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Preface
An Illustrated Guide to Taping Techniques: Principles and Practice is appropriate
for use as:
• A textbook for medical and manual therapy courses, including
physiotherapy, osteopathy, chiropractics, and sports therapy
• A guide for sports coaches
• A guide for emergency room staff
• A source of specific referenced material for any practitioner encountering
patients who are employing the use of tape and for those practitioners who
are applying tape.
Designed to accommodate the requirements of clinicians and their patients,
this guide offers highly informative, clearly illustrated taping methods
developed by persons actively involved in the care of patients, especially those
in the athletic community where tape and supports are used on a regular basis.
The authors’ collective experience involves multiple aspects of patient care
including education and clinical application, as well as active involvement as
support personnel at national level and international level sporting events.
An authoritative comprehensive guide, An Illustrated Guide to Taping
Techniques: Principles and Practice will prove indispensable to students from
a wide range of clinical backgrounds including medicine, physiotherapy,
osteopathy, chiropractic, sports therapy, as well as to sports coaches, trainers,
physical educators, managers, and the athlete and their family. Students
will learn the scientific principles that direct the application of tape. It is
recommended as a teaching manual, as well as a practical guide in hospital
emergency rooms, doctors’ surgeries, sports injury clinics, physiotherapy
centres, osteopathic and chiropractic clinics and on site at athletic events.
Essential to effective treatment and rehabilitation of injuries which need
taping is an understanding of the type, mechanism and degree of injury, the
tissues involved, the repair process as it applies to those tissues, the appropriate
taping materials for the structure being dealt with, and the proper application

of those materials. Taping should be used in conjunction with treatment and a
comprehensive rehabilitation program that is aimed at reducing inflammation
and pain, restoring range of motion, flexibility, strength, and proprioception.
Referring to this guide, the practitioner will be able to address complex
situations by using the appropriate, effective techniques for providing adequate
compression, stability and support to the injured structure. Whether the desired
effect is immediate return to activity or gradual rehabilitation, once the injury
has been properly assessed and diagnosed, correct application of the specific
taping technique to the injured area will ensure protection and allow functional
mobility.
This guide has been divided into two sections. Sections cover taping
supplies with a general description of their characteristics and uses; principles
of taping including taping guidelines with a unique review system using the
acronyms S.U.P.P.O.R.T. and P.R.E.C.A.U.T.I.O.N.; charts for sprains, strains
and contusions using the mnemonic T.E.S.T.S., plus an overview of various
types of tape strips.
The second section covers taping techniques for specific injuries. Clear stepby-step photographs and detailed instructions guide the taper. A list of supplies
and positioning relative to each taping application is included, and a simple
injury assessment and treatment chart follows each technique.
The guide is supplemented by a DVD containing some commonly used
techniques and helpful tips.
Once the information in this package has been assimilated and techniques
practiced and mastered, the practitioner will have an excellent base on which
to build their taping repertoire. Those involved in taping regularly will, through
experience, develop the ability to adapt the principles and techniques in this
guide to a myriad of situations.
Tom Hewetson
2010
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Foreword
The use of taping procedures within the sporting environment has increased over recent years; in part
due to improved communication and exchange of ideas between practitioners, at home and abroad,
who advocate different treatment practices and techniques. The improvement in the taping materials
available has also allowed greater variety in techniques and hence provides a greater incentive to use
taping procedures. The large variety of tape available enables the practitioner to adapt conventional
techniques to ones that are more suitable for a particular injury and/or athlete. Taping procedures
are used prophylactically, as a treatment modality and in order to give reassurance on returning to
sport. In its different guises, it can be used with benefit through the full extent of injury management:
providing compression or reducing unwanted movement/stress in the acute stage of an injury; providing
proprioceptive feedback as treatment progresses; supporting injured structure(s) in a functional position
during rehabilitation (thus enhancing confidence).
This book provides both the novice and the more experienced practitioner with an easy-to-read, clear
and concise approach to taping many of the joints and soft tissues which may be injured during sport
and exercise. In the past, a frequent criticism of taping procedures has been that it is helping to “prop
up” injured tissues which should not be returning to sport or even to modified activity. The authors’ use
of continuous reminders within the book leaves the reader in no doubt that taping is no substitute for
treatment/rehabilitation and should not be used without first fully assessing the injury and reaching a
(working) diagnosis. In all injuries, an initial assessment, accurate diagnosis and on-going assessment of an
injury are vital in gaining the best possible result.
Within the sporting environment, those involved in taping must be aware of the differing rules of
competition for different sports. These rules vary from sport to sport, may change from year to year and
may prohibit the use of tape to protect certain joints or may only permit a certain type and/or colour of
tape to be used within competition.
Taping should be functional and should always achieve its objective without using excessive amounts of
tape or causing too much disruption to surrounding tissues or to the athlete as a whole. The more discrete
the tape, whilst doing its job, the more an athlete and/or patient will appreciate the intervention and the
person who has applied it.
