
www.wjpr.net                                 Vol 8, Issue 7, 2019.  

Viswanath et al.                                                    World Journal of Pharmaceutical Research  

2290 

 
 

 

THE EFFECTIVENESS OF POSITIONAL RELEASE THERAPY IN 

MYOFASCIAL TRIGGER POINTS ASSOCIATED WITH RECURRENT 

LATERAL ANKLE SPRAIN’-A CASE STUDY 

 

V. S. Viswanath*
1
 and Dr. S. P. Rajalakshmi

2
 

 
1
Assistant Professor, Department of Cardio Pulmonary Sciences, Bethany  Navajeevan 

College of Physiotherapy, Trivandrum.
 

2
Assistant Professor, Department of Maruthuvam, Santhigiri Siddha Medical College, 

Trivandrum. 

 

ABSTRACT   

The objective of the study was to analyse the effectiveness of 

Positional release therapy (PRT) on Myofascial trigger point seen on 

Peroneous muscles due to recurrent ankle sprain. An active search of 

trigger point was performed and the points were considered to be 

active when both local and referred pain evoked by manual palpations 

reproduced a deep aching pain. The patient was evaluated before and 

after treatment with.
[1]

 Pain intensity during manual palpation with 

visual analogue scale (VAS scale).
[2]

 Active Range of Motion (AROM) 

of ankle joint. There was a significant decrease in the pain symptoms 

observed after the treatment, with the significant increase in AROM. It 

was concluded that PRT may be an effective treatment for pain and 

increase in AROM for reduction of pain and increase in AROM caused 

by trigger point due to recurrent lateral ankle sprain suggesting that its use as an alternative 

adjunct to other therapies. 
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INTRODUCTION  

Ankle Sprain: Lateral Ankle sprain injuries are the most common injuries in sports, daily 

living activities and occur usually in young physical active individuals.
[1]

 Nearly one half of 

all ankle sprains occur during athletic activity, with basketball being the most commonly 

involved sport.
[1]

 Teenagers and young adults have the biggest rate of ankle sprains.
[2]

 Ankle 
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sprain has been shown to be 20 times more common in the dominant leg.
[3]

 Ankle injuries are 

one of the most commonly occurring musculoskeletal injuries and it is estimated that 75% of 

all ankle injuries are ankle sprain with 85% of those ankle sprain caused by inversion 

trauma.
[1],[ 2] 

 

Most acute ankle injury is a lateral inversion ankle sprain.
[6]

 Most common cause of sprained 

ankle is fall, a sudden twist or blow that leads to mechanical forces exceeding the tensile 

limits of ankle joint, capsule and supportive ligaments.
[7]

 The most common mechanism of 

injury in ankle sprain is the combination of inversion and adduction of plantar flexed foot, 

which often leads to a predictable sequence of lateral ligamentous complex tear which 

include anterior talo-fibular ligaments[ATFL] which is torn first, followed by 

calcaeneofibular ligament[CFL] and last posterior talo-fibular ligaments[PTFL].
[8,9]

 In this 

type of injury lateral ligaments are stretched followed by pain, tenderness, swelling, limited 

range of ankle motion, functional and mechanical instability.
[29]

 Specifically the ATFL is 

reported to be weakest ligament and hence it is most commonly injured.
[30]

 

 

Lateral ankle sprain can be a single injury event or part of an ongoing process that leads to 

functional ankle instability. In fact, up to 40% of ankle sprains can result in chronic ankle 

instability.
[10,11] 

Ankle instability symptoms include subjective feeling of ankle giving way, 

pain, swelling, resprain, limitations in daily activities and sports participation.
[12] 

Chronic 

ankle instability can be developing by several and different contributing factors including 

mechanical (joint laxity, altered kinematics, and degenerative or synovial changes to the 

cartilage of the talocrural joints) or functional (deficits in proprioception, strength, or 

muscular control) impairments.
[13] 

 

The role of surrounding soft tissue in the etiology of chronic ankle instability is based on 

alterations in soft tissue function that may occur in the surrounding muscles. A recent meta-

analysis determined that subjects presenting with ankle instability exhibit delayed peroneal 

reaction time when compared with the contra lateral uninvolved limb or with healthy 

control
[14]

, this evidence supports the presence of muscle control disturbances in the 

surrounding musculature in patients with ankle instability.  

