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Touch the facts

TOBIAS BREMER | Editor

Welcome to the autumn edition of In Touch.

I always like to look outside of our profession for inspiration, and I want to share with 
you an anecdote about my friend Kurt. 

Kurt is a true gent and the owner of a running trainers and apparel shop in Hove. He 
is very knowledgeable about running trainers and what suits the individual, basically 
an expert in his field. He does not do the hard sell but he has a photographic memory 
and an eye for detail that is second to none. He has been offering this high-end, highly 
valued service to his customers for the past two decades, which means his business 
has managed to ride every storm, demonstrating that the public will always seek out 
quality. His personal and business attributes certainly resonate with me and I am sure 
that is how many of you feel about your practices. 

As we move from a pre-Covid world to a post-Covid one, I feel there are two things 
that are certain; firstly our lives have undoubtedly been changed by this event and 
secondly, regardless of the era, a quality product and service will always be something 
the public seeks out.

Our lead article, kindly written for us by Kent Fyrth, opens what I believe is a fascinating 
edition that dives head-first into continued understanding of professional issues and 
the application of our professional skills. The power of touch and correct movement 
analysis discussed in this edition has been illuminated from various angles, and I hope 
this will stimulate some lively discussions among our readers. 

One example that is ripe for discussion is web-based consultations. Today, more than 
ever, there is a need, when hands-on therapies are not available, for us to be able to 
correctly “select and cue movements” that are bespoke for our individual patients in 
order to get a satisfactory clinical outcome. This highlights the fact that, as coal-face 
physios, we need to be able to correctly draw from our multitude of skills. 

So, I return to my friend Kurt and leave you with this thought; how nice would it be 
to have a network of Kurts to work with? A network of Quality Assured Practitioners, 
who share the same vision of quality, a network of like-minded business owners who 
together are stronger and more able to weather any storm they may face? Maybe, just 
maybe, this will be our future...

Thank you to all of the authors in this edition for suppIying such a range of apt and 
relevant articles for our time, and I hope you enjoy reading them.

Until next time, 
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Introduction
The word “touch” could generate a 
lengthy discussion in itself. Our language 
is rich with references which indicate its 
significance beyond the physical 
dimension of applying a hand to receive 
or transmit information. We describe 
ourselves as “being touched” when we 
are emotionally influenced by someone 
or something. To “stay in touch” is to 
extend an invitation to remain 
connected, and “losing your touch” 
carries fearful implications of diminished 
relevance or skill. Touch is clearly deeply 
integrated into our experience of social 
belonging and communication.

Patients usually have an expectation 
that physiotherapy will involve some 

form of physical contact, and it is 
often a core component of many 
physiotherapists’ treatment approach. 
The efficacy of manual therapy has 
been widely debated recently, but 
the therapeutic benefits of touch may 
come from factors other than the 
application of a specific technique and, 
as such, may be difficult to capture 
within the constraints of a randomised 
controlled trial. In some cases, owing 
to non-structural factors, a physical 
treatment approach may not be the 
most appropriate intervention. In 
others, direct physical contact should 
initially be avoided. The understanding, 
perception and management of 
emotions of both the therapist and the 
patient are key factors in our clinical 
judgement in respect to the use of 
touch. Rather than debating hands-on 
or hands-off, an informed consideration 
of this dimension reveals a more 
nuanced discussion regarding the 
application of our hands to the patient.

Emotions
The mind and body form a “psycho-
biological whole” (Keele et al 1983). Our 
physiological status is monitored by the 
brain and associated with an emotion. If 
the physiology changes, so will the 
emotion. Conversely, if our emotional 
state (affect) changes, even if artificially 
induced, there is a corresponding change 

in our physiology (Wiswede et al 2009; 
Payne et al 2015). The biopsychosocial 
perspective (Engel 1977) is now well 
established in our professional approach, 
but although emotions are deeply 
entwined by the “bio” and “psycho” 
components, and it could be argued by 
the “social” component, they are relatively 
underexplored as a specific consideration 
in assessment and treatment. 

The limbic system is the primary area 
of the brain concerned with emotional 
expression and behaviour, and functions 
as part of our survival mechanism in 
conjunction with the autonomic nervous 
system. It allows us to react immediately 
to a stimulus, before conscious 
awareness subsequently determines 
whether modification of our response 
is necessary (Levine & Kline 2007). This 
is the classic “is that long black object 
in the grass a snake or is it a stick?” 
scenario. 

The broad spectrum of proprioceptive 
and interoceptive information arising 
continuously from the body is integrated 
through circuits that feed through the 
limbic system (van der Kolk 2014). The 
brain constructs predictions in advance 
of our actions, pulling from past events 
to create a context for the interoceptive 
sensations, and informing the emotion 
experienced (Seth 2013; Barrett 2017). 

Learning outcomes 
to support physio First qap

1  Understand how the limbic 
system and emotional factors 
may influence the biological, 
psychological and behavioural 
aspects of patient presentation

2  Understand how an “emotion-
informed” approach influences the 
decision-making process regarding 
the role, appropriateness and 
application of touch in the clinical 
setting.

The clinical application of touch:  
decision making from an ‘emotion-  
informed’ perspective

Kent Fyrth MCSP MMACP SEP 
Clinical Director, Elphinston Performance Ltd 

The application of touch in physiotherapy may have therapeutic benefit through several 
possible mechanisms, but may not always be appropriate. This article will provide a brief 
introduction to how the presenting emotional state of the patient can influence our decision 
making with regard to if, when and how touch may be applied within the clinical context, with 
examples based on real cases.
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influencing multiple aspects of our 
physiology and presentation (van der 
Kolk 2014; Payne et al 2015).

Recognising emotional 
indicators
It is important to identify a patient’s 
presenting emotional state and to 
monitor changes during the treatment 
session as this will influence subsequent 
clinical choices. There are some general 
observational features that can alert the 
experienced clinician to the effects of 
emotional or autonomic dysregulation. 
These are readily recognisable and 
when seen through this lens they can 
make a valuable contribution to the 
assessment.

The subjective assessment may reveal 
a direct history of trauma, but even 
“routine” procedures, such as elective 
surgery or dental work can be traumatic 
incidents, particularly in children (Levine 
1997). Where an individual has issues 
with sleep, their digestive and immune 
systems, or memory and fatigue, 
persistent sympathetic activation and 
failure to access the parasympathetic 
regulatory state may be indicated. 
Many patients will have current and /
or previously stressful life histories, 
often presenting with a combination 
of symptoms that seem unrelated, 
and have an absence of identifiable 
pathology. 

Responses from the patient to 
questioning during examination may 
be highly animated and overly detailed, 
or avoidant and dismissive. Patients 
with an activated social engagement 
system, for example, can often be 
very conversational but divergent and 
unfocused in their answers, and will 
tend to use more varied vocal intonation 
and vivid facial expression as they relate 
their story. In a more sympathetic state, 
they may carry a high level of tone or 
tension in their body and appear more 
vigilant. This may present as intensity or 
restlessness, or may shift into being more 
confrontational and even aggressive 
if they feel insecure in the situation. 
Other indicators include an elevated 

Our emotional response in the present, 
therefore, may be unconsciously 
generated by our past experiences, 
beliefs, and what the situation means to 
us (Jepma et al 2018). For some clients, 
this response may be triggered by a 
sensory stimulus such as touch. 

Response to threat
The Polyvagal Theory (Porges 2011) 
proposes that our reaction to threat or 
any stressful event is communicated 
through one of three systems, the most 
familiar of which is the adrenergic 
sympathetic nervous system, that enacts 
the fight or flight responses. However, to 
diffuse less immediate physical threat 
we have another proactive alternative, 

which is our social engagement system, 
mediated via the ventral branch of the 
parasympathetic vagus nerve (cranial 
X), and through which we attempt to 
negotiate with, or seek support from, 
others. In the event that these two 
options fail, the situation can become 
overwhelming and our response may 
then be mediated by the dorsal branch 
of the vagus nerve, leading to freeze, 
dissociation and potential collapse, such 
as fainting. 

Healthy autonomic regulation allows us 
to move between systems and return to 
a relatively relaxed state after activating 
our survival strategies. However, 
under certain stressful situations, one 
system can become a persistent state, 
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respiratory rate, dilated pupils, and 
perspiration. Hypersensitivity to sensory 
stimuli may cause these individuals to 
remark upon smells, lighting or noises in 
their environment. When in the state of 
parasympathetic (dorsal vagal) collapse, 
signs may include a flexed, defensive 
posture, low physical tonus and poor 
communication, avoiding eye contact, 
appearing passive, or “shutting down” 
and not being present. 

Autonomic dysregulation can also affect 
the patient’s ability to understand and 
learn. A highly active limbic system can 
be inhibitory to the prefrontal cortex, 

which is necessary for a wide range of 
executive functions (Siddiqui et al 2008; 
van der Kolk 2014). Access to declarative 
memory and use of language can be 
impaired, making it difficult for the 
patient to provide a clear history or offer 
constructive feedback (Barrett 2011; 
Fisher 2017). They may then appear 
distractible, avoidant or “difficult” on 
questioning. When caught in autonomic 
dysregulation it may be difficult for the 
patient to process simple information 
or make decisions, to reason logically 
or grasp meaning easily (van der Kolk 
2014). They may demonstrate poor 
focus and struggle to interpret or follow 

instructions. These patients can seem 
incapable of making small adaptations 
to their lifestyle and adhering to 
treatment guidance, often appearing to 
ignore advice and quickly forgetting their 
rehabilitation programme.

