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Abstract

Myofascial release (MFR) is a technique for resolving fascial restriction; i.e., the fascia trapped with moderate pressure is continuously expanded to 
expand collagen fibers as well as fascial elastin fibers. In recent years fascia has increasingly been studied, as the roles and importance of fascia have 
become apparent. In many case reports pain and postural alignment have been designated as the outcome, and changes before and after MFR have been 
observed. Controlled studies have included a variety of researches for the presence or absence of the effects of MFR on patients with certain diseases, 
comparison of MFR with other techniques, and basic studies on the effects of MFR in healthy persons. It has been believed, however, that systematic 
reviews are of various quality levels because of the obscure content of intervention and insufficient exclusion of bias in spite of the favorable effects and 
the moderate quality of MFR techniques. The future task confronting us is thought to accumulate controlled studies, which will allow acquiring definite 
blinding and distinctly explaining fascial changes by detailed intervention methods. 

Introduction

Myofascial release (MFR) is a technique for relieving fascial 
restriction; i.e., the fascia trapped with moderate pressure is expanded 
continuously, by which collagen fibers, as well as fascial elastin 
fibers, are expanded. Since MFR yields no any pain to the person 
treated by MFR without use of any specific tool, it can be used for 
every disease over all age groups; i.e., it is available for acute/chronic 
pain, restricted range of motion (ROM), conditioning in children 
and the aged, sports injury, and so on [1]. Some investigators have 
reported the origin of MFR. MFR is a fruit of soft tissue mobilization 
according to an American physical therapist, John F. Barnes [2], one 
of the Structural Integration (Rolfing®) techniques developed by an 
American biochemist, Ida P. Rolf [3], and a product of the technique 
developed by Thomas W. Myers [4], the author of “Anatomy Train”, 
who directly received training from Ida P. Rolf.

In recent years the roles and importance of fascia have become 
apparent, and at the same time fascia is being increasingly studied. 
Despite that MFR exerts the effects non-invasively on fascia via the 
superficial skin and fat layer, many MFR researches have designated 
changes in physical function, including changes in alignment and 
ROM, as the outcome. For this reason, the questions of whether fascia 
can be actually found or not and of how fascia changes remained. In 
recent years, however, imaging-out of fascia by an ultrasound imaging 
diagnostic device and observation of changes in the properties of 
fascia have become possible. This article introduces some previous 
researches for MFR with the author’s case reports. Self-MFR and foam 
roller MFR are excluded from the present study. 

Previous Researches

Case reports

Barnes has reported treatment of a 35-year-old female patient who 
has suffered from thoracic outlet syndrome for 2 years. The 30-minute 
treatment including expansion of her upper limbs and MFR of the 
iliac muscle was conducted twice to three times a day for 2 weeks. 
Her pain was reduced, swing of her upper limbs during walking 
was normalized, kyphosis was improved, her body trunk and pelvis 
were restored to a median position, and the right-to-left load became 
even [5]. Le Bauer et al. have reported treatment of an 18-year-old 
female patient, who has suffered from bimodal scoliosis for 6 years. 
The 60-minute treatment including MFR involving her body trunk 
and expansion of her both lower limbs was conducted twice a day 
for 2 weeks. Postural alignment, X-ray images, pain, the condition 
with scale 22 based on the Scoliosis Research Society, and ROM of 
thoracolumbar rotation were markedly improved [6]. 

Martin has reported treatment of a female patient with diffuse 
systemic sclerosis. The treatment included 11 sessions of MFR 
involving the head and neck and 9 sessions of MFR involving her 
body trunk, and it took 60 minutes for each session. The treatment was 
conducted for 5 months, and symptoms of Raynaud’s phenomenon, 
thoracic mobility, and orificial distance were improved [7]. Walton 
has reported treatment of a 35-year-old female patient with primary 
Raynaud’s phenomenon. The 45-minute treatment including MFR of 
the region ranging from the neck to the dorsal surface of the chest and 
expansion of her upper limbs was conducted for 3 weeks. The duration 
and frequency of the appearance of Raynaud’s phenomenon and the 
severity of pain were decreased [8]. Many case reports have designated 
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pain and postural alignment as the outcome and observed changes 
before and after MFR. 

