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ABSTRACT 

M. CHARLENE GUARDIA 

A SYSTEMATIC REVIEW TO DETERMINE THE EFFECTIVENESS OF 
KINESIO TAPING WITH DEQUERVAIN'S TENOSYNOVITIS 

DECEMBER 2010 

Study Design: Systematic Review. 

Purpose of the Study: To determine if Kinesio Taping has been shown to be an 

effective treatment for DeQuervain's tenosynovitis or other conditions similar to it. 

Method: A search of multiple databases using articles dating back 20 years. 

Relevant articles and studies are organized according the guidelines set by the 

American Occupational Therapy Association (AOTA) for Systematic Review. 

Results: There were ten articles identified that met the inclusion criteria. 

Conclusion: There is sufficient evidence to use Kinesio Tape as an adjunct to 

therapy for upper extremity musculoskeletal disorders such as DeQuervain's 

tenosynovitis however the studies identified all have design limitations and 

further research is required. 
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CHAPTER I 

INTRODUCTION 

Repetitive strain injuries (RSI) are overuse injuries often described as any 

work-related disorder or over-use disorder of the upper extremity, neck or 

thoracic region (Deenadayalan, 2007). DeQuervain's tenosynovitis is a specific 

RSI classically associated with localized tenderness and swelling in the region of 

the first dorsal compartment located at the base of the thumb (American Society 

for Surgery of the Hand [ASSH] 2009). The abductor pollicis longus (APL) and 

extensor pollicis brevis (EPB) tendons pass through the first dorsal compartment 

of the wrist beneath the extensor retinaculum. These tendons can become 

irritated secondary to cumulative microtrauma caused by forceful, sustained, or 

repetitive thumb abduction and simultaneous wrist ulnar deviation (Lee, Nasser

Sharif, Zelouf, 2002). 

Symptoms of DeQuervain's tenosynovitis are pain over the thumb side of 

the wrist specifically at the first dorsal compartment, swelling and /or crepitus as 

the tendons glide through the extensor sheath (ASSH, 2009; Foye, 2008). 

Conservative treatment routinely consists of rest, splinting, cold packs, 

therapeutic ultrasound, iontophoresis, activity modification, exercises and over 

the counter pain relievers. If these interventions do not provide adequate _relief a 

cortisone injection is often recommended and as a last resort, surgery. 
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Statement of Problem 

DeQuervain's tenosynovitis studies are often associated with injuries in 

the workplace and studies show that high rates of musculoskeletal disorders are 

seen among workers whose jobs demand repetitive or forceful movements and 

with those who are subject to vibration or prolonged awkward positions (Williams, 

Westmorland, Schmuck, and MacDermid, 2004). Another population that is now 

recognized as especially prone to DeQuervain's tenosynovitis is the new mother. 

The high rate of occurrence has led some authors to refer to DeQuervain's as 

"New Mommy Syndrome" or "Baby Wrist" (Anderson et al., 2003). It is difficult for 

clients like the mother of an infant to comply with traditional methods of 

conservative treatment. The repetitive, awkward hand positions required in the 

workplace or in the home make it difficult to heal using traditional conservative 

non-invasive methods of treatment. 

There is currently no consensus regarding the effectiveness of 

conservative treatment, and no treatment has been identified as the gold 

standard. One treatment modality that is rarely mentioned in the literature is 

Kinesio Taping. Kinesio Taping addresses the pain and swelling experienced by 

the patient as well as offering support that is less restrictive than a splint. A 

thorough search of the literature revealed no available research which addressed 

the effectiveness of Kinesio Taping for DeQuervain's tenosynovitis. 
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CHAPTER II 

LITERATURE REVIEW 

There are numerous articles referencing DeQuervain's tenosynovitis 

however available research does not fit the criteria for strong evidence as use for 

best practice. A review by Crawford and Elpiniki (2006) reported that they have 

located no evidence to support conservative treatment. Richie and Briner (2003) 

carried out a pooled qualitative literature evaluation identifying only seven studies 

that met their criteria and found that each study reviewed reported a successful 

outcome however with a different treatment and without comparison to a 

specified control group. 

According to the reviewed literature by Richie and Briner the most 

effective treatment for DeQuervain's tenosynovitis was the steroid injection with 

an 83% cure rate for the 226 wrists involved in the studies, 61 % cure rate for 221 

wrists that received an injection and splint immobilization, and 14% of those who 

received splinting alone. Rest alone and nonsteroidal anti-inflammatory drugs 

alone did not result in any symptomatic cures. This was disputed by Slawson 

(2003) who found that the seven studies evaluated were of extremely poor 

quality and that the patients described were all seen in the orthopedic clinic 

eliminating all those who may have benefitted from non-invasive treatment. 
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Deenadayalan (2007) questioned the effectiveness of conservative 

treatments in the management of RSI. He conducted a Cochrane systematic 

review which revealed that there is no strong evidence for the effectiveness of 

any treatment options in the form of a level one study and limited evidence exists 

to support multidisciplinary rehabilitation, ergonomic intervention measures, 

exercises, or splinting as an effective means of providing symptom relief or 

improving activities of daily living. 

Despite the lack of evidence supporting non-invasive conservative 

treatment, Slawson concluded that the studies reviewed supporting the injection 

were of poor quality and it is reasonable to consider less invasive approaches 

such as ice, thumb spica splinting and NSAIDs when first treating this disorder. 