When touch is not the answer 
The background information that you 
gather through your observations and 
impressions is an important resource 
that can help you to make choices 
regarding touch, understand how to 
adapt your approach responsively, and 
understand a patient’s reactions from a 
different perspective. 

Case study: 
A husband and wife presented with 
minor whiplash-associated symptoms 
following a rear end collision. Both 
were similar in presentation, having 
discomfort around the cervical region 
with some loss of cervical movement. 
Manual therapy restored their mobility 
and reduced their muscular spasm and 
discomfort within the session. On follow-
up, the husband had improved but 
the wife had returned to pre-treatment 
status. 

Her second treatment was similar to 
the first, and again, she obtained some 
benefit in the session. Despite good 
adherence to her home programme, 
however, she once again reverted to 
her pre-treatment state. At this point, 
other avenues of enquiry needed to be 
explored. 

More detailed questioning identified 
that her symptoms were worse when 
travelling in the car. When asked to 
imagine being in a car, there was a 
visible bracing of her neck accompanied 
by a return of her discomfort. This 
suggested that rather than the physical 
tissues of the neck being the issue, it 
was likely that the mechanism behind 
her continuing symptoms involved the 
limbic system. She was associating 
being in the car with threat and the 
possibility of injury, and her body was 
responding to this situation by bracing 
to protect itself from potential harm. 

This type of reaction may occur for two 
possible reasons: the “suit of armour 
strategy” (Elphinston 2019) can be a 
physical protection response to this 
sense of threat, or alternatively, the 
sensation of muscular tension can 
dampen the intensity of the emotions 
themselves (Reich 1979; van der Kolk 
2014). The experience of the accident 
had registered in this patient’s nervous 
system as emotional trauma and was 
ongoing, whereas for her husband, once 
tissue healing had occurred, the event 
was over.

Manual treatment was not helpful for 
this patient and her poor response to 
it indicated a need for more targeted 
investigation. This led to a recognition 
and understanding by both the patient 
and the practitioner of the trigger for her 
symptoms. With this information, the 
treatment was changed to strategies for 

self-regulation and a manageable plan 
of graded exposure to driving. It should 
be noted that, although not necessary 
for this patient, referral to an appropriate 
mental health professional may be the 
most appropriate course of action in 
similar cases where such measures have 
been ineffective.

Key learning point: in this situation, 
two people were in the same accident, 
sustaining similar injuries, yet their 
response and treatment requirements 
were entirely different. For one, the 
experience of manual therapy was 
supportive for recovery, but for the 
other the issue was not “in the tissues”. 
An awareness of the emotional 
system provided additional insight 
for understanding this patient’s poor 
response to treatment and indicated a 
different clinical direction.

Image: © Shutterstock
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patient, and congruent with our facial 
expressions to prevent misinterpretation 
(Hertenstein et al 2006; Gallace & Spence 
2010; Ravaja et al 2017; Kirsch et al 2018). 
Numerous touch factors such as contact 
surface area, pressure, depth and grading, 
speed and rhythm can all be adjusted to 
clearly communicate our intention, and 
can be instantly modified according to 
the responses of the patient. 

When touch provokes  
the emotions
Emotional coupling can occur not just 
to an external object or situation, but 
internally to a body region or specific 
part that has been injured. Emotions 
may be connected to the area through 
visual observation of it, kinaesthetic 
feedback (movement or task specific) or 
sensory perception, such as touch. These 
inherent emotions can lie dormant for 
a long time (Heller & LaPierre 2012; van 
der Kolk 2014) and they can resurface 
when the patient is reconnected to the 
area through well-meaning therapeutic 
touch. The results can range from minor 

function normally (Bluhm et al 2009; 
Avery et al 2014; Payne et al 2015; Paulus 
et al 2018). Although the information 
is available, they cannot accurately 
interpret the signals (Krautwurst et al 
2014) and can lose their sense of body 
ownership and agency (Rabellino et 
al 2018). These brain areas are also 
hijacked in chronic pain states and, 
over time, begin to degrade (Doidge 
2011). Changing the sensory experience 
associated with a movement lights 
up the nervous system and helps to 
facilitate change (Elphinston 2019). Even 
self-touch can encourage a sense of 
safe body ownership (Hara et al 2015), 
helping the patient to reconnect to 
their body, understand where they are 
in space and establish a new sensory 
relationship that is not based on pain.

Putting a hand on a patient does not 
constitute meaningful touch. Clarity of 
intention for the tactile inputs is necessary 
for positive and effective communication. 
As physiotherapists, our own emotional 
state should be well regulated to avoid 
inadvertent emotional transference to the 

Touch for support  
and awareness
In some cases, we may decide to use touch 
for reasons other than the application of 
a specific technique. For example, touch 
is the most natural way for us to calm 
distress and is of vital importance for 
attachment, growth and development in 
babies (Fisher 2017; Crucianelli et al 
2019; Narvaez et al 2019; Simpson et al 
2019). For the physiotherapist, it can be a 
way to enhance our therapeutic alliance, 
influence behaviour and compliance 
(Gallace & Spence 2010), potentially 
modify sensitisation states (Casals-
Gutiérrez & Abbey 2020) and enhance the 
patient’s capacity for pain management 
(Kerr et al 2019). 

Sometimes a patient needs to learn 
how to feel their body before they can 
understand the sensations arising from 
their own movement. In clients with 
trauma, post-traumatic stress disorder 
(PTSD), anxiety, depression and other 
health problems, the parts of the brain 
which process sensation may not 

Case study:
A former rugby player had been injured 
out of the sport many years previously 
with an ACL rupture. He had completed 
his rehab and was regularly lifting large 
weights in the gym, but it was noticeable 
that there was still some avoidance of 
his injured leg. He needed to improve 
his weight acceptance on this side and 
re-establish a better movement pattern.

A seated lateral lunge on an exercise 
ball was chosen as a starting point, 
as the reduced load and limited 
range of motion constituted minimal 
structural threat and should have been 
sufficiently easy for him to perform 
successfully. However, as he moved 
forward over the foot, his body tipped 
back away from the knee and he started 
to sweat. Fear appeared on his face, 
his communication shut down and 
he changed emotionally from relaxed 
to angry. Touch can let people know 
where they are in space and that they 
are safe (van der Kolk 2014). This patient 

was informed that the rate, range and 
rhythm of the movement would be 
carefully controlled by the therapist’s 
hand. Through this he could be 
encouraged forward onto the leg while 
receiving clear, unambiguous feedback. 
The hand was there to offer a brake if 
necessary, and define the end point of 
the movement. 

To convey security for this purpose, 
the contact needed to be consistent 
in pressure to communicate that the 
movement boundary was well defined, 
and applied over a broad surface area, 
in this case, with a widespread hand. 
This calmed the patient as he was not 
solely responsible for the outcome of 
the movement, he had more sensory 
awareness, and the range of motion 
was clear and controlled. Applying 
supportive touch to this patient’s knee 
enhanced his sensory awareness, 
helping his brain to more easily process 
where his leg was and the parameters of 
its motion. 

The exercise progressively improved 
in a relaxed, emotional state over a 
number of repetitions which allowed 
a new motor pattern to emerge that 
he could take away and repeat on 
his own with confidence. Although 
this patient was physically capable 
of performing this simple task, touch 
was applied in this case to address the 
underlying emotional element which 
had unexpectedly appeared. 

Key learning point: this patient 
was unaware of the emotional 
association he had maintained from 
the past with regard to his injured 
leg, but his response shed light on 
why his rehabilitation had been 
less effective than expected. This 
avoidant strategy can be associated 
with sensory dissociation, which can 
inhibit proprioceptive feedback, create 
insecurity around new movement 
experiences and prevent motor learning. 
Appropriate touch was the first step in 
addressing these issues. 
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emotional upset to full emotional crisis 
and trauma recall, where the patient’s 
brain may take them back to the past 
event and relive it in the present. 

If, for example, the patient believes they 
were responsible for an accident, or 
survived an event when others didn’t, 
their recall of the event may be coupled 
with guilt and possibly shame. For assault 
victims, the coupled emotions may include 
fear, panic, anger or rage. Feelings of 
helplessness and vulnerability may also 
become coupled to the anatomy. This is 
common around the pelvic area for 
patients with a history of abuse and rape, 
or even following childbirth and 
“routine” surgical procedures. 
Consequentially, the injured area can be 
psychologically disconnected and 
removed from the patient’s sensory 
awareness (dissociated) as an emotional 
protective strategy (Howell 2005; 
Seligman & Kirmayer 2008). Dissociation 
is particularly common in children, often 
being their only strategy as they are 
usually unable to fight or flee (Levine & 
Kline 2007; Heller & LaPierre 2012). It is 
exceptionally important to be mindful of 
how we interact with such patients when 
a trauma history is confirmed or could be 
suspected. Touch may unintentionally 
create a connection to an area which is 
loaded with emotional content.

This does not mean that we cannot work 
with patients with a trauma history or an 
emotionally labile presentation. It is 
possible to successfully treat the physical 
effects of past trauma without having to 
expose the trauma memory. Our role is 
to treat the physical symptoms not the 
trauma, and practising in an “emotionally 
informed” manner can help to navigate 
these situations.

Approaches to treatment in such cases 
should include: 
• consideration of potential trauma 

indicators in the patient’s history, 
and observation of their responses to 
questioning 

• checking that the patient really 
understands and accepts the proposed 
treatment plan when obtaining 
informed consent 

• Invite the patient sit up or stand and 
gently move if they need to.

• Orientate the patient to their present 
time and environment, for example by 
asking them to identify features in the 
room, feel the texture of their clothing, 
or how the floor feels under their feet. 

