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Positional Release Therapy: 
An Evidence Based Review



DISCLOSURE

The Positional Release Therapy Institute is a company that 
provides continuing education and certification in Positional 
Release Therapy. Online courses and instructional videos are 
also associated with the instruction provided by the Institute.



LEARNING OBJECTIVES

• Recall supporting evidence for the 
application of PRT 
• Recall 5 clinical implications and 

contraindications of PRT
• Identify how PRT is integrated into an overall 

treatment plan



WHAT IS PRT?
• An Indirect Approach
• Non-painful
• Moving away from resistance barrier
• Body/Tissue Positioning

• Use of Tender points (TPs)
• vs. Trigger points (TrPs) 

• Unkinking the Chain
• = Functional restoration

• Direct Approach
• Pushing through resistance barrier



Positional Release Therapy
(PRT)

• Segmental
• Assess TPs/MTrPs during 

positioning
• Position held for 90 

seconds
• May or may not 

monitor tissue lesion
• May or may not apply 

joint manipulation
• May or may not apply 

fascial manipulation

• Whole Body
• Utilizes FRM© 

(Fasciculatory
Response Method©) for 
assessment & treatment
• Position held until 

fasciculation subsides
• Joint & fascial

manipulation 
attempted

(Speicher, 2016)

Strain Counterstrain
(SCS)
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SCS THEORY (JONES, 1973)

� Strain = Counterstrain = spindle dysfunction 
� Maybe

http://www.ptd.neu.edu/neuroanatomy/cyberclass/spinalcontrol/gammaactivation.htm



SOMATIC DYSFUNCTION THEORIES

• Somatic Dysfunction (Korr, 1947)

• Proprioceptive Theory (Korr, 1975)

•ATP Energy Crisis (McPartland, 2004)

• Integrated Trigger Point Hypothesis (Gerwin et al., 
2004)

•Mechanical Coupling Theory (Speicher, 2006 & 2016)



SOMATIC DYSFUNCTION

Osteopathic Lesions (Korr, 1947, 191):
• Trigger Points (TrPs) and Tender Points (TPs)

1. Hyperesthesia of the muscles and vertebrae
2. Hyperirritability, reflected in altered muscular activity 

and altered states of muscular contraction
3. Changes in the tissue texture of muscle, connective 

tissue [fascia], and skin
4. Changes in local circulation and in the exchange 

between blood and tissues
5. Altered visceral and other autonomic functions



PROPRIOCEPTIVE 
THEORY (KORR, 1975)

�Sustained Stretch Reflex
• Howell et al. (2006)
• Wynne et al. (2006)

� Increased Gamma Gain
• Appelberg et al. (1983)
• Capra et al. (2007)
• Thunberg et al. (2002)

http://www.ptd.neu.edu/neuroanatomy/cyberclass/spinalcontrol/gammaactivation.htm



ATP Energy Crisis (McPartland, 2004)

• Energy supply limited 
• Hypoxia é release of ACh
• é ACh and diminished 

breakdown =  sustained 
contraction

• ê Perfusion
• Larsson et al. (1999)
• Maekawa et al. (2002)
• Gerwin et al. (2004) 
• Rosas-Ballina et al. (2011)



LATERAL ELBOW TENDINOPATHY

Pre- PRT Release Post- PRT Release



BLOOD FLOW & TISSUE 
REORGANIZATION

	
	

Manual therapy improves blood flow and muscle fiber orientation of the forearm extensors   
   *Speicher TE; †Selkow NM; ‡Warren A: *University of Idaho, †Illinois State University,  
   ‡Oklahoma State University Center for Health Sciences 
 
