease at multiple levels, greatest at L4-5, but previous examination 

under fluoroscopy demonstrated no point tenderness over any of the facet joints.

 Plan:  Scheduled for Lumbar Epidural Steroid Injection
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 Following Day: Lumbar ESI
 Indications: L buttock and posterior thigh pain, withL5-S1 Sub-

ligamentous herniation contacting the L S1 Nerve root 
 Pain is produced predominantly by sitting, and relieved more by 

standing, Pt can lie down for periods of time, but after an hour 
or two has recurrence of pain

 Results: Modest but temporary relief of pain.  One week later 
request referral for Osteopathic Consultation and treatment as 
indicated.
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 1st Osteopathic Consultation  3 weeks after onset of symptoms
 PE: VS 75in(190.5 cm)  253 lbs (115 kg)  BMI 31.6  BP 104/68, T98.4F(36.9C);   

Pain Score 7/10; GU/GU Negative, Neurosensory exam intact, 2nd Burn over L 
sacrococcygeal area from Heating pad. (not as painful as the back pain)

 Biomechanical exam: L Posterior Ilium with + Standing Flexion Test (SFT) on 
the L, L ASIS and Medial Malleolus superior, compensatory changes L TLJ

 FDM Findings: L Flank HTP, B SCOTB’s, L LTTB, L Oblique TB, L SIJ UFD, L SIJ 
CyD

 TX: OMT-ME L posterior/R anterior ilium/pubes; LVHA B SIJ’s; CS R Iliacus TP; 
FDM-HTP, Triggerband technique, Traction Thrust L SIJ UFD, CyD Cupping 
with Movement and Plunger technique Sacral/Lumbar spine

 RX: Cyclobenzaprine 10 mg QHS, Tramadol 50 mg QID prn pain 6/10, 
Silvadene 1% topical cream BID
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 2nd Osteopathic Consultation 3 days later.  Pt reports 50% 
improvement, sleeping through the night, no sciatica, pain ranging 
from 3/10-6/10. Appetite improved, and ambulating independently

 PE: VS 75in(19.5 cm)  255 lbs (115.9 kg)  BMI 31.9  BP 130/98, 
T98.8F(37.1C); Pain Score 6/10; GU/GU Negative, Neurosensory exam 
intact, 2nd Burn over L Sacrococcygeal area healing well

 Biomechanical exam: FDM Findings: L Flank HTP, L Cluneal HTP, R 
SCHTP, B SCOTB’s, B LDTB’s, B LTTB’s, L Oblique TB, Lumbar UFD 

 TX: OMT-FDM-HTP’s, Triggerband technique, Lumbar UFD with 
Plunger technique, Lumbar roll 
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 3rd Osteopathic Consult, 1 week later.  Pt reports continued 
improvement, pain 5/10, has been able to drive, and walk 
around the Dimond Center for exercise. Pt self reports he has 
had more relief from FDM than the Steroid injections 

 PE: VSS Pain Score 5/10; GU/GU Negative, Neurosensory exam 
intact, 2nd Burn over L Sacrococcygeal area healing well

 Biomechanical exam: FDM Findings: L iliolumbar HTP, L IFHTP, 
L ilioinguinal TB, B Lumbar Star TB’s, L LDTB, R LTTB, 

 TX: OMT-CS L Iliacus TP; FDM-HTP’s, Triggerband technique 
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 last Osteopathic Consult, 2 weeks later.  Pt reports “feeling pretty 
stable”, pain 2/10, has been able to drive, and returned to 
recreational activities ie. Fishing.  Pt reports continued LBP as a mild 
burning, worse with prolonged sitting, with occasional sharp, 
intermittent pain in L groin area. Wants to address R shoulder 
symptoms from an old shoulder dislocation 45 years earlier.  