• Talk the patient through some 
gentle breathing control exercises, 
particularly extending the exhalation, 
to help settle the emotions. 

These techniques restore a sense of the 
present for the patient and reassures 
them that they are in a safe environment.

The likelihood of an adverse emotional 
reaction is extremely low and greatly 
reduced with careful attention to the 
patient’s emotions from the outset. 
However, if touch has triggered a reaction, 
adjustments to your treatment approach 
can accommodate this. If the emotional 
component of the patient’s presentation 
is deemed significant and might be 
obstructive to the physiotherapy treatment 
being delivered, they may need additional 
help from a suitably qualified professional 
to supplement the treatment plan. In 
such cases it is particularly important to 
reassure the patient that they are not 
being abandoned, but rather the aim is 
to ensure a comprehensive treatment 
approach. 

Summary 
Touch is more than just physical: it 
gives us an emotional interface with the 
patient and can help us to address a 
patient’s emotional state, associations 
and response to the treatment process.

In some cases, touch may not be 
appropriate at that moment, or is 
not the best technique to manage an 
emotionally driven problem. When 
it is used, the physiotherapist has a 
responsibility to be self-aware about 
how they are using touch; their purpose 
and motivations, how they apply it, the 
quality of delivery, and to monitor how it 
is being received by the patient. 

If we are to offer a truly holistic service to 
our patients, their emotional state and 
our own must be acknowledged and 

• consideration of technique or 
position choices and whether they 
can be adapted for a less potentially 
provocative position, e.g. for the hip 
patient who is displaying signs of 
emotional dysregulation, choose a less 
vulnerable and exposed position than 
a Thomas test, or to mobilise the soft 
tissues under the scapula, select side 
lying with the arm in neutral rather 
than prone with the hand behind 
the back. In the case of a child, lying 
in supine or prone can represent a 
position of vulnerability, so alternative 
treatment positions are advisable.  

When viewed from an emotion-informed 
perspective, it can be surprising to 
realise that some routine techniques and 
positions may constitute a challenging 
experience for the patient. 

Pay close attention to any emotional 
signs, for example a change in the 
patient’s breathing pattern or expressions 
of discomfort, particularly if they do not 
correlate with the type of touch being 
applied. Therapists should be especially 
vigilant to the patient suddenly 
appearing to withdraw or shut down, 
should note any change in body tension 
or facial expression, and be prepared to 
pause treatment, question and check-in 
with the patient and, if necessary, change 
the plan for the session. 

In the event that the patient’s emotions 
start to take hold, there are some simple 
measures that can be implemented to 
manage the immediate situation: 
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weighed in any clinically reasoned 
treatment approach. An understanding of 
emotional involvement and presentation, 
together with the application of 
“emotion-informed” touch can enhance 
our patient experience and our potential 
for therapeutic effectiveness. 
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Introduction
Many patients report feelings of stiffness. 
This could be due to injury, an ongoing 
pathology such as stroke or auto-
immune condition, part of the aging 
process, or due to endocrine or 
nutritional factors. Other aspects of 
stiffness can include mechanical, 
neurophysiological, anatomical, 
biochemical, psychosocial and genetic.

Recent research into the connective 
tissue system has begun to offer 
explanations for some of these factors 
and may help to connect the dots between 
the different specialist areas. It is hoped 
that the findings presented may be 
relevant to many patients with a range of 
pathologies, injuries or health conditions. 
However, owing to the immensity of this 
topic, the aim of this article is merely to 
introduce and briefly discuss some of the 
emerging thoughts from the ongoing 
research, where further reading is 
encouraged. 

What is tissue stiffness? 
Stiffness is a term used in many contexts, 
and, with regard to the human body, it 
can be prone to subjectivity. The Oxford 
Dictionary of English defines it as: 
“the inability to move easily and without 
pain”. Baumgart (2000) described it as: 
“the extent to which an object resists 
deformation in response to an applied 
force.” 

From a clinical viewpoint stiffness is 
rarely an isolated symptom and may be 
associated with a range of presentations 
including, among others: 
• pain
• loss of range of motion

• reduced tissue mobility (Menon et al 
2020; Langevin & Huijing 2009)

• increased tension
• neural compression
• vascular compression
• increase in tone
• tissue thickening and increased 

viscosity (Stecco et al 2014)
• increased effort to move
• reduction in function. 

Following injury and during the acute 
phase of healing, stiffness is likely to 
be experienced as a by-product of the 
inflammatory process, which is natural 
and to be expected. Acute inflammation 
as a cause of stiffness will therefore 
not be considered here. Similarly, it is 
assumed that genetic and functional 
differences between each person may 
also account for varying levels of tissue 
mobility and stiffness, so these will not 
be included in this discussion. 

The ideal body
To function effectively and efficiently, our 
bodies require an appropriate balance of 
tissue types. To succeed in a task we need 
the ability to assess, update and modify 
movement throughout, while managing 
the balance between mobility and 
stability. Mechanical forces generated 

Connective tissue and fascia:  
a research update on tissue stiffness in 
relation to the connective tissue system

Learning outcomes 
to support physio First qap

1  To introduce growing evidence of 
how local tissue factors and the 
peripheral nervous system may 
influence stiffness and the healing 
response.

2  To integrate knowledge of the wide 
variety of receptors embedded 
within our soft tissues and their 
neural pathways into our analyses, 
as regards visceral, somatosensory, 
psychological and mechanical 
symptoms.

3  To consider alternative hypotheses 
for the occurrence of stiffness when 
inflammation is unlikely to be an 
ongoing trigger.
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Physiotherapist

The term “stiffness” is highly complex and involves many aspects. Establishing the 
primary cause(s) of stiffness can be a Herculean task, especially when the scope of the 
physiotherapist can be limited to investigating mainly anatomical, neurophysiological and 
mechanical triggers. The aim of this article is to introduce additional hypotheses for why 
patients may experience increased stiffness, whether caused by neurological injury or due 
to local tissue pathology.
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and applied to the body during all 
functions should dissipate, causing 
minimal torque, sheer and friction, while 
keeping movement co-ordinated against 
gravity, and using the least amount of 
effort. To this end, the nervous system is 
required to report, interpret and respond 
appropriately, remaining fully aware and 
in control of each and every system. 

Each of these systems has the potential 
for dysfunction. It is therefore important to 
have knowledge of the parts, connections 
and requirements for every function to 
ensure our clinical reasoning and treatment 
plans are appropriate and justified. This 
is where the research into connective 
tissues may help to fill some of the gaps 
in our understanding of stiffness in 
relation to the connective tissue system.

Anatomical and architectural 
basis 
Since the early part of the millennium, 
the connective tissue system has 
received an immense amount of new 
interest and investigation with five 
international, peer-reviewed, multi-
disciplinary congresses completed to 
date (https://fasciacongress.org). 

Types of connective tissue include: 
• ligaments
• tendons
• joint capsules
• membranes
• meninges
• myofascial expansions
• retinacula
• aponeuroses
• periostea
• vessel sheaths and linings
• visceral fasciae
• inter- and intra-muscular connections 

including endo / peri / epimysium 
(Adstrum et al 2017)

• adipose tissue
• neurovascular sheaths (Adstrum et al 

2017)
• epineurium

• superficial and deep layers of fasciae 
(Chaitow 2018). 

During the 1st Research Congress in 
Boston (2007), fascia was discussed 
at length in its role as a member of 
the connective tissue family, having 
originally been discovered in 1899 by 
Dr AT Still, an American physician and 
founder of osteopathic medicine. Prior 
to 2007, fascia was thought to be a 
passive, inert wrapping, lining or packing 
material, and as such was often removed 
during surgical procedures (Chaitow 2014).

Definitions
Fascia is relevant to the discussions on 
tissue stiffness because it exists as a 
whole-body, three-dimensional 
continuum of soft tissue. It surrounds, 
penetrates, connects and assists in the 
functioning of every bone, organ, muscle, 
vessel, nerve and the other connective 
tissues (Abu-Hijleh et al 2006; Findley & 
Shalwala 2013; Chaitow 2018). Fascia is 
classified into superficial or deep layers, 
varying in density depending on its 
function and labelled according to 
location.

Also described as “fibrous, collagenous 
tissues that are part of a body-wide 
tensional force transmission system” 
(Schleip et al 2012), fascia is highly 

innervated, proprioceptive and 
interoceptive and has been “shown to be 
an important element in our posture and 
movement organization” (Schleip 2003a).

All connective tissues, including 
fascia are made up of fibroblasts, 
chondroblasts, osteoblasts and 
extracellular matrix that consists of water, 
ground substance and fibres; collagen 
and elastin. A tendon or ligament, for 
example, is primarily made up of 97% 
collagen, 2% elastic fibres and 1% 
ground substance and is a bundle of 
fibres twisted around each other “geared 
up to cope with mechanical stress” 
(Chaitow 2018). Ground substance is 
needed for hydration and to produce 
lubrication to enable sliding between 
tissue layers, thereby minimising friction 
and stiffness between the collagen fibres 
and other layers (Van den Berg 2012). 

Fascia has a similar constitution, but its 
collagen fibres exist in a spiral, triple helix 
shape with ability to form “cross-links and 
biochemical bridges” (Chaitow 2018). The 
absence of straight lines creates multi-
directional layers that allow movement 
to occur in any direction. 

“Fascia is also capable of transmitting 
electrical signals throughout the body. 
One of the main components of fascia 
is collagen. Collagen has been shown 
to have semi-conductive, piezoelectric 
and photoconductive properties in vitro” 
(Findley & Shalwala 2013).