Context: The use of manual therapy is commonly used by clinicians for the decrease of pain and improvement of 
blood flow and range of motion at the elbow joint. Several therapeutic treatments can be used to accomplish these 
aims, such as positional release therapy (PRT), instrument-assisted soft tissue mobilization (IASTM), and thermal 
ultrasound (US). However, it is unknown how blood flow and tissue fiber alignment change when these interventions 
are compared to one another. Methods: Twenty-five participants (fifty elbows) (Age:26.0±4.5years; 
Height:69.3±4.3cm; Mass:81.8±16.9kg) volunteered to be in this controlled laboratory study and were screened for 
exclusion criteria in an athletic training facility. Diagnostic ultrasound application was performed by a blinded 
investigator before and after the interventions. Prior to taking the initial blood flow and muscle fiber measurement, 
the participant sat quietly. The treatment interventions as well as diagnostic ultrasound was applied randomly to each 
elbow about 1cm below the elbow joint at the common extensor tendon. For PRT (13 elbows), one treatment was 
applied for 30 seconds-2 minutes using the Fasciculatory Response Method. For US (12 elbows), one treatment with 
a 5cm ultrasound head, moved continuously with settings of 3MHz, 100% duty factor (thermal), 1.6 Wcm2. The 
treatment lasted 6 minutes. Participants in the IASTM group (13 elbows) received a choreographed protocol lasting 3 
minutes. The fourth intervention group (12 elbows) was a combination of all three interventions. Separate one-way 
ANOVAs were used to assess differences across interventions for blood flow and tissue fiber alignment using pre-
post change scores of area (mm2) (Figure 1). A negative change score indicated area was smaller post-intervention. 
Results: The data from four elbows (1 PRT, 1 US, and 2 combo) was considered to be an outlier or the image 
unreadable and were removed. Blood flow was significantly higher following PRT (691.54±1237.16mm2) compared 
to IASTM (18.73±227.10mm2) (p=.050; ES=.73) and US (-10.09±479.26mm2) (p=.042; ES=.72), but not different 
from the combination intervention (627.64±820.22mm2) (p=.849). Seventy-five percent of elbows in the PRT 
intervention showed improvement in blood flow, 54% in the IASTM group, 45% in US, and 73% in the combination 
group showed improvement. Tissue fiber orientation was significantly better following IASTM (-
5756.00±8156.19mm2) compared to PRT (-1552.54±3896.58mm2) (p=.042; ES=.66), but no difference was 
demonstrated among the other interventions (p>.066). All elbows (100%) that received IASTM showed improved 
tissue orientation, 77% in the PRT group, 64% in US and 64% in the combination group. Conclusions: Manual 
therapy, particularly PRT and IASTM, seem to be better at increasing blood flow and muscle fiber orientation, 
respectively. As clinicians, it is important to choose the most appropriate intervention for the treatment goal. Word 
Count: 429  
 
 
 
 
 
 

 

	

Citation:	Speicher	TE,	Selkow	NM,	Warren	A.	Manual	therapy	improves	blood	flow	and	muscle	fiber	
orientation	of	the	lateral	forearm	extensors.	Poster	accepted	at:	The	American	Institute	of	Ultrasound	in	
Medicine;	2019;	Orlando,	FL.		

uRCT
u Assessor Blinded (Diagnostic 

Ultrasound)
u 25 Subjects (50 Elbows)

uGroups
u PRT
u Ultrasound (Thermal)
u IASTM
u Combination

uResults: 
u Increased Blood Flow

u PRT vs IASTM (p = .050)
u PRT vs US (p = .047)

u Increased Tissue Reorganization
u IASTM vs. PRT (p = .042)



Citation: Speicher TE, Selkow NM, Warren A. Manual therapy improves blood flow and muscle fiber orientation of the 
lateral forearm extensors. Poster accepted at: The American Institute of Ultrasound in Medicine; 2019; Orlando, FL. 



CONVENTIONAL & 
MANUAL THERAPY 
INTEGRATED 
• Intervention: PSWD 27.12 

MHz, 800 pps, 400 
microseconds (48 W) for 20 
min. followed by joint 
mobilization (Maitland 
Grade III-IV & static glides) .

• Active ankle dorsiflexion  10-
15 deg. (immediate and 
maintained ~1 month later)

• Why was diathermy prior to 
joint mobilizations effective 
for increasing AROM when 
other therapies had failed?

Seiger C, Draper DO. Use of pulsed shortwave diathermy and joint mobilization to increase ankle range of motion in the presence of surgical 
implanted metal: a case series. Journal of Orthopaedic & Sports Physical Therapy. 2006;36(9):669-677.



