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There are many forms of Manual and 
IASTM treatments available on the 
market.  Functional and Kinetic 
Treatment with Rehab (FAKTR) was one 
of the first programs to incorporate their 
5 Concepts into their treatment 
protocols. 
 



Manual Techniques one can utilize with the 5 Concepts 
of FAKTR include but are not limited to the following: 
 
Nimmo 
Pin and Stretch, Myofascial Release 
Cupping 
Cox Flexion-Distraction 
Fascial Manipulation 
Nerve Flossing by Buttler and Shacklock 
Graston Technique 
Activator 
PNF 
Cyriax Cross Fiber Friction 
 
Others you already know or will learn in the future. 
 



The 5 Concepts of FAKTR are: 
 

1. Static 
2. Motion 
3. Resistance 
4. Function 
5. Proprioception 



FAKTR – PM Concepts 

!  Functional – begin to think about treating patients 
during function, not simply in a static posture – 
determine if the patient’s condition is worse with 
load or no load and if with load, treat with load 

!  Kinetic – look at the kinetic chain when assessing for 
any soft tissue injury 



FAKTR – PM Concepts 

!  Treatment – use your own choice of soft tissue 
treatment, ART, MRT, Nimmo, PNF, Mattes, Mulligan, 
Graston Technique, Cyriax, Muscle Energy, PIR, etc 

!  Rehab – why not consider using low tech rehab 
equipment during the treatment process in 
addition to post treatment 



FAKTR – PM Concepts 

!  Provocation – place the patient into a position of 
provocation, i.e., if back pain is present when 
seated, treat the patient seated 

!  Motion – evaluate the patient to determine if the 
pain is worse with or without motion, if with 
motion, treat with motion 



FAKTR – PM Concepts 

!  Once you determine all components of 
FAKTR-PM, you begin your treatment 
protocol 

!  Before initiating any form of treatment, a 
complete history and physical 
examination must be performed that 
leads you to the determination that your 
patient will benefit from whatever type 
of care you plan to utilize always 
remembering that your treatment MUST 
beat the natural history of that disorder 



Bringing Soft Tissue and Exercise 
Rehabilitation together 

!  Rehab / proprioceptive techniques 

!  Functional movement patterns utilizing the 
kinetic chain 

!  Movements and/or positions of provocative to 
recreate symptoms, referral patterns, 
imbalances, instabilities, weaknesses, functional 
loss or injuries.  



The following information is courtesy 
of Warren Hammer, DC. MS.  This 
material was submitted to Dynamic 
Chiropractic for publication in 2016.  
My deepest respect and admiration 
for the many, many contributions by 
Dr. Hammer. 



When patients present with musculosketal 
complaints, how often do you take into 
account the following: 
 
1) Movement patterns 
2) Fascial connections 
3) Interplay between the skin, fascia, and nervous 

system 
4) Mechanoreptors 
5) Golgi Tendons 
6) Spindle Cells 
7) Alpha Motor Neurons 
8) Gamma Motor Neurons 
9) Type 1a and Type II Sensory Fibers 



Movement Patterns: 
 
Gary Gray – Assessment of Movement Patterns utilizing the 
True Stretch device.  This is a 40 week program leading to 
certification. 
 
 



Gray Cook, MSPT, OCS, CSCS 
 
Functional Movement Systems, Screening, 
Assessment and Corrective Strategies 

Health is the independent, sustainable and 
developmental way to continually heal. You 
use your rest, your regeneration and your 
activity to maintain a positive, constructive 
and contributing state of being.  Gray Cook. 



Hammer stated recently:  
 
Experts teach stretching, 
strengthening and training of athletes, 
HOWEVER, if the DO NOT fix the 
mechanoreceptors, they will be 
training uncoordinated muscles and 
can expect a return of their injuries.   



Mechanoreceptors exist in skin, joints, 
muscles, tendons, fascia, joint capsules 
and ligaments and can be stimulated by 
physical deformation of tissue with both 
motion and changes in position 
(Hammer).  When deformation (stretch, 
compression) of the mechanoreceptors 
is inhibited, their sensory impulses to the 
CNS will be altered.  This then leads to 
abnormal efferent feedback to the 
muscles from the CNS. This leads to an 
incoordination of the supplied tissues. 
(Hammer) 



Proprioceptive activity can be 
stimulated by spinal adjustments, 
strengthening, stretching, vibratory 
systems, taping and exercises.  
However, if mechanoreceptors are 
limited in their ability to be 
deformed, the result could be is a 
temporary proprioceptive stimulation 
rather than a permanent restoration 
of the receptors. (Hammer) 



With respect to somatic (bodily) 
sensations, mechanoreceptors 
are necessary for reporting 
cutaneous, thermal, muscle, joint 
and pain information, especially 
mechanoreceptors for sensing 
limb position and movement. 
(Hammer) 
 



Mechanoreceptors are key 
components to reacting to a change 
in activity and position sense.  These 
particular mechanoreceptors are 
referred to as muscle spindles and 
along with the skin receptors, provide 
valuable information related to 
movement and position.  (Hammer) 



Joint receptors play little if any role in 
postural sensations of joint angle and 
muscle spindles provide the most 
information.  Hammer, Gandivia, Proske 
Kandel, Swartz, Jessel, et al. 
 