More recently, fascia has been discovered 
to be a colloid substance as the collagen 

“The research into connective tissues may help 
fill gaps in our understanding of stiffness 
related to the connective tissue system”

FIGURE 1:  Images produced as a result of in vivo, intra-tissular endoscopy showing the fascial 
connections between the skin and the tendon. Blood vessels and nerves can be seen to pass through 
the fascia and are able to move and glide within their own interface. From Guimberteau “Strolling 
under the skin” (2005), and reproduced from DVD images with permission 

https://fasciacongress.org
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fibres are actually suspended in fluid 
(Chaitow 2018). This has introduced the 
idea of thixotropy and fluid mechanics 
as a contributor to the view that 
stiffness may be affected by pressure 
exerted by fluids (Menon et al 2020). The 
space between the collagen fibres of 
the epimysial fasciae is reported to be 
occupied by hyaluronan which is a 
lubricant, otherwise known as 
hyaluronic acid (Wilke et al 2018).  
This allows the collagen fibres to slide 
(figures 1a & 1b) with less friction 
during movement (McCombe et al 
2001). 

Innervation 
Many publications have revealed 
that fascia and the other connective 
tissues are densely innervated with 
both myelinated and unmyelinated 
receptors giving fascia afferent and 
efferent capabilities and enabling it to 
have intimate connections with both the 
central and peripheral nervous systems 
(Schleip 2003b; Langevin 2006; Schleip et 
al 2012). A variety of mechanoreceptors, 
sensitive to speed, pressure and depth, 
exist throughout the superficial and 
deep layers, from skin down to bone as 
well as in sensory receptors such as pain 
(nociception) and temperature (Stecco et 
al 2015). 

Neurally driven changes  
in stiffness
Schleip’s two-part articles (2003a, 2003b) 
include accounts of the stimulation of 
the unmyelinated receptors within the 
fascia in the form of interstitial receptors, 
or free nerve endings, which project 
into the autonomic nervous system. 
These interstitial receptors are densely 
populated in the fascia, accounting for 
up to 80% of receptors, and are sensitive 
to molecules that indicate cell damage 
is occurring. They are also sensitive to 
pain and temperature changes. Our 

reactions to pain are very individual but 
may result in a withdrawal reflex or as 
a protective mechanism, as seen by a 
change in sympathetic tone, or as an 
increase in vessel “stiffness” through 
vasoconstriction (Schleip 2003a). 

Anatomical investigations have traced 
the pathway of interstitial nerves 
into the sympathetic origins of the 
sympathetic nervous system at the 
thoracolumbar level of the spinal cord 
(laminar 1). This pathway then continues 
into the lateral spinothalamic tract of  
the spinal cord, the brainstem, the 
amygdala and hypothalamus, and 
terminates in the insular cortex of 
the limbic system. The involvement 
of these nerves in fascia may help to 
explain changes in the autonomic 
nervous system (ANS) and possible 
psychological, somatic and visceral 
symptoms. This ability has been termed 
interoception (Schleip & Jager 2012; 
Ghaziri et al 2017).

In contrast, the pathway of the 
myelinated receptors through the 
central nervous system (CNS) is 
thought to mainly pass into the motor 
cortex resulting in changes to skeletal 
muscle tone. Schleip (2003b) has also 
hypothesised that where a reduction in 
tension or stiffness is subjectively felt, 
or observed due to tissue manipulation 
(such as due to manual therapies or 
acupuncture), there are simultaneous FIGURE 2: Image of flow chart depicting the processes involved in the neural dynamics of immediate 

tissue plasticity following tissue manipulation. Reproduced with permission from Schleip 2003b (fig.6) 

FIGURE 3: Skin, superficial fascia and the receptors within. Reproduced with permission from fig 
12.27, McGraw-Hill Ryerson (Colbourne et al 2007) 



articles  |  No 172  |  Autumn 2020  |  13

contraction and applying mechanical 
tension to its attachments (Tomasek et 
al 2002). This gives fascia the potential 
to transmit force to other areas, in 
series, in parallel and across different 
compartments. This contractile effect 
may serve to strengthen or stabilise a 
specific location, but may also have 
the potential to lock an area down and 
inhibit sensorimotor control (figure 4). 
Fascial contraction mechanisms differ 
to those of skeletal muscle contractions 
as the fascial contraction processes are 
subconsciously controlled through the 
autonomic nervous system.

An ultrasound study by Langevin & 
Huijing (2009) investigating chronic 
low back pain (cLBP) revealed an 
altered connective tissue structure 
and a thickened deposition in the 
cLBP patient group compared with the 
control group. Fascia in the cLBP group 
was found to be 25% thicker, with an 
average loss of 52% of motion between 
the tissue layers. The alteration in the 

changes in both the autonomic nervous 
system and the central nervous system 
(figure 2). 

Langevin (2006) also describes the 
functions of the connective tissue system 
as a “body-wide mechanosensitive 
signalling network” (figure 3), but how 
does this relate to stiffness?

Smooth muscle contraction 
as a contributor to tissue 
stiffness or contracture
One of the main revelations of the 2007 
International Fascia Research Congress 
was that fascia reacts to stimuli from 
these receptors though electrochemical 
signals. Fascia can then contract, in the 
same way as a wound can contract, but 
in the absence of a wound. As a result 
of input from the receptors, smooth 
muscle cells located in the fibroblasts 
receive a signal to change into 
myofibroblasts and these can contract 
and bind to other myofibroblasts, 
widening the area of potential 

ligamentous and fascial arrangements of 
those with cLBP is proposed to affect the 
stability mechanisms, which may cause 
dysfunctional timing signals to muscles 
leading to stiffness, instability, weakness 
and inappropriate response to loads 
(Schleip et al 2007).

Muscle and its fascia are a continuous 
unit and cannot exist or function 
without the other (Chaitow 2018). It 
is plausible that both smooth and 
skeletal muscle contractions may affect 
motor control by inhibiting some of the 
surrounding skeletal muscle activity, yet 
using different mechanisms. How we 
differentiate between them and which 
measurement tools should be used to 
gain further information is certainly a 
complicated topic and is possibly one 
for discussion with colleagues. Further 
studies are also needed to examine the 
speed at which fascial contraction can 
bind and constrict a tissue. 

Muscle stiffness and 
spasticity 
The effects on patients with neurological 
impairments have also been 
documented by several authors (Thibaut 
et al 2013; Booth et al 2001; Stecco et al 
2014). They observe that, following injury 
or impairment to the central nervous 
system, for example following a stroke 
or spinal injury, where there is chronic 
immobilisation and disuse, the following 
has been observed to occur: muscle 
atrophy, reduced ability to weight-bear, 
reduced skeletal muscle mass and bone 
density, with accumulation of connective 
tissue and fat. 

Research by de Bruin et al (2014) 
compared the histology and mechanical 
properties of muscles with (n=29) and 
without spasticity (n=10). There were 
no changes in the control versus spastic 
tissue sample except for a three-fold 
thickening of the tertiary perimysium, 
i.e. the point where the neurovascular 
connective tissues penetrate the muscle. 
It should be noted that the thickening in 
the tertiary perimysium was shown in the 
majority of patients with chronic pain; 
however, a small number of patients (n = 
4 out of 23) did not have this feature. 

“How we differentiate between the effects of 
muscle and fascia, and which measurement tools 
to use, is certainly a topic for further discussioN”

FIGURE 4: Myofibroblasts generating force and altering tissue tension. From Tomasek et al (2002), 
reproduced with permission
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able to measure the water content in 
soft tissues, is sensitive to low-frequency 
interactions between extracellular water 
(unbound water) and macromolecules 
(bound water), and has been used 
to quantify proteoglycan content in 
cartilage, muscle and intervertebral discs 
(Menon et al 2020). 

These findings add to the section on 
fluid mechanics and may be helpful in 
highlighting other reasons for tissue 
thickenings and densifications that show 
up on current MR imaging (T1 or T2), or 
on ultrasound scans, as an alternative 
explanation to chronic inflammation or 
fibrosis. 

Summary  
The highly innervated and three-
dimensional presence of fascia as part of 
the connective tissue system may help to 
explain why, due to a variety of mechanisms, 
patients exhibit symptoms of stiffness.

The types of receptors embedded within 
the fascia can potentially help us better 
understand a wide range of symptoms in 
addition to stiffness, including autonomic; 
visceral, somatic and psychological. 

Trying to align our clinical reasoning in 
relation to tissue stiffness, or abnormal 
tone, is highly complex. It is hoped 
that some of the research presented 
in this article may help to deepen our 
understanding of the many causes of 
such dysfunction and help give some 
clues to as to why some patients make 
rapid and unexpected improvements 
within the same session.

The findings from the new MRI 
technology that measures water 
content in tissues is exciting, despite 
the small sample sizes. This observation 
of unexpected water, bound as a gel 
between layers of tissues, leading to 
stiffness and lack of glide between layers, 
is a plausible alternative explanation for 

Wood et al (2005) described the complex 
interactions between muscle cells, their 
fascia and the extracellular matrix as being 
able to affect the contractile properties 
of skeletal muscle fibres and relevant to 
changes that occur with spasticity. 

With regard to neurological patients and 
the management of spasticity, one of 
the treatment approaches that may be 
offered is botulinum toxin intramuscular 
injection. In many cases improvements 
can be seen in reducing the tone in 
the muscle. In cases where botulinum 
injection has little effect, could it be 
hypothesised that stiffness in the tissues 
may also be due to simultaneous smooth 
muscle contraction, rather than solely 
due to skeletal muscle spasticity? The 
biochemical mechanisms of contraction 
are different between the two muscle 
types with regard to the gated calcium 
channels, the receptors and hormone 
interactions. It might be explained, 
therefore, that botulinum toxin is 
less ineffective when a patient is also 
presenting with fascial contraction, and 
that the stiffness and tone in the tissues 
may be due to the “local bindings” from 
the peripheral nervous system, inhibiting 
motor activity, rather than due to the 
upper motor neurone lesion alone. 