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Taping is often deemed to be the preserve of the sporting population and those practitioners who work
within sport. This book illustrates, by word and diagram, how appropriate taping is for many soft tissue
injuries at various stages of the healing/recovery process, whether the injury has been caused during a
sporting activity, an occupational activity or even just by an unfortunate accident. Taping can also be used
regardless of the age of the injured person – providing, of course, their skin condition is suitable for taping
to be used. The latter point is, of course, very relevant in a sporting environment when treating athletes
with a disability.
The easy-to-understand diagrams and text enable the reader to replicate the taping procedures and,
as experience is gained, to develop his/her own procedures using the basis of the techniques provided
here. An injury can present in a variety of ways during the different stages of healing, treatment and
rehabilitation. This text allows the practitioner to use imagination and discrimination regarding the
movements which may have to be restricted and/or supported and the means to enable this to happen.
This book not only provides advice on taping application. It also provides a handy aide-memoire
regarding surface anatomy and an outline of basic treatment protocols for common soft-tissue injuries.
As with all treatment modalities, “practice makes perfect” and this is certainly true of taping. A
proficient practitioner can make a taping job look easy, it can be accomplished quickly with the minimal
amount of fuss and the result is an effective, efficient taping job with no wrinkles, creases or exposed
surfaces. When starting out using taping procedures, what is actually achieved is far from this ideal. The
authors’ recurring message regarding the need to practice is very important. There is nothing worse than
spending a considerable time in applying tape only to have to remove it because it is ineffective or liable
to cause more problems, for example if it compromises the skin condition or circulation. However, it is
important that practitioners do not try to save face by deciding not to remove and reapply a poor taping
job. This may save the practitioners’ embarrassment but the athlete/patient will certainly not thank them in
the end! If it is going wrong, stop and start again. As the authors emphasise, to avoid this embarrassment
and delay practitioners must practice on a regular basis until each technique is smooth and they convey
an air of confidence at all times. It goes without saying that anyone with an injury will always have more
confidence in those who appear competent at their job.
All readers will find this book useful: whether they are novices who wish to learn the art of taping or
more established practitioners who wish to refresh their memory or confirm an opinion.
Lynn Booth
2010
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Foreword
As the excellent references and bibliography in this book demonstrate, there are numerous studies that
have c onfirmed (and re-confirmed) the considerable benefit of effective taping and, as we all know,
whether your working environment is clinic-based or pitchside/trackside, the judicious implementation of
some functionally appropriate tape can, on occasions, change your treatment from ‘appreciated pain relief ’
to a legitimate way to enable and enhance performance.
Protecting one’s body is an obvious necessity in the heat of battle (whether sporting or military) - and
taping and strapping have been the cornerstone of good sportscare management for as long as humans
have been competitive and sports loving. Pictures from the ancient civilisations of Rome and Greece show
us that (and if Achilles had managed to have better protection around his ankle, his place in history might
be a very different one). One can imagine some long distant relative of Tom Hewetson managing to avoid
the rigours of the gladiatorial arena with the same skills that Tom demonstrates in his lecture work and in
this excellent update of an important book.
The Hewetson I know has, after all, been doing the same job with modern gladiators, such as rugby
legend Lawrence Dallaglio, for the last 15 years. Like any committed professional should, Tom truly
believes in doing the best job he can for each and every patient he sees. He’s also passionate about the
value offered by a genuinely inter-professional sports medicine team.
Although physiotherapists and athletic trainers have g enerally held dominion in the area of taping
and strapping, with the application of the osteopathic principle of ‘structure governs function’, those
osteopaths who work extensively with sportsmen and women have also found that they can very effectively
integrate taping into their own (osteopathic approach) to treatment.
I’m delighted therefore that someone like Tom was approached to update An Illustrated Guide to Taping
Techniques. The thorough way which the reader is taken through the principles, objectives and basic
pathology which relate to taping, before being introduced to the a natomically specific taping techniques,
offers an ideal introduction to those new to taping (and is ideal revision for those already experienced in
the ‘Art’!).The techniques that feature in the book will provide you with a great selection for you to ‘dip
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into’ on your taping journey. You must also use the DVD – t aping is, after all, more than just theory! There
can be no better way to learn good taping practice than to watch an expert in action, and Tom, although I
hesitate to let him know that I think so, certainly is an expert.
So I urge you, don’t just use this book for reference; read it from cover to cover! Embrace the
considerable value that good taping and strapping can add to your treatment armoury (assuming you
aren’t already doing so), and you’ll soon find yourself refining and developing these t echniques, and your
strapping and taping will rapidly evolve into an approach which incorporates your own unique ‘take’ on
this wonderfully effective and useful skill.