 

Repetitive ankle injuries are proposed as one potential mechanism for activation of trigger 

points (TrPs).
[15]

 TrPs have been related to the presence of altered motor control patterns
[16]

 

and accelerated muscle fatigability
[17]

 in the affected and related musculature. Therefore, 
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proper treatments of TrPs may effectively reduce these motor disturbances in the affected 

musculature by preventing overload spreading on the surrounding structures.
[16,17]

  

 

Peroneous longus and brevis muscles are found in the lateral compartment of the leg and 

function to evert /pronate the foot and plantar flex the ankle. Peroneous brevis muscle is 

found in anterior compartment and its function is to evert and dorsiflexion the foot.
[18] 

Myofascial trigger points in these three muscles refer pain primarily over the lateral 

malleolus of the ankle above, behind and below it pain is also felt along the lateral aspect of 

the foot, peroneous brevis trigger points refer pain along the antero lateral aspect of the 

ankle
[19]

 this pain distribution is the exact area in which inversion ankle sprain patients 

experience pain.  

 

Travel and Simons state that once of traumatic occurrence can activate myofascial trigger 

points. When considering the mechanism of injury of a lateral ankle sprain, the importance of 

Peroneous muscles becomes obvious. When the ankle inverts during the lateral ankle sprain, 

these muscles are forcefully stretched while trying to contract to bring about their normal 

action. Therefore these muscles are often injured from traction when the foot inverts.
[20] 

Its 

stand to recent that as a result of this mechanism of injury myofascial trigger points may 

develop in peroneous muscle. 

 

Treatment options for TrPs include trigger point injections, dry needling, stretching exercise, 

massage therapy and positional release therapy (PRT).
[21,23]

 

  

Positional Release Therapy (PRT): Positional Release Therapy or Positional Release 

Technique or Strain Counter Strain Technique was first developed by Dr. Lawrence Jones in 

1995. PRT is an Osteopathic indirect Manual therapy for tissue resistance, which places the 

affected part of the body into position of greatest perceived comfort (ease) through passive 

motion using tender point to relieve the associated dysfunction. Holding the position of 

comfort (ease) as 5 to 20 minutes evokes therapeutically significant physiological response in 

tissue i.e., neurological and circulatory which alleviate pain, enhanced mobility and 

resolution of actual dysfunction.
[24,25,26] 

PRT places the soft tissues or joints into the position 

of ease to encourage self-regulating influences to operate more efficiently. Thus, it increases 

the ROM and reduces the pain. It helps in placing restricted or dysfunctional tissues in a 

position of comfort which helps to disengage from restriction barrier.
[27,28]
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PRT is a technique which has been studied earlier by various authors. PRT is a non – 

invasive, safe and non-time consuming technique. PRT provides immediate relief in pain and 

active ankle ROM. 

 

METHODOLOGY 

The patient was not a known case of any concomitant lower extremity pathology such as 

vascular disease, osteo arthritis or have a previous history of surgery in the affected lower 

extremity, and was asked to avoid any analgesic or muscle relaxant 48 hours prior to the 

examination.
[31]

 Myofasical TrPs was explored in the peroneous muscle. The diagnosis of the 

trigger point were made according to the criteria described by Simons et al
[32]

: (1) presence of 

a palpable taut band within a skeletal muscle (2) presence of a hyper sensitive tender spot in 

the taut band (3) local twitch respond elicited by snapping palpation of the taut band (4) 

reproduction of the typical referred pain pattern of the TrP in response to compression. 

 

The patient received PRT as he was lying in the supine position, with complete relaxation and 

the therapist should stand by the foot end of the participant as the therapist place the 

peroneous muscle in eversion and dorsiflexion and in that position the therapist monitored the 

active TrP with his thumb and maintain that position until the tender point sensitivity was 

reduced by 70%, and the position of comfort was maintained for 90 seconds and after 90 

seconds the pressure was released. Patient’s foot was placed back to the normal position and 

again severity of pain is re assessed. This is repeated thrice, so as to give the intervention a 

total period of 270 seconds.
[26]

 

 

The patient was evaluated before and after treatment with (1) Pain intensity during manual 

palpation (VAS scale)
[33,34]

 (2) Active Range of Motion (AROM) of ankle joint was 

measured with the help of a universal goniometer.
[35] 

There was a significant decrease in the 

pain symptoms observed after the treatment, with the significant increase in AROM of the 

ankle movements. 