In 2014, Stecco et al conducted a 
review that examined histopathological 
evidence to suggest that: “with 
neurological impairments the primary 
injury to the central nervous system 
that leads to muscle paresis also 
triggers changes in the viscosity of the 
extracellular matrix due to abnormal 
turnover of hyaluronic acid. Hyaluronic 
acid is a complex molecule that leads to 
altered connective tissue viscosity, which 
begins a vicious circle that exacerbates 
spasticity through reduced tissue 
compliance and fibrosis, and contributes 
to abnormal limb posturing, pain 
symptoms, and decreases in activities of 
daily living” (p.121). 

These new results, although limited 
by small sample sizes, have been 
discovered using a new magnetic 
resonance technique called T1Ρ MRI 
mapping (pronounced T1Rho), which is 

chronic inflammation or fibrosis and may 
help explain situations where cortisone 
and analgesic injections are ineffective. 
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Introduction
Manual therapy is a phrase that has 
many connotations and interpretations 
within the physiotherapy profession 
and, as such, lacks an agreed definition 
(Sran 2004). It has been summarised as 
‘any technique administered manually 
for therapeutic purposes’ (Carnes et 
al 2010). These techniques may also 
be used for specific examination and 
diagnostic processes, and for the manual 
treatment and rehabilitation of pain 

and dysfunction of the musculoskeletal 
system (Rabey et al 2017). 

The practice of manual therapy 
within physiotherapy has developed 
throughout the history of the profession, 
and it is still considered a key component 
in the definition of physiotherapy 
practice where hands-on skills are 
recognised as a core competency that 
sets physiotherapy apart from other 
allied health professions (Nicholls & 
Holmes 2012). There are, however, parts 
of the physiotherapy profession that 
suggest manual therapy techniques 
should no longer be taught, that they 
should be dropped from the modality 
repertoire and that, as a profession, we 
should concentrate on interventions 
thought to be more effective (Rabey et al 
2017). This has resulted in a hands-on /
hands-off debate where some consider 
that the use of hands-on treatment is 
almost “sinful” (Jull & Moore 2012).

It has been suggested that by 
adopting the approach of seeing 
the body-as-a-machine, and the 
historical establishment of credibility 
as a profession through practices of 
objectivity, theory and logic have placed 
the act of manual therapy within a 

framework of a narrow set of biological 
principles (Nicholls & Holmes 2012). This 
biological theoretical construct has then 
been investigated thorough a positivistic 
research paradigm that has estranged 
the person as a patient (Nicholls et 
al 2016). Subsequently, this form of 
dispassionate and depersonalised 
construct means that manual therapy 
continues to be considered as 
treatment at a biological level without 
consideration of its societal, cultural, 
existential and philosophical possibilities 
(Silvernail 2012; Milanese 2011). This 
construct also fails to acknowledge 
that manual therapy is embedded in 
a “process” of care rather than being a 
“product” of care (Jacobs & Silvernail 
2011). 

More recently, manual therapy has begun 
to be recognised as part of a therapeutic 
process between the therapist and 
patient where context, expectation 
and beliefs co-exist and influence each 
other (Gay & Bishop 2014). Studies on 
the interactional aspects of physical 
contact in physiotherapy highlight a 
variety of therapeutic processes and 
subsequent meanings for both clinician 
and patient. It has been identified 
that both the clinician and the patient 
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ascribe importance to the physical 
part of the interaction for diagnostic 
purposes, and that both parties gain 
from this physical encounter (Thornquist 
2006). These findings were mirrored 
in a study investigating the role of 
palpation in assessing shoulder pain 
presentations (Eriksson et al 2012) where 
the authors conclude that the act of 
palpation constitutes of an interactive 
learning situation where both patient 
and physiotherapist develop mutual 
knowledge of the body. From my own 
clinical experience, I am aware that the 
hands-on assessment process often 
provides a moment for the patient when 
the “penny drops” and they gain a new 
understanding of their problem, and a 
new awareness of their physical self. One 
of the joys of qualitative research is in 
identifying something in clinical practice 
that is so “everyday” and common that 
it can slip by unremarked and yet when 
recognised by a researcher or participant 
it suddenly becomes remarkably 
obvious.  

These concepts have been taken 
further in a phenomenological study 
of observed physiotherapy sessions 
(Bjorbækmo & Mengshoel 2016). 
From this the authors redefine the 
act of assessment in physiotherapy 
to the conception of “an invitation to 
participate in the process of creating 
and performing therapy” and that the 
dialogue through touch and movement 
is a vital component. Furthermore, it 
opens the way for a trustful, respectful 
co-existence between therapist and 
patient (Bjorbaekmo & Mengshoel 2016). 
The findings of these studies suggest a 
collaborative learning between patient 
and therapist through the act of manual 
therapy. This collaborative learning 
constitutes a sharing of power and 
responsibility, whereby the knowledge 
gained of the bodily experience by the 
patient leads to increased empowerment 

(Eriksson et al 2012; Kidd et al 2011; 
Thornquist 2006). A concept and label of 
“therapeutic touch” has been suggested 
for any therapeutic “physical contact” 
occurring in a therapy setting between 
patient and therapist (Roger et al 2002). 
It seems reasonable to conclude that 
manual therapy would fall within 
this umbrella definition. These are 
new perspectives on manual therapy 
which has previously been viewed 
and researched within a quantitative 
paradigm and often considered as an 
isolated component of the physiotherapy 
encounter. The research findings around 
therapeutic touch suggest a complexity 
of possible meanings, interpretations 
and possibilities. As the specific concept 
of manual therapy in a UK setting has not 
yet been explored, the research study 
described in this article was undertaken 
as an initial investigation into how 
clinicians conceptualise manual therapy.  

Studying experiences and 
beliefs in manual therapy
This was a qualitative study using 
interviews to gain the experiences and 
beliefs on the topic of manual therapy. 
Qualitative research covers a range of 
investigative approaches that are linked 
to differing beliefs about what there is to 
know about the world, and how to find 
out more about it.

Design
This study aimed to provide a perspective 
on manual therapy by investigating the 
experience and beliefs of others as 
described in interviews to provide a 
perspective on manual therapy. This 
perspective may be influenced by the 
researchers’ lens, i.e. their own 
experiences, biases and perspectives. 
Through the research process the 
co-constructed nature of qualitative data 
is recognised and identified, and this 
adds to the trustworthiness and quality 
of the results.

Method
Single semi-structured, in-depth 
interviews of between 45 and 75 minutes 
were undertaken. A schedule was used 
for the interview to ensure that it had a 
basis of similar questions for each 
participant. The interviews took place 
during a four month period in 2016. They 
were audio recorded and field notes 
were made immediately. A reflexive 
journal was kept throughout the data 
collection and analysis phase to record a 
self-critical account of the research 
process, and the associated internal and 
external dialogue (Finlay 2006; Saldaña 
2016). The interviews were transcribed to 
produce a textual record that could be 
used for coding purposes. 

Participants
The seven participants were all known 
to the researcher prior to data collection 
and were aware that this research was 
being carried out as fulfilment of a MSc 
study. The cohort of four men and three 
women were all undertaking, or had 
completed, MSc level post-graduate 
study based in the UK, with between six 
to 30 years of clinical experience within 
the speciality of MSK physiotherapy. 

All gave written consent following verbal 
and written information about the study 
and there were no withdrawals.

Data analysis
Thematic analysis was used to generate 
themes to represent the data set. This is 
an inductive approach for identifying, 
analysing and reporting patterns within 
the data as well as acknowledging its 
subjectivity and subsequent co-
construction between researcher and 
participant (Braun & Clarke 2006). Coding 
and writing up via a cyclical process of 
revisiting the transcripts, codes and themes 
was undertaken throughout. This 
encompasses an interpretative and 
iterative journey of coding, categorisation, 
generation of themes and a final 
conceptualisation response to the 
research question incorporating all the 
data (Saldaña 2016). 

Coding enables each researcher to 
bring their own pre-understanding to 

“Parts of the physiotherapy profession suggest 
that manual therapy should be dropped from the 
modality repertoire”
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the analysis (Saldaña 2016). Through 
their own interpretation the researcher 
becomes an active ingredient in the data 
analysis process (Stenner et al 2016). 
As responder validation was not part of 
the study design, no further contact was 
made with the participants following 
completion of interviews. 

Results
Figure 1 illustrates the three main themes 
that were generated, and the sub-themes 
within each that highlight more specific 
topics identified in the data. 

The following looks into each theme in 
more detail, and includes a selection of 
quotes from participants as further 
illustration. All names used are 
pseudonyms.

Manual therapy as individualised care 
This reflects the participant’s use of 
manual therapy. The contextual meaning 
suggests a therapeutic process that is 
individualised and sensitive to the needs 
of the patient as part of a collaborative 
multi-dimensional care approach. 

Manual therapy as hands on 
interaction: the phrase “manual therapy” 
was considered by the participants to 
mean any “hands-on” activity used to 
assess and treat patients.  

‘… in its broadest sense, it [manual 
therapy] is any form of human touch 
between a therapist and a patient.’ (Eddie)

Some participants were specific 
about the techniques they consider 
to be manual therapy, whereas others 
gave broader, less defined and more 
encompassing descriptions.