My own opportunity to attain legendary status in the f irmament of taping supremos was when I realised
the value of medially fixing the patella when it was mal-tracking. Unfortunately (although this was before
Jenny McConnell had published her ground-breaking article in Australian Journal of P
 hysiotherapy), where
I fell short was in the complexity of my (very!) long lever strapping and my technique’s inability to allow
the knee to flex more than 40 degrees (which made for an interesting tuck move in Trampolining!).
Surprisingly, Jenny’s evidence-based approach of applying just a couple of pieces of tape whilst allowing
both re-alignment and re-education of a fully functional knee somehow proved more successful! That’s
why the rest of us need experts like Tom and Jenny – so we can learn from them and look good in front of
our patients!

Well done, Tom – good job!

Jonathan Betser
2010
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Introduction
The aims of the book and DVD are simple: they are designed as teaching aids for those looking to
incorporate taping techniques in their work with patients or athletes, as well as a source of reference
material for those who already employ taping techniques. At present there are few books on taping and
even fewer that could be recommended as a reference book for teaching establishments. This book takes a
comprehensive look at taping, the role of tape as a remedial and prophylactic tool, and other effects that
applying tape can have.
The book lays out easy-to-read and understand tables of approaches to taping specific injured areas of
the body. It uses unique acronyms and mnemonics in looking at specific injuries and gives general advice
on how to approach treatment of those injuries, making the book user friendly.
The DVD is a visual guide to a range of techniques and is designed to be complementary to the book.
Athletic taping is the most common type of taping technique used. It uses a rigid or semi rigid form
of tape that is designed to be used for the duration of a sport and then removed. This type of taping is
predominantly, but not exclusively, used in the athletic community because it is an excellent tool that can
be used as part of a comprehensive treatment and rehabilitation regime, that may enable the athlete to
return to activity with the assistance and support that tape can offer. It is essential that one should always
thoroughly assess and evaluate an injury, or make sure that an injury has been thoroughly assessed and
diagnosed prior to taping. However, there are certain techniques that can be used as a form of protection,
such as a sling, while awaiting a proper examination and diagnosis.
We must always remember that the application of tape will have physiological, biomechanical,
neuro-physiological and psychological ramifications, and that it should never be applied without taking
these considerations into account. It is not as simple as applying a piece of sticky tape or a support bandage
to someone. There has to be a clinical reason for applying the tape. According to Frett and Reilly1, improper
taping or taping for no reason may predispose an athlete to injury or add to the severity of an existing injury.
Tape, strapping, braces and supports have been used for many years and for many reasons. Below are
some of the reasons for using various forms of taping:
• to hold wound dressings in place, as in simple bandaging
• to compress injury sites during the acute or inflammatory phase of an injury to help decrease
inflammatory exudates and their irritating effects
• to offer support to an injury site, either as an initial form of protection until a full examination can be
carried out (for example, whilst the patient is being transported to the emergency room) or to support
the injured structures between initial treatments minimizing the extent of the injury
• to support these injured structures during rehabilitation, especially when the athlete can return to
controlled activities and thus maintain his fitness level and skills while avoiding exacerbation of the
injury
• to continue to support prophilactically, after an area has been treated and rehabilitated and the patient
has returned to normal activities. This approach offers the region continued support and may decrease
the chance of re-injury2–7.
1
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The contemporary usefulness of these materials:
• Affects neuromotor control, by altering joint mechanics 8–13
• Affects proprioceptive feedback and assist in restoration of balance 14–21
• Assists in pain management by affecting joint range of motion, decrease the effects of inflammatory
exudates and to off-load pain producing tissues 22–26
Tapes are used in hospital emergency rooms, doctor’s surgeries, physiotherapy, osteopathic, chiropractic,
sports injury therapy practices and practically every sports club in the world.
The key to any successful taping technique will involve to a greater or lesser degree, several factors,
such as:
• An understanding of the mechanism of injury / pathogenesis
All the answers are in the case history. As long as they were compos mentis at the time of injury,
the athlete will generally tell you how the injury occurred. Remember to ask for specifics. Any
patient will tell you where the pain is, the lateral ankle for example, and tell you how it happened
(e.g. playing football), but you will need specifics in order to work out exactly what has happened
and is likely to be happening to what tissues. Ask them exactly how it happened. This will allow
you to work out the possible structures damaged. At this point, you are probably thinking that they
have twisted the ankle (an inversion injury) and damaged the anterior talo-fibular ligament. This
is a reasonable assumption to make, as the ankle is a commonly injured site and this is the most
common type of ankle injury27, 28, 29 and probably the most common mechanism of injuring the
lateral ankle. However, what if they tell you that it was not twisted, and that someone jumped on it?
This should bring to mind different possibilities for structures injured. The answers
to your questions should lead you to perform relevant clinical tests which should then guide you to
a diagnosis or suggest when to refer for specific tests such as Ultrasound scan, X-ray, CT or MRI scan,
or referral on to a third party.