Controlled studies

Barnes et al. have divided 10 orthopedic outpatients into an MFR 
group of 6 patients who were treated with MFR [of the quadriceps 
muscle of thigh (QMT), iliopsoas muscle, and the contralateral 
iliopsoas muscle] for 10 minutes and a control group of 4 patients 
who were subjected only to lie on a bed for 10 minutes, and compared 
both groups concerning lateral tilt angle of the pelvis [the mean 
difference in the distance between the right and left anterior superior 
iliac spine (ASIS) and the central point at patient’s feet]. The difference 
in the distance was significantly reduced in MFR group, increasingly 
showing the symmetric form of the pelvis [9]. Takeda et al. have 
conducted MFR of the greater pectoral muscle and smaller pectoral 
muscle in 25 patients with retentive hemiplegia, and compared the 
angle of abduction of the shoulder on the affected side, speed and the 
degree of easiness of patients’ daily living lives, and 10-meter walking 
speed before and after MFR. They have reported the significant 
improvement in the abduction angle and the speed of the patients’ 
daily living lives [10]. Marszaiek has conducted MFR of the head, 
neck, upper limbs, and the upper body trunk in 40 patients who 
have undergone total laryngectomy. The esophageal pressure was 
significantly decreased after MFR, having led to easy training of 
esophageal phonation [11]. Some other reports have shown that MFR 
of the head and neck in patients with the forward head posture has 
induced the significant improvement in the craniospinal angle, neck 
disability index, and cervical ROM [12, 13] and that MFR of the body 
trunk involving the low back in low back pain patients has induced 
significant improvement in pain and the influence of low back pain on 
daily living activities [14–16]. 

Kain et al. have compared each ROM of flexion, extension, and 
abduction of the shoulder between an MFR group of 18 healthy 
subjects who underwent precordial MFR for 3 minutes and a hot 
pack group of 13 healthy subjects who underwent hot pack for 20 
minutes. Both groups showed significantly increased ROM, compared 
to that before the implementation, except that only the flexion angle 
was significantly higher in the MFR group than in the hot pack group 
[17]. Henley et al. have compared heart rate on a tilt (50°) table, 
normalized ECG, and respiration rate between an MFR group of 
17 healthy subjects who underwent MFR of the neck for 2 minutes 
and a pseudo-MFR group of 17 healthy subjects with their neck only 
touched by rater’s hands. Tachycardiac rate and normalized ECG were 
significantly increased in both groups, compared to those at rest, 
whereas the tachycardiac rate and the normalized ECG were lower in 
the MFR group than in the pseudo-MFR group [18]. 

Kuruma et al. have compared ROM of knee joint flexion, muscle 
stiffness, and reaction time among a QMT-MFR group of 10 healthy 
subjects who underwent MFR of the QMT for 8 minutes, a hamstrings 
(H)-MFR group of 10 healthy subjects who underwent MFR of H for 8 
minutes, and a stretching group of 10 healthy subjects who underwent 
stretching of QMT. All groups significantly showed improvement in 
ROM, while reaction time was significantly reduced in the QMT-
MFR and H-MFR groups [19]. Ichikawa et al. have compared muscle 

stiffness and the fascial transmission distance on ultrasonic images 
among an MFR group of 12 healthy subjects who underwent MFR of 
the lateral great muscle for 4 minutes, 10-min-hot-pack group of 12 
healthy subjects who underwent hot pack for 10 minutes, and 20-min-
hot-pack group of12 healthy subjects who underwent hot pack for 20 
minutes. There were significant changes in muscle stiffness and the 
fascial transmission distance only in the MFR group [20]. 