‘If you’re doing shoulder rehab and 
placing your hands on the scapula 
to facilitate scapula movement… or 
you know, squats… you’re assisting 
them with direction of knee control…’ 
(Belinda)

‘Helping somebody to change themselves, 
but by using a way of interacting with 
their bodies in a way that you can’t do 
just by talking to them.’ (Frank)

Most of the participants considered 
manual therapy as any form of hands-on 
purposeful contact with a patient that 
fosters the therapeutic relationship.

‘… it has come to mean more of a 
sort of therapeutic touch and… as a 
therapeutic tool, rather than a process 
of pushing on the painful bit.’ (Frank)

‘…you’re using touch or tactile 
stimulation to an area which is 
meaningful to the patient.’ (Andy)

Meeting patient expectations 
of individualised care: all the 
participants suggested that patients 
have expectations of hands-on as part 
of physiotherapy treatment and that 
augmenting this expectation is part of 
the therapeutic activity of physiotherapy.   
 

‘...“they never put their hands on me”. 
You know I think there’s that sort of 
expectation.’ (Gillian)

One participant felt quite different with 
regard to hands-on treatment; he felt 
that as a profession we were setting up 
expectations for hands-on.

‘I think there needs to be a massive 
shift in public perceptions of what 
physiotherapy is actually about 
because if they’re coming with an 
expectation and we’re not providing 
that, then that’s going to cause massive 
problems.’ (Eddie)

Manual therapy as therapeutic alliance: 
for many of the participants the physical 
act of manual therapy had meaningful 
implications for the therapeutic process.
 

‘You’ve asked them “can I put my hands 
on?” and they say “yes” and they feel 
like you’re actually taking the time, 
I think it really does help the whole 
process of treating that patient and 
their beliefs… and confidence in the 
therapist as well… having that sort of 
connection with the patient and the 
therapist can be very positive.’  
(Gillian)

‘I think using our hands is a form 
of communication… non-verbal 
communication with our hands 
is just as important as our verbal 
communication… it’s saying “I’m here 
to help you” and “I can help you and 
I can show you how I can help you” 
which is very powerful.’ (Charlie)

All of the participants who used manual 
therapy in their regular practice clearly 
described it as part of package of 
treatment within a multi-dimensional 
care approach.

FIGURE 1: Themes and supporting sub-themes from the results of the study
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achieve it.” For me the biggest effect 
of manual therapy is educating the 
patient about normal movement.’ 
(Belinda)

Manual therapy as practice knowledge: 
most participants identified manual 
therapy as an essential part of their role 
and they described a difficult learning 
path with its use. This encompassed 
their experiences, beliefs, environment, 
postgraduate learning, influence of 
colleagues, and the reaction of their 
patients. These factors can promote or 
demote its use in practice.

‘I think for me manual therapy does 
define me as a physiotherapist.’ 
(Belinda)

‘As I’ve moved on as a physiotherapist 
I’ve had some ups and downs with 
manual therapy. Sometimes I think 
it’s the best thing. Sometimes I think it 
hasn’t got too much use or is useless.’ 
(Charlie)

Manual therapy as discord
This theme reflects the participants’ 
description of the current challenge 
to manual therapy, which is causing 
divisions within the profession due 
to the nature of the dichotomous 
hands-on / hands-off debate.  

Ambiguity of manual therapy: all of the 
participants reflected on the history of 
manual therapy and how the terminology 
and the meaning is constantly evolving.

‘It has grown to encompass so much 
more than it meant previously … the 
meaning has shifted with how we use it 
as well.’ (Frank)

The physiotherapy profession is 
under threat: all of the participants 
were concerned about the impact 
that the hands-on / hands-off debate 
is having on the profession. They all 
felt the debate was superficial and not 
representative of the complexity of the 
situation. 

‘It’s become a big problem – arguing 
the hands-on / hands-off debate – it’s 

‘I never use it [manual therapy] in 
isolation, it’s always used in conjunction 
with something because in isolation I 
don’t think it means a lot… its always 
in line with what the patient wants to 
achieve… so it always comes with a 
caveat, you know, how manual therapy 
can do as X as long as we do Y.’ (Charlie)

‘For me the strongest effect of manual 
therapy is the psychological and 
the social component because it’s 
about patient rapport and trust and 
expectations for me. It’s not really 
about “can I crack your joints or make 
your joints move an extra 10 degrees.”’ 
(Belinda)

Manual therapy as a journey
In this theme the meaning of manual 
therapy as part of becoming and being a 
MSK physiotherapist is represented.  

Manual therapy is a skill: many of the 
participants talked about the specifics of 
hands-on modality and the need to be 
skillful in this area. 
 

‘It has to be approached in the right 
way… you have to respect the patient 
severity and irritability. If you don’t you 
won’t get the patient’s trust and you 
won’t get the same effect from manual 
therapy.’ (Belinda)

Most participants described a 
development from traditional manual 
therapy technique approaches that 
focused on a perceived biomechanical 
structural problem, to their current 
use of manual therapy within a bio-
psychosocial framework, where context 
and meaning provides the effects of 
manual therapy.

‘… which is why manual therapy has 
changed quite a lot from a pokey, 
pokey, pokey aggressive kind of Grade 
III+++ mobilisation, to using my hands 
as a way of facilitating change.’ (Frank)

‘You do this thing on them… and 
suddenly they can move their arm 
freely and it’s the learning effect, the 
education to the patient to say “look 
this is normal movement, you can 

missing the broader aspects of what 
we’re talking about manual therapy as 
being. It’s one of those black and white 
arguments that doesn’t really help the 
profession at all.’ (Eddie)

And many were concerned with what it 
might mean if physiotherapy didn’t offer 
manual therapy and articulated possible 
consequences.

‘I think if we stop doing manual 
therapy the push will come from 
patients who say they don’t want 
physio under the NHS, they want a 
chiropractor or osteopathy because 
that is more effective.’ (Belinda)

The results in research are different 
to those in practice: all participants 
questioned the applicability of the 
results of research involving manual 
therapy in clinical practice.

‘We are very reductionist as a profession 
to say what is it that we do, we’re 
searching for numbers that just aren’t 
there. This is as much art as science for 
me. It’s about the patient in front of you 
and not a number from a randomised 
controlled trial.’ (Charlie)

Participants also reflected the tension 
that exists in their practice. This included 
their beliefs about the efficacy of manual 
therapy treatment effects and the formal 
evaluation of clinical outcomes in the 
literature.

‘I don’t think there’s anything at all 
that we can ever base manual therapy 
on other than some intuition that this 
person seems like this is needed, and I 
have these tools.’ (Frank)

One participant had moved away from 
using manual therapy as they felt that 
there are unquestioned beliefs and 
assumptions associated with it. 

‘I think manual therapy is often put on a 
pedestal for saying “it has bought about 
a change in this individual”, whereas it 
could just be the natural course for the 
condition… regression to the mean.’ 
(Eddie)
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treatment (Metcalf & Moffett 2002). 
Satisfaction has been correlated with 
expectations (Hills & Kitchen 2007) and 
those expectations need to be 
acknowledged and engaged with by 
both parties (Kidd et al 2011). The use of 
palpation seems to confirm the “patient 
as a person” and is associated with 
symptom reproduction that makes the 
“patient’s knowledge visible”. Perhaps 
this is manual therapy as a haptic; a way 
of collaboratively connecting in the 
physiotherapy context that 
acknowledges both the patient’s 
expectations and need for physical 
affirmation.

The sub-themes of this current study 
would suggest a humanistic view 
of manual therapy that attempts to 
understand how people experience 
health and illness in a more intuitive 
way (Nicholls et al 2016). This may 
suggest a reconsideration of the 
biomechanical view of manual therapy 
and a re-affirmation of its place within 
the concept of therapeutic touch, 
that has been defined as “the range of 
physiotherapy practices incorporating 
touch” to differentiate it from the 
ubiquitous everyday physical touch 
(Moffatt & Kerry 2018). Touch is an 
integral and necessary part of the 
physiotherapy profession (Roger et al 
2002), yet it is conspicuously absent 
from physiotherapy related research 
(Bjorbækmo & Mengshoel 2016). This 
may be a result of the medicalisation, 
objectification and licensing of its 
use that is part of the history of the 
physiotherapy profession (Nicholls et 
al 2016) which, from inception, has 
strived to elevate itself from “low-tech” 
hands-on practices associated with 

Discussion
The findings suggest that, for most of 
these participants, manual therapy 
represents a complex phenomenon that 
is interwoven through their therapeutic 
practice and manifests itself as an 
interaction as well as an intervention. This 
conceptualisation of manual therapy as 
both interaction and intervention reflects 
clinical “multiplicity” where clinical 
practice is never a straightforward 
application of evidence or linear logic 
(Edwards et al 2004), and, accordingly, 
the participants’ described use of 
manual therapy appears to follow an 
idiographic or individualised approach 
rather than nomothetic or “standardised” 
application (Mead & Bower 2000).

All of the participants felt that physical 
contact is often an expectation of 
care by patients and there is evidence 
to support this (Rhodes et al 1999; 
Parsons et al 2007). That patients see 
being touched as of special importance 
has also been clearly articulated by 
Bjorbaekmo & Mengshoel (2016) with 
the response “the physiotherapist 
touched me, my body... believed me… 
took me seriously”. 
The participants of this study understood 
manual therapy as a construct of patient 
centred care; locating the patient in the 
centre of the professional therapeutic 
process and recognising the patient as a 
person, treating them as an individual, 
sharing power and responsibility, and 
identifying their hopes and expectations 
(Wijma et al 2017). Acknowledgement and 
engagement with these behaviours and 
actions are identified as promoting the 
therapeutic relationship (Peiris et al 2012). 