ATP Energy Crisis (McPartland, 2004)

• Pathophysiological 
Nociceptive Model (Johansson & 
Sojka, 1991)

• Nociceptive fusimotor
metabolite stimulation

• é Static Gamma Fusimotor
Activity

• Capra et al., (2007)



INTEGRATED TRP HYPOTHESIS 
(GERWIN ET AL., 2004) 

• Motor End Plate Dysfunction
• Excessive 

Key Points:
• é Hypoxic Environment 
• ê pH = 
• activates nociceptors 
• êAChE

• é Calcitonin Gene Related Peptide (CGRP) 
• é ACh

• ACh can not be removed effectively 

Muscle

ACh

Alpha Motor Neuron

CGRP

AChE



Injury

(MCT) Mechanical Coupling Theory 
(Speicher, 2006 & 2016)
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STRENGTH OF RECOMMENDATION TAXONOMY (SORT):
A PATIENT-CENTERED APPROACH TO GRADING 
EVIDENCE IN THE MEDICAL LITERATURE (EBELL ET AL., 2004, 551)

*Patient-oriented evidence measures outcomes that matter to patients: 
morbidity, mortality, symptom improvement, cost reduction, and quality of 
life. Disease-oriented evidence measures intermediate, physiologic, or 
surrogate end points that may or may not reflect improvements in patient 
outcomes (e.g., blood pressure, blood chemistry, physiologic function, 
pathologic findings).

Recommendation based on consistent and good-quality 
patient-oriented evidence.*

Recommendation based on inconsistent or limited-quality 
patient-oriented evidence.*

Recommendation based on consensus, usual practice, 
opinion, disease-oriented evidence,* or case series for 
studies of diagnosis, treatment, prevention, or screening.



SUPPORTING EVIDENCE

• Pain Improvement
• Strength Improvement
• Range of Motion Improvement
•Quality of Life Improvement
• Somatization Delays Concussion 

Recovery



PRESSURE SENSITIVITY
uRCT

uAssessor Blinded
u71 Subjects with Latent Masseter 

TrPs
u Three Groups: SCS, Myofascial

Release and Control
u TX 1x/wk for three weeks
uOutcome Measures:

uPressure Sensitivity (Digital 
Algometer)

uVAS
uActive Mouth Opening

uResults
uSCS and Myofascial

Intervention = significant 
differences (d = >1) for all 
except local pain (d = <.70)



IMMEDIATE EFFECT 
OF SCS TRAPEZIUS 
TRPS
uRCT

uAssessor Blinded
uN = 54
uGroups: SCS, SCS+Massage

Stroke, Control
uOutcome Measures

uVAS
uPressure Algometry 

uResults
uBoth SCS groups showed 

significance in pain 
reduction (p = <.001) but 
not compared to one 
another (p = >.8)



TRAPEZIUS TRPS
uRCT Pilot

uDouble-blinded 
u20 Subjects Self-Reporting 

Pain
uGroups: SCS and Sham

uUse of 90 Second 
Procedure

uOutcome Measures: Resting 
Pain, Pressure Threshold and 
Provoked Pain

u Results: 
uNo significant difference 

to Sham 



UPPER TRAPEZIUS
PG. 202

Tender point (TP) Location:

­ Muscle belly of upper trapezius

Treatment Procedure:

q Patient is supine 

q Move the head into lateral flexion towards TP or 
TrP

q Move the arm into flexion to approximately 90-
120 degrees

q Move the arm through horizontal abduction 
and adduction 

q Rotate the humerus while stabilizing the elbow 
against your body 

q Apply either distraction or compression of the 
humerus for fine-tuning

Palpation Tip:

Ø Grasp the belly of the trapezius and roll forward 
and backward to separate.