We have compared angles of active and passive extension and 
elevation of lower limbs and muscle strength (extension/flexion of 
the knee joint) before intervention and for 6 days after intervention 
among an H-MFR group of 10 healthy subjects who underwent 
MFR of hamstrings (H), a QMT (re-education)-MFR group of 10 
healthy subjects who underwent muscle re-education exercises of 
QMT (40 times at muscle strength of 40% of 1 repetition maximum) 
following MFR of H, and an H (re-education)-MFR group of 10 
healthy subjects who underwent muscle re-education exercises of H 
following MFR of H. Improvements in the extension and elevation 
angles for the lower limbs and the muscle strength of knee flexion 
were much more in the H (re-education)-MFR group than in two 
other groups. There were also significant differences between those 6 
days after and before the implementation. In the H-MFR group there 
were significant differences in the angle of extension and elevation of 
lower limbs and muscle strength of knee flexion between those for 4 
days after and before MFR [21]. To investigate the fascial properties 
after MFR, we clarified intra-rater reliabilities [ICC (1, 1)] 4 days after 
measurements of superficial and deep fascial transmission distances 
on ultrasound images of lateral head of the gastrocnemius muscle by 
using an ultrasound imaging diagnostic device and measurement of 
muscle stiffness according to real-time tissue elastographic function 
(superficial layer: 0.89; deep layer: 0.98; muscle stiffness: 0.90) [22]. 
We compared ROM of ankle dorsal flexion, muscle strength of ankle 
plantar flexion, fascial transmission distance, and muscle stiffness 
before and after intervention and for 4 days after intervention between 
an MFR group of 17 healthy subjects who underwent MFR of the 
lateral head of gastrocnemius muscle for 3 minutes and a stretching 
group of 17 healthy subjects who underwent static stretching for 3 
minutes. In both groups, ROM and fascial transmission distance were 
increased and muscle stiffness was decreased immediately after the 
intervention, compared to those before intervention. Immediately 
after the intervention muscle strength was increased in the MFR 
group and decreased in the stretching group, while ROM, muscle 
strength, and fascial transmission distance were increased and muscle 
stiffness was decreased 4 days after the intervention than those before 
the intervention only in the MFR group [23]. Thus, there have been 
a variety of controlled studies including comparative studies on 
the presence/absence of the effects of MFR on patients with certain 
diseases and between MFR and other techniques, as well as basic 
researches of the effects of MFR on healthy persons. 

Systematic reviews

Yang et al. [24] have inspected 1329 references in the literature 
concerning chest physiotherapy for pneumonia in adults in 2010, which 
included 6 references of randomized controlled trials (434 subjects). 
As a result, it was revealed that osteopathic therapy including MFR 
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allowed admission period and the duration required for intravascular 
and systemic antibiotic treatment having been decreased, although 
any symptom of pneumonia or X-ray finding was not improved [22]. 
Yuan et al. have investigated minutely 532 references in the literature 
concerning treatment for fibromyalgia in 2015, and 2 references 
about randomized trials of MFR (145 subjects) were included in 
meta-analysis. As a result, it was revealed that MFR had moderate 
evidence of its effects particularly on pain, anxiety, and depression 
[25]. McKenney et al. have examined closely 88 references in the 
literature to investigate the quality and reliability of MFR in 2013, and 
10 references of randomized trials were included. Ajimsha et al. have 
also investigated 3 systematic reviews in 2019. The thus-described 
researchers’ studies have provided evidence of the favorable effects 
of MFR and the moderately technical quality, but according to them, 
it has various degrees of quality for the reason that the intervention 
contents are obscure and that bias is insufficiently removed. They have 
brought their researches to a conclusion by saying that individual 
systematic review will become a beginning toward future investigation 
of higher quality [26, 27]. 

