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The Use of Soft Tissue Release Within Physical Therapy Practice
Sports therapists and physical therapists use many different types of soft tissue techniques to help patients try to limit musculoskeletal problems, to improve movement, and ultimately reduce pain. One technique that’s taught a lot at undergraduate level is Soft Tissue Release (STR). STR involves applying firm and sustained pressure to a muscle or soft tissue while actively or passively stretching it through either an active or passive movement. Main goals of the technique is to improve one’s tissue flexibility, while reducing pain, and allowing better movement. STR is applied widely in practice; however, there is an ongoing debate about how effective it is and also the underlying mechanisms that produce its effects. This piece of writing will take a look at the reported benefits of STR, while also evaluating the evidence for and againts these effects, critically discussing the quality of research and also providing my personal perspective on its role in future physical therapy practice.
In tradition, STR has been generally explained to break down adhesions, to lengthen tight muscles, and to restore tissue alignment according to Boyling and Palastanga. STR is commonly used by therapists to areas with reported stiffness or tightness, particularly near and around myotendinous junctions, with the hope or expectation that it can mechanically alter the tissue. With this being said, a host of research suggests points against these biomechanical explanations, suggesting that STR does not really change the structure of muscle or fascia physically in a properly meaningful way. It seems instead that the effects of STR are largely determined by neurophysiological mechanisms and contextual factors, which would include how comfortable the patient is and a therapist's interaction.
[bookmark: _Int_7fAxnRMH]Often reported as a benefit of STR is pain relief. Pain can always limit movement and reduce participation or improvement during rehabilitation. STR is used a lot to alleviate discomfort on a temporary basis. Research done by Bialosky, Bishop and George indicates that manual therapy could stimulate mechanoreceptors in the skin and also the underlying tissues, which often modulates how nociceptive signals are processed within the spinal cord and, importantly, the brain. This is relevant in terms of alignment with the gate control theory of pain, which proposes that the ‘non-painful’ stimuli can “override” pain signals, which reduces the feeling of discomfort. Moreover, the environment of the therapy/procedure, patient expectations, and constant information and reassurance by the therapist can also contribute to reduced pain. Studies have shown that after receiving manual therapy, patients can often end up demonstrating higher pressure pain thresholds, suggesting a possible reduction in pain sensitivity, according to Wilke. STR, as discussed, does not permanently change the tissue structure, the short-term reductions in pain can be meaningful by allowing patients to participate in more movement and exercise with less pain or discomfort.
A different reported effect of STR is an improved range of motion. Less flexibility is often attributed to larger muscle tone, some fascial stiffness, or guarding due to the pain. STR is applied also with an aim of increasing the extensibility of the tissue while facilitating a joint’s mobility. Evidence which is provided by Ajimsha implies that the myofascial release techniques, to include STR, can often lead to small improvements in the flexibility of a joint or muscle tissue in short term. On the other hand, these improvements tend to be quite temporary and are not likely to be sustained unless they are also combined with active movements or exercises such as stretching and strengthening. When in practice, this means that STR can be used as an included tool to better movement quality during rehabilitation instead of just a standalone procedure for long-term flexibility.
Patients have noted often for feeling less stiff or restricted following STR techniques. This feeling of so-called “looseness” is widely described and can be very motivating for patients within the rehabilitation process. From a neurophysiological standpoint, these effects are thought to happen following transient changes in motor neuron excitability and modulation of muscle tone, and not specifically from any structural elongation of the tissue, according to Lederman. Because of the generally tensile strength of fascia along with the relatively low forces applied during manual therapy, it is unlikely that STR causes big changes mechanically. This being considered, the benefits observed are more likely to be related with neural modulation, relaxation, and the therapeutic context, which can always have important implications in rehabilitation.