CANCER PAIN 
AND RELATED 
MEASURES 

uSystematic Review
uBreast Mastectomy and 

Terminal Cancer Patients

uMassage and SCS found to be 
Moderate and Positive
uPain
uMood State
uAnxiety
uFatigue

u Trigger Point [mashing] Therapy 
found to be UNFAVORABLE



ACUTE LBP
uRandomized Trial 
u89 Subjects with Acute LBP
uGroups: SCS+Exercise, Exercise
u2 Weeks, 4 treatments
uOutcome Measures

uOswestry low back pain 
disability questionnaire (2wks, 
6wks, 28wks)

uSF-36 Quality of Life Scale
uVAS
u7-point global rating change

uResults
uNo significant differences 

were found with the 
exception of a significant 
difference in global change 
by the SCS group



CHRONIC LBP 
uRCT

uN= 60
uChronic LBP Patients (30-

60yrs)
uConventional Therapy (CF) 

vs. PRT
u3 days per week for 6 

weeks
uPRT Group (QL, Iliopsoas, 

Piriformis, ITB)
uCF Group (Infrared, 

Ultrasound, Therex, 
Vibration)

uBoth found effective, CF >
uVAS
u Lumbar ROM
uFunctional Disability (ODI)



NECK PAIN
uCase-Series Design
uPRT for TX of Acute Torticollis
u Three Student-Athletes and 

One Staff Athletic Trainer
u Treated 1x day for 3 days

u90 Second Procedure
uNo Other TX

uOutcome Measures
uNeck ROM
uVAS
uDPA Scale

uResults
uMCID Positive for all 

Outcome Measures



NECK PAIN
uRCT
u TX for mechanical neck pain

u Control = Conventional 
Therapy

u Experimental = SCS + 
Conventional Therapy

u40 symptomatic students
u Treated 1x day for 5 days
uOutcome Measures

uNeck ROM
uNDI (Neck Disability Index)
uNRS Scale

uResults
uBoth improved, but the 

experimental group 
showed greater significant 
gains than control alone



STRENGTH 
IMPROVEMENT

uRCT
u49 Subjects with Elbow Tender 

Points (TPs) and Weakness
u3 Treatments over 2wks

uFollow-up at 4 weeks
uGroups:  SCS, Sham Positioning
uOutcome Measures

uVAS 
uGrip Strength (Handheld 

Dynometer)
uResults

uSCS Groups showed 
significantly greater strength 
gains than sham 



RANGE OF 
MOTION 
IMPROVEMENT

uSingle Case Design
u21 yr. old female swimmer with 

Tendinopathy of the Biceps Brachii
u1x day over 3 days with 60 day 

follow-up
uOutcome Measures

uROM
uStrength* 
uVAS
uDPA 

uResults
uPositive MCID for all Outcomes



SCAPULAR 
POSITIONING
• Case Series Design
• 7 males, 10 females
• 1 PRT treatment of 

Pectoralis Minor
• Pre/Post/24 hours Post
• Statistically Significant 

Results for post treatment 
• Pectoralis Minor 

Length (p<.016)
• Scapular Positioning 

at 0 deg. 
Abd.(p<.014) And at 
90 deg. Abd. (p<.042) 

• Forward Shoulder 
Posture (p<.001)

• Improvements were not 
maintained after 24 hours



RANGE OF 
MOTION 
IMPROVEMENT
uRCT
u40 asymptomatic female 

college students
uGroups: PRT, Passive Stretch
uOne time intervention

u1x for PRT
u2x for static stretch by 

therapist
uOutcome Measures

uSit to Reach Test
uResults

uBoth conditions produced 
significant gains in 
hamstring / lumbar flexibility



SUPPORTING EVIDENCE

Quality of Life Improvement
• Clar et al. (2014)
• Baker et al (2013 & 2014)
• Lewis et al (2012)
• Krutika et al (2017)



SOMATIZATION 
AND CONCUSSION 
u Longitudinal Study

u 2012-2015
u 2,055 high school and collegiate athletes

u 127 Concussed and Followed
u Baselines Taken

u Outcome Measures
u Duration of Reported Post Concussion 

Symptoms
u Baseline and Post-Injury Clinical 

Examinations
u BSI-18 Somatization Scale

u Battery of Concussion and Quality of 
Life Tests (Paper and Computer)
u Assessed immediately after and 

at 8, 15 and 45 days post
u Results

u Those identified with preinjury
somatization took longer to recover



INDICATIONS (SPEICHER, 2016)

• Acute, subacute, and 
chronic pain

• Neuropathic pain
• Somatic referred pain
• Muscle spasm
• Tissue hypertonicity
• Range of motion deficit
• Joint hypomobility
• Fibromyalgia
• Central sensitization

syndrome

• Peripheral sensitization
• Postconcussive

syndrome
• Headache
• Myofascial pain 

syndrome
• Cumulative trauma
• Lymphatic compromise
• Hypoperfusion
• Muscular weakness
• Visceral dysfunction



WILL PRT WORK IN THIS CASE?