 PE: VSS Pain Score 2/10; GU/GU Negative, Neurosensory exam intact, 
2nd Burn over L Sacrococcygeal area resolved. + Neer’s sign RUE

 Biomechanical exam: FDM Findings: R SCHTP, L SSHTP, R UTTB, L 
Oblique TB, B Lumbar Star TB’s, L SICD, R GHU RFD, R elbow UFD, 
RUE IMSFD, Lumbar CyD

 TX: OMT- FDM-HTP’s, Triggerband technique, Continuum Technique, 
RFD Frogleg, Inline Compression thrust, UFD Short arm traction 
thrust, IMSFD Chicken wing/Claw, Lumbar CyD-Plunger
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 Discussion: Pt was treated  allopathically with common and accepted methods based on 
physical symptoms and radiographic findings, with limited success.   

 Published guidelines*  identify manual therapies as proven effective in the management 
of acute LBP. 

 Interventions – Manual Therapy
Clinicians should consider utilizing thrust manipulative procedures to reduce pain and  
disability  in patients with mobility deficits and acute low back and back-related buttock 
or thigh pain. Thrust manipulative and non-thrust mobilization procedures can also be 
used to improve spine and hip mobility and reduce pain and disability in patients with sub
acute and chronic low back and back-related lower extremity pain. (Recommendation 
based on strong evidence.)

* Low Back Pain
Clinical Practice Guidelines Linked to the International Classification of Functioning, Disability, and Health from 
the Orthopaedic Section of the American Physical Therapy Association
Anthony Delitto, PT, PhD, Steven Z. George, PT, PhD, Linda Van Dillen, PT, PhD, Julie M. Whitman, PT, 
DSc,Gwendolyn A. Sowa, MD, PhD, Paul Shekelle, MD, PhD, Thomas R. Denninger, DPT, and Joseph J. Godges, 
DPT, MA
J Orthop Sports Phys Ther. 2012 Apr;42(4):A1-57. doi: 10.2519/jospt.2012.0301. Epub 2012 Mar 30.
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Low Back Pain
Clinical Practice Guidelines Linked to the International 
Classification of Functioning, Disability, and Health from the 
Orthopaedic Section of the American Physical Therapy 
Association
Anthony Delitto, PT, PhD, Steven Z. George, PT, PhD, Linda Van 
Dillen, PT, PhD, Julie M. Whitman, PT, DSc,Gwendolyn A. Sowa, 
MD, PhD, Paul Shekelle, MD, PhD, Thomas R. Denninger, DPT, 
and Joseph J. Godges, DPT, MA
J Orthop Sports Phys Ther. 2012 Apr;42(4):A1-57. doi: 
10.2519/jospt.2012.0301. Epub 2012 Mar 30.

Orthopaedic Section of the American 
Physical Therapy Association  Guidelines



Conclusion(s)
 The Fascial Distortion Model is an effective manual treatment 

approach for acute low back pain. 
 The FDM is Patient-centered and symptom based:

Patients intuitively know what needs to happen to feel better, they
communicate this through consistent verbal and body language, this
system of knowing and communicating is inherent in the Fascia, and
is universal.

 Further research utilizing the model in comparison with other manual 
therapies and/or usual and customary methods is indicated, and can 
be carried out in a Comparative Effectiveness Research model. 
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Common Lower Extremity Radicular 
Syndromes

 Sacroiliac Joint Pain-ICD-9 Code 724.6
 Piriformis Syndrome-ICD-9 Code 355.9
 Meralgia Paresthetica-ICD-9 Code 355.1
 Iliotibial Band Syndrome-trochanteric bursitis-ICD-9 Code 

726.5
 Lumbar Radiculopathy-ICD-9 Code 724.4
 Quadratus Lumborum Syndrome-ICD-9 Code 724.4
 Ischiogluteal Bursitis-ICD-9 Code 726.5
 Ilioinguinal/Genitofemoral Neuralgia-ICD-9 Code 355.8
 Coccydinia-ICD-9 Code 724.79



Indications  for Surgical Referral in 
the Patient With Sciatica

 The cauda equina syndrome ( a surgical emergency): characterized 
by bowel and bladder dysfunction (usually urinary retention), saddle 
anesthesia, bilateral leg weakness and numbness

 Progressive or severe neurologic deficit
 Persistent neuromotor deficit after 4-6 weeks of conservative  

therapy
 Persistent sciatica, sensory deficit, or reflex loss after 4-6 weeks in a 

patient with positive straight leg raising sign, consistent clinical 
findings, and favorable psychosocial circumstances (e.g., realistic 
expectations and no evidence of depression, substance abuse, or 
excessive somatization)

 Deyo RA, Loeser JD, and Bigos SJ:  Herniated lumbar intervertebral  disk.  
Ann Intern Med 112:598-603, 1990
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Questions?