Splinting is a standard treatment mentioned in many protocols even 

though strong evidence in the literature to support the efficacy of splinting is 

lacking (Lee et al., 2002, and Muckart, 1994). A thumb spica splint is usually 

recommended for a three to six week wearing schedule. (Stern, 1990). The goal 

for splinting is to rest the inflamed tissue and eventually restore the patient's full 

range of motion, strength and function. However, immobilization of normal 

connective tissue leads to biochemical, biomechanical, and physiologic changes 

within a week. These changes are magnified in the presence of trauma or 

edema. This can disrupt the normal viscoelasticity and homeostasis of 
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connective tissue (Cyr and Ross, 1998). Kinesio Tape may provide a method to 

offer support to the injured tissue without immobilization. 

KinesioTape 

Tenosynovitis in its acute state will present with pain on function, which 

progresses to pain at rest and diffuse swelling (Stewart, 2001 ). According to 

Kase, Wallis, and Kase (2003), Kinesio Tape can help to reduce pain, edema 

. and assist with motion or aid to limit motion. Pain is reduced theoretically, due to 

Kinesio Tape's ability to stimulate the somatosensory system in the following 

ways: 1) increasing sensory stimuli to mechanoreceptors, thereby activating the 

endogenous analgesic system, 2) possibly activating the spinal inhibitory system 

through stimulation of touch receptors, and 3) decreasing pain by reducing 

inflammation thereby reducing pressure on the nociceptors (Coopee, 2002). A 

study by Ganulin (2003) used Kinesio Tape on clients with one of the following 

diagnosis: carpal tunnel syndrome, bicep tendonitis and rotator cuff syndrome. 

The results stated that the subjects displayed statistically significant changes in 

the scores of a P3 pain profile measured pre and post tape wear. A study by 

Kase and Hashimoto (1997-98) reported that applying Kinesio Tape was 

effective in changing the volume of the peripheral blood flow for subjects with 

physical disorders. Blood flow measured by a Doppler machine changed within 

10 minutes. The subjects were chosen at random and five subjects had chronic 

disorders with poor circulation and four were healthy. According to the authors 
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the Doppler indicated no major changes in healthy subject's blood flow 

supporting, (in the authors' opinion), with confidence that Kinesio Taping has no 

major adverse affects. 

According to Coopee (2003) and Kase et al. (2003) edema is improved as 

well. The concept is by lifting the skin and by stretching the Kinesio Tape during 

body movements, lymphatic flow is improved. Hypothetically, edema is resolved 

because the recoil of the elastic tape applied to stretched skin lifts the connective 

tissue filaments, opening the intercellular junctions to improve lymphatic motility 

and decrease pressure on the nociceptors diminishing pain. No studies were 

located that used the decrease of edema or swelling as an outcome measure for 

a musculoskeletal disorder. 

Lastly, according to Kenzo Kase the creator of Kinesio Tape it can be 

used for supportive purposes as well as an assist to the muscle depending on 

the taping technique. In addition to creating pain and swelling on the radial side 

of the wrist, DeQuervain's tenosynovitis can lead to strength loss at the thumb 

(Fournier, Bourbonnais, Bravo, and Arsenault, 2006). One article reviewed 

explored the effects of Kinesio Taping on muscle strength. A preliminary report 

by Slupik, Dwornik, Bialaszewski, and Zych (2007) studied the effect of Kinesio 

Taping on bioelectrical activity of the vastus medialis muscle and found that there 

was a clinically significant increase in the bio~lectrical activity of the muscle after 
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24 hours of KinesioTaping and the maintenance of this effect for another 48 

hours following removal of the Kinesio Tape. 

Additional studies to note address the new mother. This population is 

especially prone to DeQuervain's tenosynovitis as caring for an infant involves 

repetitive and awkward hand positioning. Hormonal fluctuations associated with 

pregnancy may also contribute to the condition (ASSH, 2008). A study by Avei, 

Yilmaz, and Sayli (2002) compared the nonsurgical treatment methods for 

DeQuervain's of a cortisone injection versus splinting for pregnant or lactating 

women. They found that splinting did not provide satisfying relief in any of the 

group participants. On the contrary, the purpose of a study by Anderson et al. 

(2003) described the MRI findings for three women diagnosed with DeQuervain's 

or "baby wrist". They reported that there were positive findings to support the 

diagnosis and that at the one year follow-up all three women had pain relief from 

wrist splinting. 

The application of a thumb spica splint is an accepted standard of care 

and is recommended in most protocols for conservative treatment however a 

splint can be too restrictive and is removed during the aggravating activity. 

Kinesio Tape may be a more comfortable alternative because it behaves like the 

skin. It is one hundred percent high grade cotton to allow for comfort and 

breathing and one hundred and forty- five percent elastic which is the same 

flexibility as human skin and muscles. The tape has a wave pattern for air 
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circulation to channel out perspiration and water and enhance skin breathing. It is 

also durable and can be worn three to four days per application. 

(Kase et al., 2003). 

There are numerous studies available for taping however only a handful 

for Kinesio Taping specifically. No systematic reviews were identified and two 

level one studies were found. There were also seven studies identified which fell 

into the level three, four and five categories. 

Hand therapists frequently make recommendations to clients for exercise, 

ergonomics, and modifications for activities of daily living. In many instances, the 

therapists are unable to evaluate the results of their recommendations because 

there is no formal follow-up or it is a recommendation that is not observed in the 

actual environment. The therapist must often rely on the evidence from the 

literature to make and support their recommendations (Williams, Westmorland, 

Schmuck and MacDermid, 2004). This may be the case with DeQuervain's 

tenosynovitis and the use of conservative treatment. It is clear from the literature 

review that more studies are warranted to support best practice. Kinesio Taping 

is becoming more popular in many clinics for use with musculoskeletal disorders. 