This has been demonstrated following hip 
replacements where movement sense 
remained intact even with removal of all 
capsular and ligamentous components 
containing joint receptors. Hammer, Grigg, 
Finerman, Riley 



Spindle Cells – primary activity is to signal 
changes in the length of muscles and as the 
muscles cross the joints, further information 
pertaining to the angle an position of the 
joints are then transmitted to the CNS. This 
then allows the CNS to sense changes in 
muscle tone (stiffness), movement, loss of 
normal elasticity and rate of change of 
muscle length. Hammer 



It is the spindle cells that play the most important role 
in postural sensations of joint angles and NOT the joint 
receptors. Hammer,  Kendel, Swartz, Jessell 
 
In addition to the spindle cells, other receptors play an 
important roles such as the Golgi tendon organs 
(report on force of muscle contraction), Pacinian 
corpuscles (vibration) and Ruffini endings (skin stretch) 
Further, both the Pacini and Ruffini are able to register 
joint mechanical deformation and angle changes.  
Hammer 



Originally, it was thought that muscle spindle 
cells were inside the muscle, however, these 
are actually located within the fascia 
surrounding the muscle and it’s muscle 
bundle. These are the chief proprioceptive 
cells that affect our muscles. Stecco, C 
Hammer 
 
We now know that fascia covers every cell 
in our bodies and through movement, it 
slides over loose connective tissue that 
separates it from the muscle components. 
Stecco, Hammer 



Stecco, Stern, Porzionato, et al. were able to show 
that hyaluronic acid (HA) is contained within loose 
connective tissue and that it increases in 
concentration and entangles, preventing fascia 
to glide over the muscle. 
 
When a mechanoreceptor is stimulated, it 
becomes deformed, BUT, when restricted within 
fascia that is unable to glide, it them become 
unable to stretch, an important component of the 
function of the spindle cells.  Hammer 



Muscle spindles are located very deep 
within the muscle belly and are 
encapsulated in the fascia.  The fascia 
consists of intrafusal fibers all within the 
extrafusal muscle fibers. (Hammer)  
 
Kendel stated that “a primary function of 
proprioceptive reflexes in regulating 
voluntary movements is to adjust the motor 
output according to the changing 
biomechanical state of the body and 
limbs.” (Hammer) 



The regulation of voluntary movements to 
adjust motor output allowing changes in the 
biomechanical state of the body and limbs 
ensures a coordinated pattern of motor 
activity during changing movement patterns 
and allows for compensation of the intrinsic 
variability of the motor output. 
 
(Hammer, Kendel) 



When a muscle contracts, there 
are 2 nerves involved in that 
contraction.  Both of them come 
from the ventral horn of the spinal 
cord and are the alpha motor 
neuron and the gamma motor 
neuron. 
 
(Hammer) 



GAMMA MOTOR NEURONS:  A 
contraction is started when both motor 
neurons are working simultaneously.  The 
Gamma motor neuron is responsible for 
causing the intrafusal fibers to contract 
and thus stretch the primary and 
secondary sensory endings in the 
intrafusal muscle fibers of the spindle cell.  
In order to stimulate afferent information 
back to the spinal cord, the spindle cell 
MUST stretch or be taut during muscle 
contraction.  (Hammer) 



Thus, the primary function of the gamma 
motor neuron to cause contraction of 
the intrafusal fibers and represents 31% of 
the muscle motor supply.  When the 
muscle contracts (alpha motor), the 
gamma motor neurons fire to help keep 
the spindle taut, thus allowing the spindle 
to function at ALL muscle lengths during 
movement.  (Hammer) 



Both the alpha and gamma motor 
neurons are stimulated when the 
nervous system sends them information, 
thus alpha-gamma coactivation).  The 
sensory endings within the spindle are 
activated by the gamma and this also 
activates type 1a and type II sensory 
fibers.  These 2 types of of gamma 
motor neurons affect the firing of the 1a 
fibers both dynamically and statically. 
(Hammer) 



Once stimulated, the dynamic fibers 
increase the dynamic lengthening 
response in the 1a spindle receptors of 
the intramusal fibers and the Static fibers 
increase the static response of both 1A 
and II spindle afferents.  They continue to 
fire as the muscles is being stretched and 
even fire once the muscle has stopped 
it’s movement.  (Hammer) 



Both stretch and length of the muscle is 
monitored by the static fibers of the muscle.  
They are slow adaptors and fire while the muscle 
is stretching and continue to fire after the muscle 
has ceased to move.  
 