[bookmark: _Int_28DtNEoI]The hardcore evidence for STR’s effectiveness is pretty mixed, and its limitations definitely need to be considered. A lot of the studies which report positive outcomes are limited with either small sample sizes, short follow-up periods, lack of blinding, and inconsistent outcome measures. Moreover on this, the differentiation and changes in how different therapists apply STR (such as differences in deepness of pressure, duration, and techniques used) makes it quite challenging to generalise all findings into one outcome. Some studies additionally fail to correctly and sustainably control for placebo or expectation effects, which can provide varied outlooks on the true effect of the intervention. Even with these limitations, the overall short-term benefits provided suggest that STR may have a role in improving movement and lowering discomfort when applied with purpose or rather correctly.
Some systematic reviews do provide a further insight into the actual effectiveness of manual therapy, heavily including STR. Foster, Thompson and Wright reported that manual therapy techniques often come out with barely if any advantage over sham interventions when better-quality study designs are used correctly. This implies that the contextual factors such as physical touch, therapist to patient interaction, and patient expectations could often contribute to the sustainability of the observed effects. Realising and recognising this is crucial because it shows that STR should not be presented as a corrective or structural change. Instead, it should really be framed as a supportive tool to reduce pain and allow for better participation in active rehabilitation.
There is also effective evidence arguing the long-term benefits of STR. Lederman believes that manual therapy cannot ever fully fix structural dysfunctions or issues and should be viewed, more correctly, as a temporary intervention to manage symptoms of potential issues. Comparisons between manual therapy and exercise-based rehab often don’t really show a big difference in outcomes over time, most notably in chronic musculoskeletal conditions. This shows, or at least proposes, that STR is unlikely to create lasting improvements when used on its own and shouldn’t really replace exercise, education, and functional movement training as the primary methods for rehabilitation.
Bias in a lot of research by some must also sometimes be considered. Some studies are completed by therapists who regularly use STR or don’t like using it at all, which could obviously influence their findings due to confirmation bias. While this doesn’t completely invalidate most of the studies, it just emphasises the importance of critically judging or estimating research and considering independent replication of situations. While considering these limitations, the concurrence seems to be that STR is primarily a short-term, symptom-modulating tool rather than a long-term solution to any issues regarding muscles and tissues.
For all these limitations, STR can most definitely have a practical role in clinical settings when used accordingly. It may be particularly useful in the early stages of rehabilitation, when patients experience some pain, muscle guarding, or the overall fear of movement that can limit their participation in exercise. Through temporarily reducing discomfort and improving movement ability, STR can enable patients to be more involved with active rehabilitation strategies sooner, which can possibly improve the overall recovery outcomes. An example would be if a patient is recovering from a mild hamstring strain, they might experience less guarding and be able to perform more amounts of gentle strengthening exercises more effectively after STR.
From my personal perspective, I would use STR selectively in future practice. Its value lies in providing short-term relief, reducing pain, and helping patients move more comfortably. I would make sure to clearly explain to patients that STR does not “fix” tissue, and that it rather prepares the body to move and supports engagement with exercise. This approach aligns with modern pain science, encourages patient autonomy, and avoids fostering passive treatment expectations.
I would also advise other therapists to use STR in a similar evidence-informed manner. While it can provide short-term benefits, overreliance on STR risks reinforcing the idea that passive therapy alone can resolve musculoskeletal issues. STR should be integrated within a broader rehabilitation programme that prioritizes education, functional exercise, and movement retraining. When applied thoughtfully, STR can help patients engage with treatment more effectively without being the sole focus of therapy.
In conclusion, Soft Tissue Release is a widely used technique with reported benefits including short-term pain reduction, increased range of motion, and decreased perceived muscle stiffness. However, evidence indicates that these effects are primarily neural and contextual rather than structural. The research base is mixed, with many studies limited by methodological issues, and there is strong evidence disputing the idea that STR physically changes tissues. Clinically, STR is best used as a supportive, short-term tool within a comprehensive rehabilitation plan, helping patients participate in exercise and recovery rather than being relied on as a standalone intervention. From both an evidence-based and practical perspective, STR has a place in practice when used judiciously and explained transparently to patients.
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