As previously mentioned Kinesio Taping applied over the muscle or tendon can 

reduce pain, inflammation, relax overused tired muscles, and support muscles 24 

hours a day. It is not restrictive and allows for full range of motion (Kase et al., 

2003). Kinesio Tape may offer an alternative to other accepted, yet more 
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restrictive means of conservative management. The purpose of this systematic 

review was to determine if Kinesio Taping has been shown to be an effective 

treatment for DeQuervain's tenosynovitis or other conditions similar to it. 
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CHAPTER Ill 

METHOD 

Research Design 

A systematic review was used to determine the effectiveness of Kinesio 

Taping with DeQuervain's tenosynovitis and to determine if there is evidence 

based support for the use of Kinesio Tape for this diagnosis. Typical symptoms 

of DeQuervain's tenosynovitis are pain, swelling, decreased motion, and 

strength. The result is a decreased ability to perform activities of daily living. 

These are the symptoms that are common to most musculoskeletal disorders. 

Due to the lack of available articles specifically related to DeQuervain's 

tenosynovitis, all studies that use Kinesio Tape to address these stated 

symptoms in any musculoskeletal condition were included. Using an evidence 

table, relevant articles and studies were organized according to The American 

Occupational Therapy Association (AOTA) Guidelines for Systematic Review. 

Level of evidence will follow the recommendations of AOTA as follows: Level I: 

Systematic reviews, meta-analyses, randomized controlled trials. Level II: Two 

groups, non-randomized studies. Level Ill: One group, non-randomized. Level IV: 

Descriptive studies that include analysis of outcomes. Level V: Case reports and 

expert opinions that include narrative literature reviews and consensus 

statements. 
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Eligibility Criteria 

Research articles and studies that met the following criteria were included: 

• Adult or children male and/or female participants 

• Participants with the diagnosis of DeQuervain's tenosynovitis 

• Participants who were treated with Kinesio Tape for pain, swelling, 

decreased motion and/or strength or decreased function 

• Studies or articles written in English 

Exclusion Criteria 

• Studies in a language other than English 

• Studies using Kinesio Tape for lymphedema 

• Studies that did not specify that the tape used was the trademark 

Kinesio Tape 

This systematic review included quantitative studies as well as case 

reports and expert opinion papers. 

Collecting Studies and Data 

Using multiple databases, a literature search was performed including 

MEDLINE, CINAHL, ProQuest, Health Sciences and the Cochrane Data Base as 

well as a manual search through peer reviewed journals that addressed wrist 

pain such as the Journal of Hand Therapy. Search words were Kinesio Tape, 
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DeQuervain's tenosynovitis, Tendonitis, Tenovaginitis, wrist pain, and wrist 

swelling. Articles written within the previous 20 years were considered in this 

review. Results and limitations of each relevant study were summarized in a 

narrative form and organized into an evidence table. Articles that addressed the 

use of pain, swelling, decreased motion, function and/or strength for a 

musculoskeletal problem were also reviewed due to the lack of existing literature 

for DeQuervain's tenosynovitis specifically. 
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CHAPTER IV 

RESULTS 

Search and Selection of Studies 

Ten articles were located that used Kinesio Tape to treat or evaluate a 

musculoskeletal disorder that involved pain, changes with active range of motion 

and or loss of function. No articles were located that addressed swelling 

specifically. One article addressed neuromuscular disorders. The AOTA 

recommended evidence table was used to extract data from each of the ten 

qualified articles (see Appendix A). 

Participants 

Ten of the 11 studies used adults ranging from 18 to 87 years of age. One 

study looked at children ages four to 16 years of age. Four studies looked at 

healthy subjects and seven looked at subjects with one of the following 

diagnosis: whiplash, poor circulation, painful parasthesias, upper extremity 

neuromuscular disorders, shoulder tendonitis, myofascial trigger points or post 

surgical ACL repair. Three studies were performed on the upper extremity. 

Thelen et al. (2008) conducted a level one study for shoulder rotator cuff 

tendonitis and found that pain-free shoulder abduction was noted in 21 subjects 

immediately following Kinesio Tape application [mean +/- SD increase, 16.9 
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degrees +/- 23.2 degrees, P=.005], however the immediate statistically significant 

difference between groups no longer existed by day three. No short-term or long

term benefit related to pain occurred over a six-day period of tape application. 

Yasukawa et al. (2010) conducted a study on children in a pediatric inpatient 

hospital to determine the effectiveness of Kinesio Taping on arm function. 

Children admitted to an acute pediatric rehabilitation program with various 

neurological deficits used Kinesio Tape to support upper extremity muscle 

function. Analysis of variance was used to compare the Melbourne Assessment 

over three time periods. Overall, the Melbourne scores improved over time, [F (2, 

14) = 17.7, p<.001]. Although this article addresses a neuromuscular deficit the 

authors were looking at the fact that when applied correctly Kinesio Tape can be 

used to facilitate a weakened muscle or relax an overused muscle which may 

apply to a musculoskeletal disorder such as DeQuervain's tenosynovitis. 

Eligibility Criteria 

Seven articles included exclusion criteria in an attempt to increase 

homogeneity of selected subjects or to prevent existing co-morbidities from 

influencing the outcomes of the results. The study by Yasukawa et al. (2006) 

involved children with neuromuscular disorders also considered behavioral 

problems and motivation as well as dense sensory or motor loss. The study by 

Yoshida and Kahanov (2007) looking at lower trunk range of motion included 
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only healthy subjects and excluded subjects who had a lower trunk injury or pain 

six months prior to testing. 