What is Fascia?

 Fascia is the soft tissue component of the connective tissue 
system that permeates the human body. 

 It forms a whole-body continuous three-dimensional matrix 
of structural support.

 Fascia interpenetrates and surrounds all organs, muscles, 
bones and nerve fibers, creating a unique environment for 
body systems functioning. 



Fascia



Fascia

 A continuous sheet of tissue that extends from the head to 
the toes.

 Every cell is wrapped with the fascial material.
 The fascia is under tension and supports the internal 

structures such as bone, ligament, and vessels.
 Fascia is sensory, proprioceptive, supportive, conductive, and 

contractile.



What is Fascia?

 All fibrous connective tissues including: 
 Ligaments
 Tendons
 Retinaculae
 Joint capsules
 Aponueroses



What is Fascia?

 Organ and vessel tunics
 Epineurium
 Meninges
 Periostium
 All the endomysial and intermuscular fibers of the 

myofascia. 



Intact Dissected Fascial System



Fascia

 Osteopathic Physicians consider fascia to be 
an organ system, much like skin

 Fascia communicates what is going on inside 
the body much like skin does outside the body

 Fascia is neurosensory, has proprioceptive 
function, and structural/mechanical tensegrity

 Fascia has “memory”, the emotional 
component of an injury is stored in the fascia



What is a Model?

 A description or analogy used to help visualize 
something (as an atom)  that cannot be directly 
observed

 A system of postulates, data, and inferences 
presented as a mathematical description of an entity 
or state of affairs



Fascial Distortion Model

 Anatomical perspective in which most musculoskeletal 
injuries and certain medical conditions are envisioned as 
consisting of one or more of six principal fascial distortion 
types - each of which have signature clinical presentations. 



Introduction to the Fascial Distortion 
Model

 Founded and developed by Stephen Typaldos, DO (UHS-
COM 1986) in 1991 until his untimely death in 2006

 Published in AAO Journal 1994 and 1995
 4th edition Textbook published 2002    FDM:  Clinical and 

Theoretical Application of the Fascial Distortion Model 
Within the Practice of Medicine and Surgery



Introduction to the Fascial Distortion 
Model

 Based on simple principles of personal experience and 
observation

 Patients intuitively know what needs to happen to feel 
better

 Patients communicate this through consistent verbal 
and body language

 This system of knowing and communicating is inherent 
in the Fascia, and is universal.



Universal  Body Language

 The concept of a Universal Body Language for pain is 
not new

 Universal sign of Myocardial Infarction
 Universal sign of Choking
 Universal signs of  Stroke
 The study of Body Language and Facial Expression of 

emotion is well established



Fascial Distortion Model

 In the manipulative practice of the FDM, each injury is 
envisioned through the model, and the subjective 
complaints, body language, mechanism of injury, and 
objective findings are woven together to create a 
meaningful diagnosis that has practical applications



Fascial Distortion Model

 In the FDM approach, treatment is directed to the 
specific anatomical distortions of the capsule, 
ligaments, and surrounding fascia, physically 
reversing them. 

 When the fascial distortions are corrected, the 
anatomical injury no longer exists, the patient can 
resume normal function and is pain free.



Fascial Distortion Model

 This model allows for strikingly effective manipulative 
treatments for diverse, and often difficult to treat 
conditions such as pulled muscles, sprains, fractures, 
frozen shoulders, and other soft tissue injuries.

 It is effective in the treatment of other 
musculoskeletal  and neurologic conditions with 
heretofore limited treatment options.