CONTRAINDICATIONS(SPEICHER, 2016)

Absolute
• Open wounds
• Acute nerve root 

compression
• Infection
• Deep vein thrombosis
• Pain or neurologic 

symptomology during 
treatment

• Healing fracture
• Aneurysm
• Acute rheumatory

conditions
• Hematoma
• Acute concussion

Relative
• Herniated disc
• Vertebral stenosis
• Sutures
• History of motor neuron 

disease

Precaution:
• Monitor the patient 

during marked cervical 
extension for vertebral 
artery compression signs.



ONE TOOL

Release

Restore

Retain

The Three Rs’ of Manual Therapy (Speicher, 2016)



QUIZ TIME
1. Strain Counterstrain (SCS) of the achilles tendon has been shown to significantly reduce 
the stretch reflex of the gastrocnemius and soleus, supporting which of the following 
somatic dysfunction theories?
A. Mechanical Coupling
B. Integrated Trigger Point Hypothesis
C. Energy Crisis
D. Proprioceptive

2. The application of strain counterstrain to the plantar fascia in the Wynne et al (2006) 
study demonstrated?
A. a temporary reduction in pain
B. a long lasting reduction in pain
C. no reduction in pain
D. a difference in reduction in pain between genders

3. Pain has been shown to significantly increase which type of gamma gain in both 
humans and animals?
A. Primary
B. Secondary
C. Static
D. Dynamic



QUIZ TIME
4. Which type of evidence provides for the greatest strength of recommendation?
A. Patient Oriented
B. Disease Oriented
C. Consensus Oriented
D. Opinion Oriented

5. The reduction in stretch reflex after application of a therapeutic intervention would be 
considered?
A. Disease oriented
B. Patient oriented
C. Consensus oriented
D. Opinion oriented 

6. Strain counterstrain or positional release therapy has NOT been shown to significantly reduce pain 
in which of the following conditions?
A. Acute low back pain
B. Chronic low back pain
C. Acute torticollis
D. Bicep Tendiopathy
E. Hip Flexor Tendiopathy



QUIZ TIME
7. Significant improvements in strength have been shown to occur after the application 
of strain counterstrain and positional release therapy (PRT) at the:
A. Ankle
B. Knee
C. Shoulder
D. Elbow

8. Strain counterstrain to the jaw has been shown to significantly improve which of the 
following patient-oriented symptoms?
A. Pressure sensitivity
B. Quality of life
C. Strength
D. Cost 

9. A Randomized control trial (RCT) of the application of PRT to healthy hamstrings 
showed a significant:
A. increase in range of motion
B. decrease in range of motion
C. increase in strength
D. decrease in strength



QUIZ TIME
10. Which of the following is NOT an indication for positional release therapy (PRT)?
A. Post concussive syndrome
B. Acute fracture
C. Central sensitization syndrome
D. Acute ankle pain

11. PRT is indicated for which of the following conditions?
A. Open wounds
B. Acute concussion 
C. Fibromyalgia 
D. Acute nerve root compression

12. Which of the following conditions would be contraindication for positional release 
therapy?
A. Deep vein thrombosis 
B. Acute ankle sprain
C. Post concussive syndrome
D. Sciatica



QUIZ TIME
13. When would PRT be integrated into the treatment of a non-complicated acute ankle 
sprain?
A. Acute phase of the healing process
B. Sub-acute phase of the healing process
C. Repair phase of the healing process
D. Throughout the phases of the healing process

14. Which therapy modality would be complimentary to PRT that may optimize tissue 
extensibility?
A. Therapeutic ultrasound
B. Diathermy
C. Massage 
D. All of the above

15. In order to optimize joint mobility with joint mobilizations, when is it advocated to 
perform PRT?
A. Prior to manipulation
B. During manipulation
C. After manipulation
D. Prior, during and after manipulation 
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