Case reports

The author encountered 2 patients who acquired characteristic 
improvement as a result of MFR. These cases are introduced below. 
The first case was a male patient in his 50s, a physician, whose chief 
complaint was low back pain. When he tried to stand up after morning 
medical examination, he could not stand up because of low back pain. 
As for sites of low back pain, he had both lumbar regions, but the pain 
was particularly severe in the right region. He had no idea of any event 
by which low back pain was manifested in his recent daily activities. 
According to inquiries about his past history, he had right second 
metatarsal capital fracture 6 months ago. He has been unable to bear 
any load on the affected site and shown claudication because of pain 
for a while. At present, he had no pain in the right second metatarsal 
bone. He felt low back pain in getting-up and standing positions and 
during walking. Since he had pain when load was given to the affected 
site, evaluation was started with his feet on the assumption that the 
right second metatarsal capital fracture was responsible for low back 
pain. Subsequently, high-density regions were recognized in the right 
long extensor muscle of great toe, right anterior tibial muscle, lateral 
head of the right gastrocnemius muscle, right biceps muscle of thigh, 
right iliac muscle, bilateral lumbar iliocostal muscle, and bilateral 
lumbar quadrate muscles. Except for the lumbar quadrate muscles, it 
was considered that claudication to avoid using the second metatarsal 
bone resulted in the condition in which fascial dysfunction has spread 
along the anterior and posterior motion arrangement (referred to the 
concept of fascia and fascial approach) (Figure 1). Faced with this 
situation, we considered the feet as the cause of the condition, and we 
conducted MFR on each of the right long extensor muscle of great toe, 
right anterior tibial muscle, and lateral head of the right gastrocnemius 
muscle for 3 minutes. After MFR, low back pain was reduced from 
score 8 to score 3 based on the Numerical Rating Scale. When MFR 
was conducted on each of the bilateral lumbar iliocostal muscles for 2 
minutes, low back pain disappeared and he felt no physical disorder at 
his low back. His subsequent course also appeared favorable.

Figure 1. Fascia showing the ascending spread of high-density areas.

The second case was a male patient in his 80s, and diagnosed as 
having had left middle cerebral arteriosclerosis. Owing to (rt-PA) 
thrombolysis, paralysis was improved from complete paralysis to 
moderate right hemiplegia. It was improved even to mild paralysis 
by 3-week rehabilitation, and he acquired retentive self-supporting 
in a standing position and walking without support with light 
assistance. However, improvement of function of swallowing was 
worse than that of physical function. It was assumed from postural 
evaluation that anterior cephalic presentation and unbalance between 
the right and left postural alignments (effortive on the non-affected 
side) inhibited movements of the masticatory muscle and muscles 
of tongue. On this assumption, MFR of the suboccipital muscles, left 
sternocleidomastoid muscle, suprahyoid muscles, posterior region of 
neck, and upper fibers of left trapezius muscle, and expansion of the 
left upper limb were conducted for 40 minutes a day for 3 days. As a 
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result, the anterior cephalic presentation was improved (Figure 2), the right and left postural alignments showed symmetric balance (Figure 
3), and the swallowing function was also improved (Table 1). 

Figure 2. Postural alignment on the sagittal plane (rightward motion) before and after the treatment.

Figure 3. Postural alignment on the frontal plane (ante-motion) before and after the treatment.
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Table 1. Evaluation of the swallowing function before and after the treatment.

Before intervention After intervention

Swallowing Swallowed after 
several times

Swallowed after once or 
twice

The amount ingested 1/3 spoonful a spoonful

Pharyngeal residue (+) (±)

Cough (+) immediately after 
meals

(+) after some mouthfuls

Tongue protrusion (-) (+)

Conclusion

Establishment of evidence of the effects of MFR seems to be 
delayed, while approach to fascia is increasingly spreading along 
with the increasing recognized importance of fascia. The future task 
confronting us is thought to accumulate controlled studies, which 
will allow distinctly explaining fascial changes under the condition of 
definite blinding by detailed intervention methods. 
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