Results of Treatment in the 
Fascial Distortion Model

 Immediate
 Measurable
 Objective
 Obvious
 Predictable
 Reproducible



Six Principal Types of 
Fascial Distortions

 Triggerband
 Herniated Triggerpoint
 Continuum Distortion
 Folding Distortion
 Cylinder Distortion
 Tectonic Fixation



 62 yr old new pt presents with her husband for osteopathic consult 
for closed compression fracture of first lumbar vertebra 4 days prior. 

 Pt states that she slipped on the ice landing on her tailbone with 
instant intense pain in her lower back area.

 Transferred to Providence ER where she had x-rays, CT scan and  was 
treated. Referred to Ortho for follow up, but recommended by a 
friend to see us for initial evaluation.

 Pt is wearing a brace on her torso and states that it does help with 
her pain. Pt states that she is having continuous moderate to high 
pain 8/10 with certain movements in the lumbar spine. Pt states that 
she just took a pain pill (Hydrocodone) and is still having intense pain

 VS:  Wt: 225.6 lb Ht: 66.5 in  BMI: 35.9 BP: 136/94  Pulse: 78  RR: 17

Case Report: NW L1 Compression 
Fracture 1-18-19



L1 Compression Fracture
NW 1-18-2019



Six Principal Types of Fascial 
Distortions

 Triggerband: Distorted banded fascial tissue  (TB)
 Herniated Triggerpoint:  abnormal protrusion of tissue 

through fascial plane (HTP)
 Continuum Distortion:  Alteration of transition zone 

between ligament, tendon, other connective tissue and 
bone (CD)

 Folding Distortion:  Three dimensional alteration of fascial 
plane (FD)

 Cylinder Distortion:  Overlapping of cylindrical fascial coils 
(CyD)

 Tectonic Fixation:  alteration in ability of fascial surfaces 
to glide (TF)



Triggerband

 Distorted fascial band



Triggerband

 Etiology - distorted fascial bands (twisted fascial fibers)
 Body language - sweeping motion with fingers along 

painful linear pathway
 Symptoms - burning, pulling
 Tx - Triggerband Technique

 use thumb to untwist the twisted fibers and iron out the 
wrinkled tissue



Triggerband Technique

 Corrects distorted 
fascial bands by 
physical force from 
physician’s thumb



Herniated Triggerpoint

 Abnormal protrusion 
of tissue through 
fascial plane



Herniated Triggerpoint

 Etiology - protrusion of tissue through fascial plane
 Body language - pushes thumb, fingers, or knuckle into 

protruding tissue
 Symptoms - ache between neck & shoulder (SCHTP), 

aching pain in buttock (bull’s eye), flank aching/renal colic 
(flank HTP)

 Tx - Herniated Triggerpoint Therapy
 push tissue back through fascial plane



Continuum Distortion

 Alteration of 
transition zone 
between ligament, 
tendon, or other 
fascia and bone



Continuum Distortion

 Etiology - alteration of transition zone between bone 
and ligament or tendon

 Body language - points to spot of pain with one finger
 Symptoms - hurts in one or more spots
 Tx - Continuum Technique

 apply force with thumb to force transition zone to shift



Continuum Technique

 Force is applied by 
physician’s thumb 
directly into injured 
transition zone and 
held until osseous 
components are 
forced to shift



Folding Distortion

 Three-dimensional 
alteration of fascial 
plane



Folding Distortion

 Etiology - three dimensional alteration of fascial plane
 Body language - places hand over affected joint, or 

pushes fingers into intermuscular septum or 
interosseous membrane

 Symptoms - aches deep in joint or injured folding fascia
 Tx - Folding Technique



Road Map Analogy



Unfolding and Refolding Distortions

 Unfolding - Subtype of folding distortion in which folding 
fascia has unfolded contorted, and can’t refold completely

 Refolding - Subtype of folding distortion in which folding 
fascia is over-compressed and can’t unfold completely



Two Subtypes:
Unfolding and Refolding

 Unfolding: pain worsened with compression and lessened 
with traction
 Tx: Modified traction with traction/thrust