Treatment Interventions 

Three studies used Kinesio Tape as a sole treatment to address pain and 

decreased range of motion. (Thelen et al., 2008; Gonzalez et al., 2009; 

Kalichman et al., 2010). All three studies reported a decrease in pain and an 

increase in range of motion immediately following Kinesio Tape application 

however these were only immediate benefits that were not sustained. One study 

by Yasukawa et al. (2010) used Kinesio Tape in conjunction with other 

interventions so it is difficult to attribute the increase in function completely to 

Kinesio Tape. One expert opinion paper reported by Pope et al. (2010) reported 

that Kinesio Tape improves motion and reduces pain with no actual study 

conducted. Three studies looked at physiological effects of Kinesio Tape. Kase 

and Hashimoto ( 1997-98) reported an increase of blood flow to the pectoralis 

major and the scalenus within ten minutes of Kinesio Tape application as 

measured by a Doppler machine, Halseth et al. (2004) reported that Kinesio 

Tape did not enhance proprioception in the healthy ankle and Slupik et al. (2007) 

reported that recruitment of muscle motor units was increased in the quadriceps 

following the application of Kinesio Tape as measured by an EMG. 
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CHAPTERV 

DISCUSSION 

Eleven articles were reviewed that used Kinesio Tape to study its effect on 

pain, decreased motion and/or function. Four articles were evaluated that used 

pain as an outcome measure. As previously mentioned, a level one study for 

shoulder rotator cuff tendonitis by Thelen et al. (2008) found that pain-free 

shoulder abduction was noted in 21 subjects immediately following Kinesio Tape 

application [mean +/- SD increase, 16.9 degrees +/- 23.2 degrees, P=.005], 

however the immediate statistically significant difference between groups no 

longer existed by day three. No short-term or long-term benefit related to pain 

occurred over a six-day period of tape application. A level one study for cervical 

pain by Gonzalez-Iglesias et al.( 2009) found that the group-by-time interaction 

for the 2-by-3 mixed model ANOVAs was statistically significant for neck pain as 

the dependent variable [F= 64.8; P<.001] indicating that patients receiving 

Kinesio Tape experienced pain relief immediately following acute whiplash. A 

level three study for pain in the anterolateral thigh by Kalichman, Vered, and 

Volchek (2010) found that Kinesio Tape was effective in reducing pain in patients 

with meralgia paresthetica (MP) as noted by significant improvement in mean 

visual analog scale (VAS) of MP symptoms following four weeks of treatment. 

[t=S.9, P> .001 ]. Lastly, a level five study for myofascial pain in the shoulder by 
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Garcia-Muro et al. (2009) looked at treatment of myofascial pain in the shoulder 

and found that the VAS scores did not improve immediately following application 

of the Kinesio Tape however they did improve for the second assessment at two 

days and third assessment at nine days possibly due to an inactivation of the 

active myofascial trigger point in the deltoid muscle. The Kinesio Taping 

technique was designed specifically to address the taut bands in the middle 

deltoid where the trigger points were identified. 

Edema that persists and goes untreated can cause pain and stiffness. Kinesio 

Tape theoretically assists with resolving edema by lifting the skin and mobilizing 

the fluid toward the lymph nodes. (Kase et al., 2003) The anatomy of the tendons 

of the first dorsal compartment lacks the volume of the interstitial space and is 

considered a closed system therefore the product of the inflammatory process is 

effusion rather than edema. No articles were located that used the reduction of 

edema or swelling as an outcome measure for a musculoskeletal disorder. 

Articles were located for lymphedema however the physiology of the lymphatic 

system and edema does not apply to the swelling that occurs within the tendon 

sheath at the first dorsal compartment. One theory to consider is that lymphatic 

massage is used to mobilize chronic edema from orthopedic trauma or surgery. If 

the DeQuervain's tenosynovitis is severe surrounding edema may occur and the 

concept for use of Kinesio Tape to mobilize the edema may apply. 
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Five articles were reviewed that used range of motion as an outcome 

measure. Again, the level one study by Thelen et al. (2008) on rotator cuff 

tendonitis reported that Kinesio Tape can have a positive effect on pain free 

range of motion (ROM) when thought to be limited by musculoskeletal pain as 

noted by the differences between a treatment group and a sham group with 

shoulder pain. [mean +/- SD, 16.9 degrees +/- 23.2 degrees, P=.005]. The 

immediate statistical difference between groups no longer existed by day three. 

A level one study by Gonzalez et al. (2009) looking at cervical range of motion 

following whiplash found the group by time interaction for the 2-by-3 mixed-model 

ANOVA was statistically significant for all directions of the cervical range of 

motion for patients with acute whiplash injury. A level three study by Yoshida 

and Kahanov (2007) looking at trunk range of motion reported that Kinesio Tape 

applied over the lower trunk may increase active lower trunk range of motion. 

The taped condition was 17 cm higher than the untaped condition [t (29) = 2.51, 

P<.05]. A level five study by Garcia, Rodriguez, and Herrero (2009) for trigger 

points in the shoulder found that an objective improvement in active range of 

motion was observed following Kinesio Taping for a patient with myofascial 

shoulder pain. A follow up call nine days later revealed shoulder movement that 

had returned to near normal. Another level five study by Murray (2000) looked at 

knee range of motion following an anterior cruciate ligament repair. He reported 

that when Kinesio Tape was compared to tape and no tape in two healthy 
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subjects evaluating active knee extension there was significant improvement in 

active joint range of motion for the Kinesio Tape measurement only. 

Electromyogram (EMG) report revealed a similar finding with an increase in 

amplitude compared to the prior condition and each subject felt that the muscle 

contraction was stronger. 