Contraction of the extrafusal muscle is caused by 
the alpha motor neuron.  When fascia becomes 
restricted, the spindle cell is limited in it’s ability to 
cause stretch of the muscle.  This inturn 
abnormally affects communication to the CNS.  
(Hammer)   



Type 1a and Type II Sensory Fibers: The rate 
of change in muscle length and stretch, is 
reported to the CNS via the spindle sensory 
fibers.  This occurs more with the Type 1a 
due to is quickness in response to 
stimulation.  Type 1a afferent neurons 
connect to interneurons that inhibit the 
motor neurons that innervate the 
antagonist muscles.  They also form 
inhibitory connections with the alpha motor 
neuron. (Hammer) 



 
Spindle cells receive neural input 
also from the CNS which has the 
ability to modify the sensitivity of the 
spindles.  Messages from spindle 
cells go to the spinal cord, 
cerebellum, reticular activating 
system in the brain stem and the 
motor cortex, (Hammer, Riva, Rocca 
and Mamo. 



Receptors appear to get stuck in restricted 
fascia and may temporarily respond to 
stimulation, that is continuous stimulation.  It 
further appears that local treatment of 
mechanorecptors may may actually fix them 
and not require repeated stimulation.  
Hammer also feels that local restoration of 
spindles can prevent a reoccurrence and 
allow mechanoreceptors along a fascial 
kinetic chain to have a long lasting normal 
function.  (Hammer) 



If one has altered spindle feedback, this leads to 
altered stimulation to the muscles which will result 
in altered function.  Since Fascia covers every cell 
in our bodies, we need to look at the kinetic 
chain and how it interacts.  Often pain in one 
area is associated with dysfunction in another 
area and treating only the site of pain may result 
in temporary reduction in pain or function.  We 
need to look at the body as a whole and NOT 
discard a patient telling us they also are tight or 
have pain or dysfunction in a distant, seemingly 
non-connected part of the body.  (Hammer, 
Hyde) 
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Why Dynamic activities during soft 
tissue treatments? 

!  Through the use of active motions, functional 
positioning, and exercise rehabilitation during 
the soft tissue treatment it is possible to 
immediately initiate proper alignment of 
collagen synthesis and soft tissue remodeling 
through fibroblastic activity 



Why Dynamic activities during soft 
tissue treatments? 

!  Dynamic activities force fascial planes to 
move against each other 

!  If there is an adhesion preventing proper 
fascial, muscle, ligament, soft tissue 
function why would we ever treat 
statically 

!  We can use dynamic activities to assist us 
in breaking down adhesions with our soft 
tissue treatment  



Eccentric Training for Tendiopathies 

Eccentric Training for Treatment of Tendiopathies, Murtaugh, Bryan and Ihm, Joseph M. Training, 
Prevention, and Rehabilitation: Current Sports Medicine Reports, 2013 Am College of Sports Med; 
1537-890X/1203/175-182 

Research has shown that treating tendinopathies in the 
eccentric phase can be effective. 
 
Studies exist currently on the following body parts: 
Achilles tendon 
Patellar tendon 
Proximal lateral elbow 
Rotator cuff 



FAKTR-PM Protocols: 
 
Following a complete history 
and examination, if 
appropriate, initiate FAKTR-PM.  
  
Treat 
 
Re-evaluate 
 
Re-treat up to 3 times 
  



Caveat: 
 
If you treat a patient with FAKTR-PM 
and they exhibit excellent results but 
those results are short lived (1-2 days), 
and this scenario is repeated for 2-3 
treatments, there is a strong possibility 
that the patient does not have a MSK 
disorder but some non-MSK.  Please 
reassess, send for a second opinion or 
consider diagnostic workups. 



Examples of rehab equipment used:  
 

 IjoyBoard, Flexbars, Therabands, 
 Whole Body Vibration, BOSU, soft 
 weights, weights, stationary bicycle, 
 UBE, wall mount/work station, 
 pysioballs, stairs, ladders, perfect 
 pushup, perfect pullups, TRX, tools  and 

virtually any item that will help  to 
recreate pain, aid in increasing  ROM or 
aid in restoring function. 
 