• An understanding of the pathophysiology and extent of the injury
Understanding the degree of damage to the tissues will determine the type of treatment and amount of
assistance the patient will need from tape. There is ambiguity on consensus on classifying the extent of
a soft tissue injury. Generally, a grade one injury is a mild injury with no tearing or laxity of the tissue,
a grade two injury is a mild to moderate injury with some tissue tearing and laxity, and a grade three is
a moderate to severe with substantial tearing and laxity to a complete rupture of the tissues30–32. Why
do we want to grade the injury? Unless we know the approximate damage caused we cannot reasonably
work out a treatment and rehabilitation regime for the patient, or to what extent we should tape. You
could end up not doing enough taping or doing too much. This may be a problem as, with the former,
the injury may be prolonged at best, exacerbated at worst, and with the latter may go on to create a
new problem as too much immobility may lead to other tissue changes 28–31. Also, you can give an
approximate time of recovery to the patient 32, 33.
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• An understanding of the general repair process as it applies to the tissues injured
As the injury responds to treatment and recovers so the athlete will need less support from tape. Having
an understanding of the repair process and what happens in each phase of repair will assist you to make
the decision when to use more or less support, as the case may be. For example, what technique you
should use in what phase. Initially, during the inflammatory or acute phase (phase 1) you may want to
use a compression technique to assist in limiting swelling. In the proliferative, matrix or regeneration
phase (phase 2) you may want to use a technique that will offer plenty of support limiting full range of
motion. During the remodelling phase (phase 3) you may want to choose techniques that will be less
restrictive but still supportive and assists in the limitation of pain.
Having knowledge of the approximate rates at which tissues repair 32, 33 should help you inform the
athlete of, approximately, how long they can expect to be taped. This, of course, will depend on the
extent of damage. Remember, these times are arbitrary time scales and as different tissues repair at
different rates so will different patients. Depending on the extent of the injury, repair can range from
several days to several months36, 37. The cells of tissue repair have been found in and around an injury
site up to 12 months after it was deemed the injury had recovered38. It is therefore better to use the
athlete’s ability and pain as a guide to recovery.
• An understanding of the functional anatomy of the area to be taped
In reality, if you know the functional anatomy (the structures and normal range of motion) of the
injured region and what ranges of motion are to be limited, you could have a reasonable attempt
without tuition at applying tape to limit those ranges of motion. However, with tuition and guidance on
what tape and accessories to use in what condition, and the use of tried and tested techniques, you can
become a more accomplished taper. Bunch et al.39 stated that tape becomes ineffective primarily due to
the taper’s inexperience. Well, nobody is born knowing how to tape, but if you know and understand
the functional anatomy of the region to be taped you are a long way down the road to becoming a good
taper; the rest is down to guidance, practice and experience.
• Knowing the capabilities and limitations of tape in supporting an injury and in the prophylaxis of
injury occurrence
Plaster of Paris, will, to all intents and purposes, stop all ranges of joint motion and protect an area that
has been severely damaged (a fracture, for example). Braces range from extreme support to something
that is tantamount to wearing a sock or sleeve. Likewise, tape can be very restrictive or allow for greater
mobility while protecting an injury site. It is up to the taper to decide how much support is needed,
especially if the person has never been taped before. It may be that you will want to consider input from
the individual being taped (how tight or loose, for example), especially if they are taped on a regular
basis. However, you should be realistic in your expectation of what tape can achieve, and inform the
individual being taped of your thoughts. Bear in mind to remain positive as the “participants perceptions
may contribute to its (tape) effectiveness in injury prevention”40,41. The question of whether or not tape is
prophylactic is not a simple yes or no answer. How protective tape will be will depend on several factors:
• The individual’s biomechanics
• Proprioception
3
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• Neuromotor control
• Previous injury
• Extent of current injury and phase of recovery
• Effective application of tape.
In athletes there are other aspects to take into account, such as:
• The individual’s skill level
• The terrain (used in the sport or activity)
• Equipment used e.g. the effect of leverage that a tennis racket could have on a wrist injury
• The extent of tackling or being tackled
• Speed, duration, direction and repetition of forces placed on the injury site
• The patient’s activities of daily living and work.
Having said this, there is ample evidence that tape does play a prophylactic role2–7.

Tip:
It is a good idea to have a personal
checklist prior to taping to make sure you
have not forgotten anything. For example:
• You must have a diagnosis
• You must know the mechanism of injury
and repair
• You must never tape instead of
treatment
• You can use as part of a rehabilitation
programme
• You must know the rules of the sport
(what you can and can’t use)
• You must know what the athlete’s
needs / wants are (amount of support /
comfort)
• You must have appropriate tape(s)
• You NEVER tape for no reason
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