Four articles were reviewed that studied functional outcome or improved 

muscle function. The level one study for decreased function due to shoulder 

rotator cuff tendonitis found that no short or long term benefit related to function 

occurred over a six day study period following application of Kinesio Tape 

(Thelen et. al., 2008). A level three study by Yasukawa et al. (2006) looked at 

upper extremity function in children with neuromuscular disorders. They reported 

that children admitted to an acute pediatric rehabili,ation program with various 

neurological deficits used Kinesio Tape to support upper extremity muscle 

function. Analysis of variance was used to compare the Melbourne Assessment 

over three time periods. Overall, the Melbourne scores improved over time, [F (2, 

14) = 17.7, p<.001]. A level four study looking at ankle proprioception by Halseth 

et al. (2004) demonstrated that the application of Kinesio Tape does not appear 

to enhance reproduction of joint position sense (RJPS), when measured by 

active ankle RJPS in healthy subjects. Lastly, a level five opinion paper by Pope, 

Baker and Grindstaff (2010) for the knee believes that Kinesio Tape has been 

used in cases of patellofemoral pain with positive effects on function. Experts 
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are considered the least valid in the hierarchy for level of evidence and experts 

should reference their pronouncements with scientific studies. This opinion paper 

referenced three studies that are included in this paper. Pope et al. (2010) was 

included because sometimes this level of evidence is all that is available. 

There is one additional study to note that discussed changes in blood flow 

which ultimately leads to healing injured tissues that cause pain, decreased 

motion, swelling and/or impaired function. A level five study by Kase and 

Hashimoto (1997-98) discussed changes with blood flow to aid in healing. The 

study reported that Kinesio Tape was effective in changing the volume of the 

peripheral blood flow for five subjects that had physical disorders and poor 

circulation as measured by a Doppler machine. The changes occurred within 10 

minutes of tape application. 

Conclusion 

Eleven articles were identified that studied Kinesio Tape using pain, range 

of motion, and/or function as an outcome measure. No studies were identified 

that addressed swelling. Ten studies found some benefit in changing the level of 

pain, increasing ROM, or improving function, however the studies had limitations 

due to convenience sampling, lack of control groups, threats to validity especially 

experimental bias, insufficiently powered studies and/or an association with the 

company for Kinesio Tape either directly or through donated tape . The two level 
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one studies reviewed agree that there was an immediate effect to reduce pain 

and improve range of motion however there were no short term or long term 

effects noted due to the application of Kinesio Tape. 

Although the evidence is limited the reviewed studies did find small 

clinically significant changes in pain, range of motion and/or improvements in 

function. There is currently no gold standard for treating DeQuervain's 

tenosynovitis however the most effective treatment documented is an injection 

followed by splinting. Evidence did not support that Kinesio Taping was either 

beneficial or harmful for the treatment of DeQuervain's tenosynovitis however 

value and quality of life for a treatment is not typically reported in a scientific 

research paper. With this in mind if a client is wary of the injection and splinting is 

too restrictive it is reasonable to consider Kinesio Tape as an adjunct to 

conservative treatment for DeQuervain's tenosynovitis. 

Recommendations 

This systematic review added to the available body of knowledge for 

evidence based treatment however it did not illustrate that Kinesio Tape was 

beneficial or harmful. Further studies are needed to support the claims that this 

tape can reduce pain, inflammation, relax overused muscles, and support 

muscles. 
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Recommendation for Future Studies 

1. Develop a retrospective study to review outcomes for patients treated with 

splinting for DeQuervain's tenosynovitis. This can help establish a research 

question for a clinical trial comparing the use of a splint to Kinesio Taping. 

2. Collaborate with other members of the treatment team to expand the number 

of cases that can be reviewed and added to the clinical trial. 

3. Expand the clinical trial to multi treatment centers to compare treatment 

effectiveness. 

4. Collaborate with an academic institution to assist with study design and 

statistical analysis. 

5. Include a qualitative component in the study to address quality of life for the 

proposed treatments for DeQuervain's tenosynovitis. 
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Appendix A 
EVIDENCE TABLE TOPIC: The Clinical Efficacy of Kinesio Tape for Shoulder Pain: A Randomized, Double-Blinded; Clinical Trial 

Study . Intervention and Study Implications for 
AuthorNear Objectives Level/Design/Subjects Outcome Measures Results Limitations Hand Therapy 

Thelen, To determine ·Level: One Intervention: Subjects The KT group Order effects Kinesiotape may be 
Dauber, and the clinical were assigned to 1 of 2 demonstrated or the order in beneficial with 
s ·toneman, effectiveness Design: Prospective; groups. One group immediate which the improving pain-free . 
2008 of Kinesiotape randomized, double- received the -improvement in testing ROM for 

when applied blinded, clinical trial using a • standardized KT pain free shoulder occurred may musculoskeletal 
to college repeated measure design. technique for RTC abduction after have disorders in the UE 
students with tendonitis ·applied by a tape application. influenced immediately 
shoulder pain Subjects: 42 subjects certified KT practitioner. outcome. following the 
as compared clinically diagnosed with The sham group received The sham KT application. 
to a sham RTC tendpnitis or a standardized sham group showed no No control 
tape impingement. All 42 were group application. The immediate change 

·. 
group 

application. college students enrolled at subjects wore the tape in any of the 
the United States Military · for 2 consecutive 3 day outcome 
Academy between the intervals. measures, 
ages of 18-24 years of age. indicating that the 

Setting: Cadet Physical sham KT 
Therapy Clinic at the · application likely 
United States Military provided a neutral 
Academy treatment effect as 

desired: 
Outcome Measures: 
Self reported pain and No other 
disability and pain free· differences 
active ranges of motion between groups 
were measured at regarding ROM, 
multiple intervals to pain or disability at 
determine differences any interval were 
between groups. noted. 
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Appendix B 

Topic: Short-Term Effects of Cervical Kinesio Taping on Pain and Cervical Range of Motion in Patients with Acute Whiplash Injury: A 

Randomized Clinical Trial. 