Previous research has demonstrated that 
patient expectations are closely 
correlated with benefit of treatment in 
physiotherapy and that this expectation 
has been shown to be a more important 
predictor than duration, type and form of 

low-status manual work (Moffatt & Kerry 
2018). This justification has evolved 
through a scientific rationale with the 
development of the clinical reasoning 
process (Farrell & Jensen 1992), and 
more recently through biomechanical 
and neurophysiological research and 
theorising (Bishop et al 2015). Along the 
way a craftwork approach to manual 
therapy has been established (Moffatt 
& Kerry 2018) that may be considered 
out of step with current evidence-based 
practice, and the greater focus on the 
biopsychosocial context (Nijs et al 2013). 

A greater understanding and 
acknowledgement of the socio-cultural 
aspects of therapeutic touch in society, 
as well as recognition of our depersonalised 
and medicalised professional 
perspective, may help promote a 
reframing of the role of therapeutic touch 
in clinical practice (Moffatt & Kerry 2018) 
that, in turn, may promote a middle 
ground in the physiotherapy hands-on / 
hands-off debate to enable exploration 
and further understanding of the 
possible multiple forms and meanings of 
manual therapy in patient care. 

Strengths and limitations
Within this study the sampling strategy 
sought participants who had extensive 
experience in musculoskeletal 
physiotherapy and hands-on clinical 
practice. This experience adds credibility 
to their accounts as well as providing 
“thick description” (Finlay 2006). The 
sole researcher’s acknowledged bias as 
a practising MSK physiotherapist who 
uses manual therapy can be considered 
an asset to the study. Insider knowledge, 
reflexivity and familiarity with the topic 
enables a greater understanding of the 
everyday world of the participants of the 
study (Stenner et al 2016). 

Data collection was ceased when it was 
felt that there was sufficient depth, volume 
and diversity within the data corpus 
(Brinkmann & Kvale 2015), although a 
claim of data saturation is not made. 
Responder validation was not undertaken 
so participant perspectives on the 
interview transcriptions and subsequent 
interpretations are not known.
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“Physical contact is often an expectation of care 
by patients”
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Conclusion 
The results of this study indicate that 
there are other ways of thinking about 
manual therapy and its role in the 
therapeutic setting. Understanding how 
it is used in practice by clinicians, exploring 
what it means to patients and integrating 
that with the evidence base may help for 
a reconceptualisation and a deeper 
appreciation of this core element of 
physiotherapy. The findings of this study 
suggest that, for most of these participants, 
manual therapy is an interaction as much 
as an intervention and that it is used 
therapeutically and collaboratively 
within a construct of individualised care. 
The ambiguity of the phrase “manual 
therapy” is also highlighted as its 
description and use in research does not 
appear to correlate with the clinical 
understanding and use of the term by the 
participants in this study. There are no 
previous published papers on this topic 
and the findings of this study therefore 
provide an initial insight into how 
musculoskeletal physiotherapists 
conceptualise manual therapy, and what 
it means to them in their clinical practice. 
For most of the participants in this study, 
manual therapy is so much more than just 
hands-on, it is a way of understanding, 
communicating and helping their patients.  

About the author
Sean qualified as a physiotherapist 
at Southampton University in 
2001 and completed his MSc in 
Neuromusculoskeletal Physiotherapy 
at University of Brighton in 2017. He 
currently works in the NHS as an Advanced 
Practitioner in the Sussex MSK Partnership. 
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professional development. He is a 
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Introduction
When I first started my career in sports 
massage I was mainly helping athletes 
and dancers to improve their recovery 
from training and competition through 
soft tissue techniques and, in so doing, 

I was helping to keep them injury 
free with enhanced performances. In 
those days, apart from minor muscular 
overuse problems, I didn’t encounter 
any real injuries because that was 
something physiotherapists did so well. 
The situation has changed over the 
years however, and now most clients I 
see have injuries and have often already 
undergone some form of physiotherapy 
treatment which hadn’t worked for 
them. 

So, what has changed? 
As soft tissue therapists, my colleagues 
and I have massively improved our 
clinical skills over the past decades and 
this has partly been in response to 
changes in how physiotherapy is now 
taught. When I started, physiotherapy 

was still a very hands-on profession, 
taught through practical training in a 
hospital environment. Then, in 1992, it 
became a degree subject taught by 
universities and this led to profound 
changes to the profession that I do not 
believe were envisaged at the time. The 
university environment is far more suited 
to academic learning than it is to 
developing practical hands-on skills and 
this inevitably began to influence the 
curriculum. It also encouraged a more 
“evidence-based” approach to 
physiotherapy which excluded the 
traditional hands-on techniques that 
were the very foundation of physiotherapy 
because there was no supporting 
evidence, resulting in them disappearing 
completely from the modern 
physiotherapy education curriculum.

Learning outcomes 
to support physio First qap

1  Understand the historic changes 
of hands-on treatment in 
physiotherapy.

2  Consider the role of hands-on as a 
treatment modality.

3  Be aware of the requirements of 
individual patient types when 
considering treatment options for 
best outcomes.

The case for hands-on soft tissue treatment 

Mel cash BA (Hons) MISRM 
Head of London School of Sports Massage and the Institute for Soft Tissue Therapy

In 1985, I began my career as a pioneer of a “new thing” called sports massage. Training in 
those days was extremely basic, but thanks to some natural hands-on ability, a lot of self-
learning and an active involvement in sport, I have built a long and successful career. This 
article is based on my 35 years’ experience as a hands-on soft tissue therapist, rather than 
on academic study and research.

x EDITOR’S COMMENT  

I am very honoured to bring you this 
masterclass article by an author and 
teacher highly respected in the area of 
soft tissue therapy and sports massage.

As someone looking at our physiotherapy 
profession for the past 35 years from the 
“outside”, Mel has a unique insight into 
how what we do has changed, and this is 
reflected in how his own practice and the 
type of clients he sees has evolved in that 
time.

While Mel rightly highlights his view on 
how hands-on therapy in physiotherapy 
has declined over the years, due in part to 
an overzealous interpretation of what it 

means to work with an evidence-based 
approach, as Physio First members our 
own clinical reasoning should explore all 
options in our treatment toolbox that 
obtain the best outcomes for our individual 
patients. For a deeper insight into this, I 
invite you to read Sackett’s (1997) article 
on evidence-based medicine that 
explores the fluidity of clinical experience 
as well as drawing on available evidence 
to best serve the individual patient.

It can be argued that the interpretation 
and implementation of evidence-based 
practice has resulted in the loss of 
professional skills in some areas of 
physiotherapy, and we know this is 

an ongoing debate within the private 
physiotherapy sector. However, our own 
Physio First data collection tool and 
Quality Assured schemes invite us to 
inform and build our own evidence of our 
patient outcomes based on what we do, 
rather than rigidly following the results of 
what others say works. 

The professional considerations this 
article raises are multifaceted and affect 
the individual practitioner as well as our 
profession as a whole. Hopefully, this 
article will give you food for thought and 
a renewed enthusiasm to understand the 
efficacy of your own treatment methods 
based on your outcomes. 
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The lack of evidence for 
hands-on treatment
In modern medicine, the most valued 
evidence comes from the randomised 
blind trial and systematic review, 
something that is impossible to 
undertake with a hands-on therapy for 
a number of reasons. First, test groups 
will undoubtedly physically feel that the 
treatment they are receiving is real. There 
really is no placebo option for hands-on 
therapy, so any placebo effect could not 
be eliminated. 

Secondly, not only will no two therapists 
have the same hands-on technique, 
an individual therapist will not deliver 
hands-on treatment in exactly the same 
way each time either. All therapists have 
their own strengths and weaknesses and 
they develop their own unique methods 
of application that suits them best, so 
the techniques themselves cannot be 
standardised or even calibrated for 
testing purposes.

Another reason is that it would be wrong 
to judge the effectiveness of hands-on 
therapy by just looking at the techniques 
themselves. The personal sensations of 
touch and feel are an integral part of the 
treatment process both for the therapist 
and the patient, and so human interaction 
is a significant factor influencing the 
effectiveness of the hands-on technique. 
Indeed, the lower ranked research designs 
are considered by some to be optimal for 
studying complex, holistic or wellness 
orientated aspects of massage (Finch 
2007). This is why soft tissue therapy can 
have a significant role in modern 
musculoskeletal healthcare, given its 
effective approach within the 
biopsychosocial framework. This may 
hopefully also be reflected in new research 
trends in physiotherapy (Kerry 2017) 

The lack of supporting evidence 
for hands-on treatment techniques 

may explain why it disappeared 
from physiotherapy training. An 
organisation such as the NHS requires 
standardisation, backed by evidence-
based research, and so hands-on 
techniques, which involve a high level 
of individual skill, do not comfortably fit 
with its operational model.
 
Does hands-on treatment  
need evidence?
Obviously, hands-on treatment 
should not be dismissed just because 
supporting evidence cannot be found in 
the normal way. We must instead look at 
the anecdotal evidence, but that can be 
quantified through patient outcomes for 
each individual therapist. 