 Inversion therapy for stubborn cases

 Refolding: pain worsened with traction and lessened with 
compression
 Tx: Modified compression with compression/thrust



Folding Technique

 Modified traction approach which is designed to 
unfold distorted folding fascia and allow it to refold 
normally, or 

 Modified compression approach which refolds 
distorted folding fascia and allows it to unfold 
normally



Cylinder Distortion

 Tangling of 
cylindrical coils of 
fascia



CyD Slinky Toy Analogy



Cylinder Distortion

 Etiology - tangling of cylindrical coils of fascia
 Body language - repetitively squeezes affected body 

part, sweeping motion with palm over symptomatic 
area,  circle sign/C-sign over affected area

 Symptoms - often bizarre; patients have difficulty 
pinpointing source of pain and pain jumps from one 
location to another; numbness or paresthesias

 Tx - Cylinder Technique
 Thumbs, hands or suction cups are used to untangle cylindrical 

coils



Tectonic Fixation

 Inability of fascial 
surfaces to glide



Tectonic Fixation

 Etiology - inability of fascial surface to glide
 Body language - stiff joint movement
 Symptoms – stiffness, “feels like it needs to pop”
 Tx - Tectonic Technique 

 pump fluid through joint and force fixated surface to 
slide



Side Effects of FDM Treatments

 Pain/discomfort during treatment
 Erythema of the skin
 Bruising
 Hemorragic petechae
 Rebound tenderness



Side Effects of FDM Treatment



Side Effects of FDM Treatment



Side  Effects of FDM Treatment



Side  Effects of FDM Treatment



Relative Contraindications*

 Infectious arthritis
 Open wounds
 Osteomyelitis
 Phlebitis
 Poor doctor/patient rapport
 Pregnancy (treatment of 

abdomen and pelvis)
 Previous strokes
 Skin Wounds
 Vascular diseases 

 Aneurysms
 Arteriosclerosis
 Bleeding disorders
 Cancer (with boney Metastasis)
 Cellulitis
 Collagen Vascular Disease
 Edema
 Hematomas
 Infections

*Each physician should use his or her best judgment before 
employing these (or any other) treatment modalities



In Memory of                                                
Stephen Typaldos, D.O. Founder

March 25, 1957-April 5, 2006                          

www.fascialdistortionmodel.com
www.afdma.com

www.Typaldos.org



Contact Information

Byron Perkins, DO, Medical Director
Cornerstone Clinic: Medical & Counseling Center

1825 Academy Drive
Anchorage, AK 99507

(907)522-7091, bperkins@christianhealth.org
www.cornerstoneclinic.org



FDM Text Resources



Why Does it Hurt?
The Fascial Distortion Model:

A new paradigm for pain relief and restored movement

 Why Does It Hurt presents a whole new viewpoint on 
the way our bodies work using FDM, the Fascial 
Distortion Model,. Fascia is the fibrous connective 
tissue that permeates our bodies and holds everything 
together. Distorted fascia is often the cause of pain that 
may not respond to traditional treatments of physical 
therapy or anti-inflammatory drugs. Thanks to FDM, 
patients stooped over from chronic back pain now 
stand straight, and athletes sidelined with sprains 
quickly return to the game and perform as if nothing 
happened. Why Does It Hurt explains how, in case after 
case, FDM dramatically shortens healing time, reduces 
the need for tests and drugs, and restores movement 
and well-being to patients who had given up hope.  

 Todd A. Capistrant, DO, MHA with Steve LeBeau



FDM 4th Edition Textbook

 4th edition Textbook 
published 2002    FDM:  
Clinical and Theoretical 
Application of the 
Fascial Distortion 
Model Within the 
Practice of Medicine 
and Surgery

www.triggerband.com



 American Fascial Distortion Model Association:www.afdma.com

 Center for Osteopathic Research & Education:www.corefdm.org

 Cornerstone Clinic:Medical &CounselingCenter:www.cornerstoneclinic.org

 The FDM Academy:www.thefdmacademy.com

FDM Resources



FDM Resources



Questions?