 

Case Description  

A 20 year old Male, professional dancer came to the outpatient department with a referral 

from an orthopaedician stating that, he has a present complaint of pain and weakness over the 

right ankle due to inward twisting of ankle while dancing before one month and was on 

immobilisation. He was diagnosed to have a recurrent ankle sprain as he had the same event 

recurring for the past six months. Previously the Orthopaedician conducted special tests such 
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as inversion talar tilt test and anterior drawer test which were positive. On X-ray examination 

hair line fracture was ruled out and MRI showed a grade 1 ankle sprain over the ATFL. He 

refused to take pain medication so doctor referred him to the physiotherapy department for 

further management.  

 

Active ankle inversion ROM and VAS was assessed by the therapist. An active TrP was 

found on the peroneous brevis muscle which mimicked his present symptom of radiating pain 

along the antero lateral aspect of the ankle. The VAS was 7 prior to the treatment. Positional 

release therapy was given to the patient for reducing pain and increase in ankle AROM.  

 

RESULTS AND DISCUSSION  

The readings of the Goniometer are as follows  

Active ROM 

Movement 
Right degree(normal) Right (Pre-treatment) Right (Post-treatment) 

Plantar flexion 0-50 40 45 

Dorsiflexion 0-20 15 18 

Inversion 0-35 20 30 

Eversion 0-15 10 15 

 

Visual Analogue Scale (VAS Scale) = the pain rating of VAS scale was 7 before the (pre) 

treatment and it was reduced to 3 after the (post) treatment. 

 

DISCUSSION  

Trigger points play a basic role in chronic pain syndromes.
[21]

 Trps are associated with end 

plate disorder and increased release of acetyl choline, which result in local ischemic and 

sensitization of nociceptors. An increased release of inflammatory chemical substances such 

as histamine, prostaglandin, bradykinins, and serotonin are observed in the TrP site.
[36,37]

 

These substances can affect the membrane of polymodal nociceptive receptors and cause 

peripheral sensitization, causing central sensitization and chronic pain.
[37]

 The patient 

exhibited active TrPs in the lateral peroneal muscle reproducing, at least, part of their 

symptoms. For instance restoration of the length of the muscle sarcomeres of the lateral 

peroneous may improve motor output of the muscle explaining the improvement in function, 

where as decrease in peripheral nociception could be related to the decrease in pain. The 

ankle eversor muscle can play a relevant role and may perpetuate symptoms associated with 

ankle instability hence PRT showed greater improvement in pain and function by addressing 

the trigger point on the peroneus muscle.  
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In PRT the muscles are placed in greatest comfort position resulting in tissue relaxation 

which improves vascular circulation and removes chemical mediators of inflammation.
[21]

 

Thus PRT may eliminate the peripheral and central sensitisation. This technique may also 

directly reduce central sensitisation by a damping effect on the facilitated segment on the 

spinal cord.
[21]

 Many techniques have been used for ankle sprain. Many studies have shown 

that a physical therapy technique is one of the most effective treatments in recurrent ankle 

sprain. In this study, it can be concluded that the Positional release therapy is an immediate 

effective technique for treating the TrPs associated with recurrent ankle sprain. The outcome 

measures used in this study were VAS and AROM. Pre and Post pain intensity and ankle 

AROM was measured. Before the treatment session the VAS was 7 and after the 3 sessions 

of the treatment the VAS was decreased to 3 and it even showed a 10 degree of difference in 

active ankle inversion AROM value. 

  

CONCLUSION 

Ankle joint injuries are the most common musculoskeletal injuries. This is occured due to the 

sudden twisting or turning of the foot and can lead to recurrent ankle sprain with its 

chronicity or repetitive trauma at the same site by which myofascial trigger points can 

develop especially in the peroneal muscles. 

 

This gentle technique of PRT has the ability to place the body segment in a position which 

encourages us a natural healing environment, where the tissues are placed in a position of 

ease which facilitates more circulation to the affected area. This is very simple, safe and easy 

to learn and it can serve as an introduction to musculoskeletal techniques for the less 

experienced to the most qualified professionals. More over it is efficient and easy to 

implement. This is the technique which place less stress on the patient and the therapist and is 

beneficial to both the parties. This study concluded that positional release therapy can be used 

as an effective treatment for immediate pain relief and improving active ankle inversion 

AROM in acute ankle sprain. 
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