Study Level/Design/ Intervention and Implications for 
Author/Year Objectives Subjects Outcome Measures Results Study Limitations Hand Therapy 

Gonzalez- To determine Level: 18 Intervention: 41 patients The group -by-time The difference Kinesio Tape may 
Jglesias, the short-term were randomly assigned interaction for the between groups was be useful as an 
Fernandez-de- effects of Design: to 1 of 2 groups. One 2-by-3 mixed model statistically significant adjunct to therapy 
las-Penas, Kinesio Taping, Randomized group received the ANOVAswas however it did not to reduce pain and 
Cleland, applied to the clinical trial standardized taping statistically surpass the minimal improve range of 
Huijbregts, and cervical spine, technique and the significant for neck clinically important . . motion for an acute 
Gutierrezz- on neck pain Subjects: 20 second group received a pain as the difference for pain, musculoskeletal 
Vega., 2009 and cervical males and 21 sham taping technique. dependent variable which has been injury. Further 

range of.motion females. · The techniques were· (F= 64.8: P,.001). reported to be 2 studies are 
in individuals demonstrated via a points on the NPRS. warranted. 
with acute video~ Patients were The group-by-time 
whiplash- informed not to take any interaction for the 2 None of the 
associated analgesics or anti- by 3 mixed-model · differences between 
disorders inflammatory drugs for ANOVA was also groups_for 
(WADs). 72 hours prior to the statistically Improvements in 

study. Patients significant for all cervical range of 
completed a self report directions of motion surpassed the 
measure, a standardized cervical range-of- minimal detectable 
history and physical motion. change for the 
exam and the Neck respective . 
Disability Index (NDI) Planned_ pair wise • measurements. 

Outcome measures 
comparisons .. 

showed that Sample size was of 
consisted of numerical patients in the clinical convenience 
pain rating scale (NPRS) experimental group which may not 
and cervical range-of- obtained a greater represent the entire 
motion. improvement in population with 
Data was collected for a cervical range-of- WADs. 
baseline, at 24 hour motion than those Only the short term 
follow-up by an assessor in the control group effects of Kinesio 
blinded to the treatment (all, P,.001) Taping were 
allocation. measured and a 72 

hour wash out time 
for meds may not 
have been long 
enough. 



Appendix C 

EVIDENCE TABLE TOPIC: The Effects of Kinesio Taping on Proprioception at 

the Ankle 

33 



w 
~ 

Author/ 
Year 

Halseth, 
Machesney 
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Vaughn.and 
Lien, 2004 

Appendix C . 

EVIDENCE TABLE TOPIC: The Effects of KinesioTaping_on Proprioception at the Ankle 

Level/Design/ Intervention and 
Study Objective ' Subjects Outcome Measures Results Study Limitations 

To determine the Level: IV lntervenUon: Subjects No significant The authors reviewed 
effect of the were placed in a sitting difference was existing studies and 
application of Design: position and their ankle . noted in any made efforts to 
Kinesio Tape and a Experimental was placed passively in positions tested or eliminate previous 
specialized taping Design with a position x 5 seconds. between genders. study flaws. There is • 
method to an single group The subjects were then Kinesiotape does always the chance 
aspect of ankle pre-test, post- asked to reposition their not appear to that the tape was 
proprioception, test. ankle in the same enhance applied differently or 
reproduction joint position. Taped ankles proprioception incorrectly as a study. 
position sense Subjects: 30 were compared with when measured by by Murray 2001 did 
(RJPS). healthy u_ntaped ankles. Data active ankle RJPS support Kinesio Tape 

subjects. 15 was recorded in the in healthy subjects. as effective for 
men and 15 Bioware system. Taping proprioceptive 
women.Ages was performed by a enhancement. 
ranged from 18- certified athletic trainer. 
30. Outcome Measures: The setting for tape 

Participants were application is not 
measured following mentioned and the 
passively placing the person applying the 
dominant ankle to a tape is not certified in 
random target and then Kinesio Taping. 
asking the subject to 
actively place the ankle 
back to the target angle 

: from a neutral position. 
Five trials were given at 
each selected range of 
motion with absolute 
and constant error 
recorded for each. 

Implications for 
Hand Therapy 

This article does 
. not support the use 
of KinesioTape to 
enhance 
·proprioception in a 
healthy ankle 
however further 
research is required 
as Kinesio Tape 
may provide 
proprioceptive 
enhancement _in 
injured tissue. 
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Appendix D 

EVIDENCE TABLE TOPIC: The Functional Effects of Kinesio Taping in an Acute Pediatric Rehabilitation Setting 

Study Intervention and Results · Study Implications for 
Objectives Level/Design/Subjects . Outcome Measures Limitations Hand Therapy 

To determine if Level: Ill Intervention and The Melbourne There is no The functional . 
functional hand Outcome Measure: scores control group and abilities of the UE in 
and arm skills in Design: Quasi- The Melbourne improved over multiple diagnosis this study did 
children admitted Experimental Design Assessment was used time. F (1, 14) are being improve and 
into a to score the quality of . = 17.7, p < .02. compared o each although it cannot 
rehabilitation Subjects: 15 children, 5 upper limb function. other. be attributed 
program are males and 1 O females. 4- Performance was The without a doubt to 
amenable to 16 years of age. The recorded on a improvements There is no Kinesio Tape it· 
change following children were admitted to videotape for scoring. from pre to previous research does lay the 
KT method. the inpatient rehabilitation The assessment was post taping to support the groundwork for a 

at the Rehabilitation given prior to, . were behavior of this future controlled 
Institute of Chicago. immediately following statistically group in similar study. 

and 3 days following significant F circumstances. 
the application of KT. (1, 14) = 18.9, 
The children were all p -<.02. The children 
evaluated by the same received 
therapist. An OT additional 
certified in Kinesio interventions 
Taping applied the during their stay in 
tape. rehab which may 

attribute to 
Setting: Pediatric improved 
inpatient unit. performance. 