Treatment is initiated as follows: 
 
Site of pain: 

 Pain that is local or distal to what is 
 perceived to be the involved   
 structure  

 
Loss of ROM 
 
On evaluation, tissue does not feel 
“normal” to either the patient or the 
clinician 



The current literature suggest that mechanically loading 
the painful or abnormal tissue eccentrically has been 
successful. 
 
Stanish et al. first suggested treatment of the Achilles 
Tendon in the literature based on research by Komi and 
Buskirk.   
 
The first controlled study using eccentric exercises in 
patients was by Alfredson et al. 

Stanish WD, Rubinovich RM, Curwin S. Eccentric exercises for chronic 
tendinitis. Clin. Orthop. Relat. Res. 1986; 208:65Y8. 
Komi PV, Buskirk ER. Effect of eccentric and concentric muscle conditioning 
on tension and electrical activity of human muscle. Ergonomics. 
1972; 15:417Y34. 
Alfredson H, Pietila T, Jonsson P, et al. Heavy-load eccentric calf muscle 
training for the treatment of chronic Achilles tendinosis. Am. J. Sports Med. 
1998; 26:360Y6. 



Alfredson used 3 sets of 15 reps with the 
knee fully extended and 3 sets with the 
knee partially flexed. These were 
performed 2 X’s per day for 12 weeks.  
Initially pain was expected but as the 
pain subsided, he added a backpack 
with weight. 
At the end of the 12 weeks of treatment, 
all 15 patients returned to pre-injury 
running activities. This was in addition to 
improving their calf strength.  Alfredson 
began this study due to his own Achilles 
tendinopathy 



Eccentric Loading for Achilles Tendinosis 

Alfredson H. Chronic midportion achilles tendinopathy: an update on research and 
treatment. Clin sports Med 22:4;2003:727-741. 

Knee 
straight 

Knee bent 



Those receiving eccentric training showed 
82% satisfaction and resumed their previous 
activity level, compared to only 36% of those 
receiving concentric training. (Mafi, Lorentzon 
and Aflredson) 
A study by Silbernagel et al., showed 
significantly less pain with eccentric care for 
midportion Achilles tendinopathy exhibited 
65% without symptoms at a 5 year follow-up. 
 
 
 

Mafi N, Lorentzon R, Alfredson H. Superior short-term results with eccentric 
calf muscle training compared to concentric training in a randomized 
prospective multicenter study on patients with chronic Achilles 
tendinosis. Knee Surg. Sports Traumatol. Arthrosc. 2001; 9:42Y7. 
 Silbernagel KG, Brorsson A, Lundberg M. The majority of patients with 
Achilles tendinopathy recover fully when treated with exercise alone: a 5-year 
follow-up. Am. J. Sports Med. 2011; 39:607Y13. 
 



Jonsson P, Alfredson H. Superior results with eccentric compared to 
concentric 
quadriceps training in patients with jumper’s knee: a prospective 
randomised study. Br. J. Sports Med. 2005; 39:847Y50. 

Patients with patellar tendinopathy of 17 
months were treated eccentrically on a 
decline board for 12 weeks. At 32 months, 
those treated with eccentric exercises 
showed 7 of 8 patients were satisfied and 6 
patients had returned to previous sports 
activities while all 7 patients in the concentric 
group were not satisfied and had undergone 
surgery or sclerosing injections. One patient 
in the eccentric group did not return due to 
pain other than patellar tendiopathy. 
 



There have been a small number of studies 
involving lateral epicondylosis and additional 
studies are warranted. 
Tyler et al., used a flexbar (Theraband). The 
control group used stretching, cross-friction 
massage, US, heat and ice.  Those using the 
flexbar showed superior results for pain 
reduction, strength and subjective disability 

Tyler TF, Thomas GC, Nicholas SJ, McHugh MP. Addition of isolated wrist 
extensor eccentric exercise to standard treatment for chronic lateral 
epicondylosis: a prospective randomized trial. J. Shoulder Elbow Surg. 2010; 
19:917Y22. 





Rotator Cuff Tendon Eccentric Treatment 

One study evaluated eccentric training in chronic, 
painful impingement syndrome waiting for surgery with a 
duration of pain for 41 months.  There were 9 patients in 
the study.  All 9 had tried differing treatments including 
rest, steroid injections, NSAIDs, and shoulder rehab 
exercises. Those with arthrosis in the AC joint or with large 
calcifications causing mechanical impingement were 
excluded.  These patients underwent painful eccentric 
training for the SS and Deltoid of 3 sets of 15 reps twice a 
day for 12 weeks. 

