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FASCIA SCIENCE AND CLINICAL APPLICATIONS: EDITORIAL

Weaving a mat of fascia research
My first thought when asked to write this editorial was
“I don’t know enough about fascia to do this.” I had the
same feeling when I was asked to be the chair of the
scientific review committee for the first Fascia Research
Congress in 2007. My guess was that I was asked because I
was in the Harvard system, was an “alternative-therapy”
minded researcher, and the meeting was to be held in
a Harvard facility. Only later did I realize the main reason,
which was that some of my research had characterized the
innervation of the fascia of nerves. Already, new connec-
tions were being made.

Research into the role of fascia in health and disease is
burgeoning, and this growth has been fanned by the Fascia
Research Congresses. How wonderful to have a relatively
small meeting resonate with so many people! Basic and
clinical scientists, therapists and doctors from so many
somewhat divergent, and perhaps even discrepant, disci-
plines, have come together to communicate about
“fascia.” I put the word in quotation marks because even
the definition of fascia is evolving rapidly. Fascia covers and
invests pretty much every structure in the body (the most
basic definition is “face”), and is continuous (or is it?).
Different types of fascia have greatly different functions,
such as containing a structure, keeping two structures
separate with the potential to glide against each other, or
to transmit forces to other structures, and more (Benjamin,
2009; Findley et al., 2012). As our knowledge about fascia
develops, the definition will necessarily become more
complex.

One reason I accepted this invitation was to extend
a caution to all of us, myself included. When faced with
new information that seems to explain observations that
previously had no explanation, people tend to “jump on
a bandwagon.” Most of us have treated patients or clients
with what has been called “best practices.” “Best prac-
tices” is a nice term used instead of “we don’t know why
this works, but we have been doing it for a long time and it
seems to work.” I say fair enough, use what works. Most of
our treatments have not been subjected to any scientific
scrutiny; this does not mean that they have not been
proven, it only means that there has been no research
done. My personal approach is to remain plastic, and be
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open to the possibility that things that “work” might not
work the way I was taught or thought, may in fact have
nothing to do with the actual treatment, and might not
even really ‘work’ at all. Research can address such issues.
But someone has to do the research, and that is far easier
said than done.

So how does this apply to fascia, and where is the
caution? As information about fascia grows, many will be
tempted to see parallels between research results, clinical
presentations, and treatments. Indeed, it is the responsi-
bility of the authors producing the research to present such
parallels in their discussions. And it is here that I suggest
caution. Biology is highly complex. Individual differences in
anatomy, life-long habits, healing, and innumerable other
factors further complicate clinical presentations. It is
highly unlikely that the biology and pathobiology of fascia
will become a magic bullet and explain all our difficult
diagnostic cases. We owe it to our patients to learn
everything we can about fascia, yes, but we also need to
keep learning about everything else as well, all with the
goal of helping to solve the myriad of problems that come
through our doors.

Currently, the more we learn about fascia, the more we
know howmuch we do not know. This excites the scientist in
me greatly. We are still learning basic anatomy and histology
of fascia. We have just recently scratched the surface of the
function of fascia; how can we think that we currently
understand abnormal function and pathology? And that said,
although many therapists intend to treat fascia, when it
comes rightdown to it,wedonotevenknow towhatdegree it
is possible to affect fascia using our hands. There has been
very littlemechanistic research related tomanual therapies,
let alone specifically related to fascia. This raises another
caution e be careful how you present your methods to
others. Be confident that you don’t know everything. No one
does. It is a secure place to be.

I am currently most excited that established basic and
clinical scientists with very different scientific approaches,
such as anatomy, neurobiology, biomechanics, and imaging,
are appreciating the potential of extending our knowledge
of fascia. I can use myself as an example. I am a neurobi-
ologist and a chiropractor, who has striven to focus on basic
.
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science research in support of manual therapies. Since
being involved in the fascia-related scientific community as
well as the broader community of manual therapists, my
research focus has shifted. I am currently working in
collaboration with a manual therapist to reveal mechanisms
involved in preventing postsurgical adhesions and ileus
(Bove and Chapelle, 2012), and consider this to be just
a start. There are so many unaddressed questions, and it
will take generations to find the answers.

Also exciting is the development of new tools (such as
elastography) and new applications of common tools (such
as diagnostic ultrasound) to image human structures. Such
functional tools are critical to understand these dynamic
tissues. These and other methods should become invaluable
outcome measurement tools for clinical trials involving
manual therapies. Also exciting is the resurgence of
interest in scarring and adhesions, which seem to be a large
source of aberrant function and pain in many of our
patients. When these two interests combine, which is only
a matter of time, I think that we will see significant and
rapid progress in manual therapy clinical research.

So much to learn, and so much work ahead. Under-
standing the role of fascia in health and disease is
a dynamic frontier for manual therapists from all clinical
walks. And this is the point of this new section in JBMT: to
give a focused venue for new and exciting research that
helps us learn more about fascia. I look forward to learning
with you in the years to come.
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