By day 3 natural 
recovery may 
have taken place. 
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Appendix E . 

EVIDENCE TABLE TOPIC: The Effect of Kinesio Taping on Lower Trunk Range of Motions 

Study Level/Design/Subjects Intervention and Results Study Limitations 
Objectives Outcome Measures 

To determine Level: Ill Intervention: Each The taped The taping . 
the effects of participant was condition for techniques 
KT on lower Design: Quasi- measured for trunk trunk flexion was selected may have · 
trunk flexion experimental, crossover ROM using a tape 17 cm'higher in been inefficient to 
and extension design measure. Three the sum of all produce the 
and lateral positions, (lower trunk . scores measured desired outcome. 
flexion. Subjects: 30 healthy flexion, extension and before and after 

subjects, 15 females lateral flexion), were the application of The study was 
average age 26.9 +- 5.9 measured 3 times Kinesio Tape. performed on 
and 15 males average each for accuracy. 15 healthy subjects 
age 20.9 +-12.1. participants were There were no and the results 

measured first without significant may not be 
tape and then with differences noted applicable to 
tape. The second 15 with trunk individuals with 
were measured with extension or pathology. 
tape first and then lateral flexion. 
without tape. Study did not 

include a control or 
.. placebo group . 

Group assignment 
was not blinded 
from the 
investigator .. 

Setting and 
credentials of the 
investigator were 
not mentioned 

Implications for 
Hand Therapy 

Kinesio Taping was 
effective in helping to 
improve trunk flexion 
and this may be due 
to the theory that 
Kinesio Tape may 
enhance the tissue 
healing process and 
support muscle 
function without 
limiting motion. 
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Appendix F 

EVIDENCE TABLE TOPIC: Relieving Symptoms of Meralgia Paresthetica using Kinesio Taping: A Pilot Study · 

Study Intervention and Study Implications for 
Objectives - Level/Design/Subjects Outcome Measures Results Limitations Hand Therapy 

To assess the Level: Ill Intervention: All outcome No comparison This study provides 
effect of the Application of Kinesio Measures group therefore initial evidence to 
novel Kinesio Design: Repeated Tape twice a week for significantly the placebo . support the use of 
Taping measurements, feasibility four weeks. improved after four effect cannot be Kinesio Tape with a 
treatment study of one intervention. weeks of ruled out. diagnosis which 
approach on Setting: Referral treatment. Mean causes numbness, 
meralgia Subjects: Six men and private physical · VASQOL Results were parasthesias and 
paresthetica four women with clinically therapy clinic. decreased from 69 . taken pain. The cause is 
(MP) and electromyographically to 35.3 (t=4.3; immediately nerve entrapment or 
symptoms. diagnosed MP. Their. Outcome Measures: P=.002). Mean after the end of a neuroma. This can 

mean age was 52 years, Visual analog scale of VAS of MP the treatment be generalized to 
mean height 168.3cm, MP symptoms, VAS symptoms period therefore disorders of the 
mean weight 80.8 kg. global quality of life . decreased from no long term upper extremity with 
Mean duration of (QOL), and the longest 60.5 to 31.4 (t=5.9; effects were the same symptoms. 
symptoms was 10.7 and broadest parts of P>.001) .. Length . assessed. 
months. the symptom area and width of 

were measured. affected area The results were 
decreased from not blinded 
25.5 to 13. 7 (t=S.1; therefore 
P>.001 and 15.3 investigator's 
to 7.4 9t=5.3; bias may have 
P=>.001), occurred. 
respectively. 
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Appendix G 

EVIDENCE TABLE TOPIC: Changes in the Volume of the Peripheral Blood Flow by using Kinesio Taping 

Study Intervention and Study 
Objectives Level/Design/Subjects Outcome Measures Results Limitations 

To measure Level: IV Intervention and Outcome Peripheral blood There is no 
the volume Measure: Different muscles flow volume control group 
changes of the Design: Clinical study were chosen where subject's increased and multiple 
peripheral volume of blood flow was following diagnoses are 
blood flow Subjects: Five subjects with measured before the Kinesio application of being 
before and · a chronic disorder and poor Tape was applied and KinesioTape_ for compared to 
after applying circulation and 4 relatively immediately following the 5 subjects each other. 
Kinesio Ta·pe. healthy subjects_. 6 female application of Kinesio Tape. • with chronic 

and 3 male with ages raging {within 10 min) to determine disorders and The sample 
_ from 20-87. change in volume flow. poor circulation. size is small. 

Specific muscles measured 
were the pectoralis major, 
minor and the ant. and 
med.scalenus. 

Implications for 
Hand Therapy 

Increasing blood 
flow can .assist in 
the healing of 
injured tissue. 