Jonsson P, Wahlstrom P, Ohberg L, Alfredson H. Eccentric training in 
chronic painful impingement syndrome of the shoulder: results of a 
pilot 
study. Knee Surg. Sports Traumatol. Arthrosc. 2006; 14:76Y81. 



At 52 weeks, 5 of the 9 patients were satisfied with the 
treatment and withdrew from the surgical list. Among the 
remaining satisfied patients, 2 had partial tears of the SS 
tendon and 3 had Type 3 shaped acrominons. 
 
Another study looked at eccentric of the rotator cuff and 
concentric or eccentric exercises of the scapula stabilizers 
on the need for surgery in those with subacromial 
impingement. The control group did nonspecific neck and 
shoulder exercises.  Both groups received 5 to 6 sessions by 
PT’s with home exercises 1-2 times per day for 12 weeks. 
There was significant reduction in pain in the eccentric 
group as well as a significantly reduced number 
undergoing surgery.  

Holmgren T, Hallgren HB, Oberg B, et al. Effect of specific exercise 
strategy 
on need for surgery in patients with subacromial impingement syndrome: 
randomized controlled study. BMJ. 2012; 344:1Y9. 



Treatment of Plantar Fascitis 

Many different forms of treatment for this condition 
have been utilized such as Shockwave, botulinum 
toxin-A injection, radiofrequency ablation and 
surgery.   
A recent study looked at Protein Rich Plasma (PRP) 
which appears to address the pathopysiology of the 
collagen matric degradation and chaotic 
vascularity seen in this disorder. 

Schnabel LV, Mohammed HO, Miller BJ, et al .Platelet rich plasma enhances anabolic gene expression 
patterns in flexor digitorum superficialis tendons.J Orthop Res. 2007; 25:230–240. 
Gumina S, Campagna V, Ferrazza G, et al .Use of platelet-leukocyte membrane in arthroscopic repair 
of large rotator cuff tears a prospective randomized study.J Bone Joint Surg Am. 2012; 94:345–352. 
Monto RR. Platelet-rich Plasma and Plantar Fasciitis. Sports Med & Arthro Review. 2013; 21-4:220-224 
 
 



The conclusion by Moton in his study suggested PRP 
combined with eccentric exercise and cyclic plantar 
fascia-specific stretching enhanced and accelerated 
healing with excellent long-term results. 
 
Once again, it appears treatment coupled with 
eccentric loading is beneficial in the treatment of a 
variety of opathies, oses and itis’. 

Monto RR. Platelet-rich Plasma and Plantar Fasciitis. Sports Med & 
Arthro Review. 2013; 21-4:220-224 



Eccentric Loading for Achilles Tendinosis 

Alfredson H. Chronic midportion achilles tendinopathy: an update on research and 
treatment. Clin sports Med 22:4;2003:727-741. 
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IASTM applied 
under the Deltoid to 
the Infraspinatus 
and Teres Minor.  
Manual therapy 
can be applied to 
any site displayed in 
these images. 

FAKTR Concept 1 
 
Static 



FAKTR Concept 2 
Motion 



FAKTR 
Concept 3 
Resistance 



FAKTR CONCEPT 4: 
FUNCTIONAL ACTIVITY OF PROVOCATION 



FAKTR Concept 4 
Function 



FAKTR CONCEPT 5: 
Proprioception 



FAKTR-PM Serratus 



FAKTR-PM Deltoid 



Chain Reactions 

!  Anatomy Trains (Superficial Back Line) 

64 



Chain Reactions 

!  Anatomy Trains (Upper Extremity) 
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Fingers 

































Knee Knee Ligament 

The Anterior Lateral Ligament (ALL) of the knee first 
appeared in the literature in 1879.  In 2013, orthopedic 
surgeons in France, Claes and Bellemans  published an 
article showing that in 40 of 41 cadavers, the ALL was 
present.  They go on to state that a positive Pivot Shift is 
actually caused by the ALL. Further, they speculate 
that some ACL repairs fail because a torn ALL has not 
also been repaired. 

Steven Claes, Evie Vereecke, Michael Maes, Jan Victor, Peter Verdonk, Johan 
Bellemans. Anatomy of the anterolateral ligament of the knee. Journal of Anatomy, 
2013; 223 (4): 321 DOI: 1111/joa.12087 



Anterior Lateral Ligament 



https://www.youtube.com/watch?
v=eEhpwTU3KXg 
 
Lelli’s ACL Test  
 
This test was reported to be 85.71% Sensitive 
and 91.11% Specific 

















Thank you 
 
 
tomhyde444@gmail.com 