This article does 
offer the therapist 
with some 
evidence to 
support the use 
of Kinesio Tape. · 
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Appendix H 

EVIDENCE TABLE TOPIC: Effect of Kinesio Taping on Bioelectrical Activity ofVastus Medialis Muscle. Preliminary report 

AuthorNear Study Intervention and Study Implications for 
Objectives Level/Design/Subjects Outcome Measures Results Limitations Hand Therapy 

Slupik, The purpose Level:Four Intervention: Kinesio Results: An This is a level The effect on the 
Dwornik, of this study Tape was placed to examination four study that · recruitment of 
Bialoszewski, was to Design: Preliminary support the function of performed 24 hours does not offer motor units lasted 
and Zych, determine the Report. One-way the medial head of the after the placement of the level of three days which 
2007 effect of repeated measures quadriceps muscle of the Kinesio Tape evidence that supports the 

Kinesio Taping design over time. the thigh. revealed significantly would be recommended 
on changes in increased recruitment considered length of Kinesio 
the tone of the Subjects: 27 healthy Outcome Measures:. of the muscle's motor clinically Tape placement in_ 
vastus persons. Transdermal EMG was units, as expressed by significant. most protocols. 
medialis · used to assess peak torque. An exam 
muscle during bioelectrical activity of at 72 hours of Kinesio The article is 
isometric the muscle. A Taping showed a copyrighted 
contractions. standardized protocol statistically significant and could not 

was employed for increase in be located in 
measurement of bioelectrical activity of full text. The 27 
muscle tone, recorded the muscle however healthy persons 
as the peak electrical lower than the effect are not divided 
activity of the muscle at 24 hours. by age or 
during maximal .gender. 
voluntary isometric 
contraction. The study is out 

of Poland 
however no 
information is 
provided for the 
setting or 
credentials of 
the 
investigators 
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Appendix I 

EVIDENCE TABLE TOPIC: Treatment of myofascial pain in the shoulder with Kinesio Taping. A case report. 

-Study Level/Design/ Intervention and Study Implications for · 
Objective Subjects Outcome Measures Results Limitations Hand Therapy 

This is a case Level: V Intervention: Application The articular ROM and Lowest level of .This study lays 
report written to of Kinesio Tape for the · Apley's scratch test evidence with groundwork-that 
document the- Design: Case deltoid, reinforced by a improved between each no analysis of Kinesio Tape may 
results achieved Report transverse strip over the measurement. At the data for clinical help to reduce pain 
with Kinesio myofascial trigger point. two day re-evaluation significance. of a myofascial 
Taping as the Subjects: One Measurements for pain that patient felt origin. Further . 
exclusive 20 year old and motion were taken noticeable improvement research is required. 
therapeutic female. before tape immediately and all motion tests had 
procedure for · after and two days after Improved to near 
the treatment of taping. symmetrical except the 
a patient with inferior scratch test. A 
shoulder pain of Outcome Measures: call at nine days 
myofascial ROM measurements, revealed that the patient 
origin. superior and inferior had no pain and her 

Apley's scratch test, VAS shoulder movement was 
scores and pressure pain almost normal. 
thresholds were 
measured with the 
analogic algometer. 
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AppendixJ 

EVIDENCE TABLE TOPIC: Kinesio Taping Technique for Patellar Tendinopathy 

Study Level/Design/ Intervention and 
Objective Subjects Outc.ome Measures Results Study Limitations 

To demonstrate Level: Level Intervention: Kinesio This is just the Very limited level of 
a technique for V Tape using the U-strip opinion of the . evidence of no clinical 
reducing pain technique which is authors that this relevance beyond 
without limiting Design: Expert placing the tape over the taping technique educating the reader 
motion for a opinion. patellar tendon. is helpful to regarding the 
patient with reduce pain suggested taping 
patellar Subjects: Outcome Measures: without restricting technique. 
tendinopathy. None None range of motion iri 

patients with 
patellar tendinitis. 

Implications for . 
Hand Therapy 

This is a 
recommended 
tec~nlque by a certified 

. Kinesio Tape 
practitioner with a 
musculoskeletal 
disorder that has the 
same symptoms seen 
in upper extremity 
musculoskeletal 
disorders such as· 

. DeQuervain's· 
tenosynovitis. 
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Appendix K . 
EVIDENCE TABLE TOPIC: Kinesio _Taping, Muscle Strength and ROM after ACL Repair 

Study Objectives Intervention and Study 
Level/Design/Subjects Outcome Measu.res · Results Limitations 

To compare the . Level : Five Intervention: Each In both subjects, no The study is not 
effects of Kinesio subject was positioned difference was sufficiently 
Taping versus Design: Case report in a chair so that the noted in extensor powered to 
athletic taping on involved leg did not lag between the no have clinically 
muscle strength in Subjects: 2 healthy touch the floor. EMG tape and athletic sigr:iificant d~ta. 
the quadriceps . adults with a recent ACL electrodes were place tape conditions. 
femoris, hamstring reconstruction. on the skin over the There was however Experimental 
and anterior tibialis muscles of the anterior a significant bias may have 
muscles of the and posterior thigh, and improvement in the occurred. 
lower extremity in anterior leg active joint range of 
individuals with compartment muscles. motion. EMG 
recentACL Knee extension was measurements 
reconstruction. measured with no tape, revealed similar 

athletic tape and results with no 
Kinesio Tape. difference between 

the no tape and 
Outcome Measures: athletic tape 
Goniometric and condition and a 1 ½ 
electromyographic amplitude increase 
measurements. with the Kinesio 

Tape. 

Implications for 
Hand Theraov 

Joint active range 
of motion was 

. improved in this 
case report with 
the use of Kinesio 
Tape. 