It should be considered that every 
person who has ever lived will know that 
hands-on soft tissue techniques work, 
because we have been using them since 
the beginning of human existence. If you 
have an ache or pain the instinct is to 
rub, or self-massage the area. If you feel 
a tight muscle you automatically stretch 
it. It is impossible for us not to act on 
these instincts. Therapists say that the 
human body is a self-repairing organism 
and I believe this is not just biochemical 
it is also biomechanical, as evidenced by 
the hands-on techniques we instinctively 
use on our own soft tissue injuries. Even 
today’s more advanced neuromuscular 
techniques have their origins in the 
methods used by our ancestors going 
back centuries. We may now study these 
techniques in a more modern academic 
way so we can better develop their scope 
and effectiveness but, in essence, we 
have not invented anything new and 

they have stood the test of time because 
we know they work.
 
Here, I reverse the question and ask 
what if they don’t work? If, for instance, 
a massage stroke did not stimulate 
the micro-circulation, then this would 
put the basic laws of physic and fluid 
dynamics into doubt, and if stimulating 
the circulation in this way did not 
improve recovery it would cast doubt on 
a large part of modern medicine. Equally, 
if neuromuscular techniques did not 
work, then we would have to re-think our 
understanding of the nervous system, 
and the research that has been carried 
out on muscle fascia that explains why 
myofascial techniques can achieve the 
results that they do. Therefore, despite 
there being no formal evidence, scientific 
research has indirectly provided the 
proof that hands-on techniques work.

The value of evidence-based 
treatment
A lot of impressive research has been 
undertaken to find the best way to treat 
particular injuries and conditions, but 
there is a danger that this injury targeted 
research encourages the therapist to 
focus on treating the injury, rather than 
treat the whole person who has the injury, 
an approach that is much more likely to 
miss important secondary musculoskeletal 
(MSK) issues which are likely to occur as 
the cause and / or consequence of the 
injury. Every patient is different, they have 
their own unique set of strengths and 
weaknesses that have evolved during 
their lifetime so no two injuries can ever 
be truly the same. Their injury should be 
seen as part of the whole body if a 
treatment is to achieve a proper remedy 
and a long-term solution for reducing the 
risk of re-injury. Following the same 
treatment protocol for every patient who 
appears to have the same injury might 
be evidence-based, but may not be best 
for the individual patient.

“ It is impossible to establish the evidence for 
hands-on therapy from the randomised trial or 
systematic review”

“When we experience pain or injury our instinct 
is to rub or self-massage the affected area”
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How effective is exercise-
based treatment? 
Even though the exercise programmes 
may have been developed through 
robust research, the evidence can 
often ignore the human factor; namely, 
“compliance”. A young athlete may 
respond very well to a rehabilitation 
programme made up of formal exercises, 
but this approach is unlikely to be 
suitable for a 65-year-old woman who 
has just had a knee replacement and 
who may have a fit active lifestyle, but 
has not done any formal exercise since 
she left school. In this case, a few simple 
functional movements such as lunges 
and knee bends that she can do while 
running a bath, boiling a kettle or making 
a phone call could work a lot better for her. 

It can be all too easy to blame the 
patient for not doing their exercises, but 
the compliance factors should first be 
considered. Rehabilitation programmes 
need to be uniquely created to best 
suit the injured patient rather than a set 
exercise programme that only suits the 
injury.

It can also sometimes be too difficult for 
the patient to actually carry out the 
exercises well enough for them to be 
effective, perhaps due to local scar tissue 
and adhesion caused by the injury itself 
that restricts function and causes pain. 
The patient may also have poor function 
in other parts of the muscular system 
needed to perform the exercises, i.e. owing 
to altered biomechanics from abnormal 
movement strategies that the patient has 
developed to cope with their injury. This 
can be further complicated by other 
underlying MSK issues acquired over the 
patient’s lifetime. All of which might 
result in them following an exercise 
programme with a dysfunctional set of 
muscles which is unlikely to achieve a 
good result for their injury rehabilitation.

For clients who struggle and fail with 
an exercise programme, just one or two 
hands-on treatments to improve the 
physical condition of their soft tissues 
can enable the exercises to immediately 
become easier to achieve, and with far 
better effect.

The case for hands-on 
techniques
As documented in my own publications, 
my experience is that massage is the 
foundation of both soft tissue therapy 
and physiotherapy. It includes a wide 
range of hands-on techniques that have 
been shown to significantly improve soft 
tissue recovery in general, as well as help 
in the repair of specific areas of damaged 
tissue. This alone can effectively resolve 
many minor and chronic injuries, as well 
as work in a supporting role alongside 
other treatments to speed the recovery 
of more serious injuries, particularly 
in the case of post-surgical situations 
where treating surgical scar and local 
tissues quickly and thoroughly enables 
the patient to start on their rehabilitation 
exercises sooner and achieve them 
better

Massage is also a superb assessment 
tool. For example, a simple test can 
identify a short / tight muscle, but a 
skilled therapist can feel exactly where 
within the muscle the problem is 
located and apply remedial techniques 
specifically to the area to treat the centre 
of the problem. 

While massage can attend to physical 
damage and the general condition 
of the tissues, soft tissue therapists 
also use a highly developed range of 
neuromuscular techniques to work with 
dysfunction on this more significant 
level. A range of muscle energy 
techniques involving post-isometric 
relaxation and reciprocal inhibition will 
help to restore good muscle length and 
tone in a variety of different conditions. 
Myofascial techniques are also used and 
these work specifically on the connective 
tissues, which are almost always involved 
in an injury as part of the cause or the 
consequence.

A soft tissue therapist will not spend 
more than perhaps five minutes at a 
time using deep hands-on techniques 
around a local area of injury; any longer 
than that could aggravate the tissues 
and cause inflammation. Instead, the 
approach is “little-and-often”, where 
the problem area is returned to several 
times during a session between applying 
general massage techniques to other 
associated areas of the body. This 
enables assessment of the condition 
of the tissues in these other areas 
and often gives the therapist a better 
understanding of the causes and 
consequences of the injury. Treating 
areas which may not directly appear to 
be part of the injury can resolve some 
of its underlying causes and can make 
it easier for the patient to carry out their 
rehabilitation exercise programme. 

There is also a very important human 
side to hands-on techniques that should 
not be ignored; sensory perception. 
The patient can feel the injury inside 
their own body and when the therapist 
presses into the area, they make the 
same sensory connection which can 
have a very powerful effect. These 
techniques, when performed well, feel 
good for the patient, they physically 
enjoy receiving the treatment, and 
when they work well with injuries, as 
they nearly always do, the patient feels 
an immediate positive result which 
enhances the healing process. The 
feedback from my own clients over the 
decades has confirmed that hands-on 
techniques are absolutely what they 
want.

Hands-on therapy as 
preventative treatment
When I started my career in sports 
massage my main achievement was 
in helping my clients to prevent injury, 
so this has always been an important 

“We must first consider the compliance factors 
for a patient before blaming them for not doing 
the exercises we give them”
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Hands-on treatment and 
physiotherapy
It is regrettable that the constraints on 
the NHS mean hands-on soft tissue 
treatment is not prioritised in public 
sector healthcare. We know, however, 
that hands-on techniques offer huge 
clinical benefits and the private sector 
has the resources to offer hands-on 
techniques, as well as preventative 
treatments that not only make sense for 
the better care of their patients, but also 
because it also makes good business 
sense, as people really like and want 
hands-on treatment techniques. In larger 
physiotherapy clinic settings, preventative 
or maintenance treatments might be 
assigned to a good soft tissue therapist 
working independently but under the 
direction of the practice principal.

I believe that hands-on soft tissue 
techniques are essential for 
physiotherapists to succeed in the 
private sector. This requires good quality 
soft tissue courses for continuous 
professional development (CPD), 
but training in this subject remains 
unregulated and, unfortunately, there 
are some poor quality, short, intensive 
courses that appear to cover all the 
same techniques but do so in too 
little time and without any follow up 
consolidation of skills. Such training 
cannot possibly give the level of 
proficiency needed for physiotherapists 
to be able to use soft tissue techniques 
effectively in private clinic. 

Soft tissue techniques require a very 
high level of tactile and sensory skill that 
can be applied in an infinite number 

consideration in the development of 
soft tissue therapy techniques. Apart 
from traumatic accidents, all other 
injuries are in some way caused by 
the way the person has used, misused 
or abused their body. Even apparent 
sports injuries often have more to do 
with underlying factors such as poor 
posture, biomechanics or the incomplete 
recovery from previous injuries. These 
underlying issues can build up gradually 
over a long period of time and go 
unnoticed until reaching a critical point 
when there is a sudden onset of pain in 
a specific area. On other occasions, the 
individual may notice painful symptoms 
that increase over time until they reach a 
level where the person seeks treatment. 
Whatever the case, hands-on treatment 
can identify and attempt to treat those 
underlying issues early on, before they 
develop into a bigger injury.

In reality, many of those underlying 
problems may be caused by lifestyle 
factors such as occupation or posture 
which cannot easily be changed so, even 
when treatment seems effective, the 
injury often returns or becomes a chronic 
condition because the causes are still 
there. Regular maintenance treatments 
can keep the underlying conditions 
under control in order to prevent re-
occurrence of the injury or to ensure that 
it does not adversely affect the patient’s 
lifestyle.

Hands-on treatment can also help 
alleviate the secondary symptoms of 
conditions where surgery may eventually 
be the only remedy, such as meniscus 
tears, by taking away a lot of the pain 
and discomfort, which can enable better 
function and, in turn, may help prevent 
further deterioration.

There is no doubt that the whole of 
society could benefit from preventative 
treatment but this is not something the 
NHS could possibly afford. However, 
individuals are increasingly willing to self-
pay for treatment if it keeps them injury 
free and takes away the minor aches and 
pains that spoil their quality of life, but 
this only works if the therapist truly does 
a good job and gets tangible results. 

of ways to meet a wide range of soft 
tissue conditions. It takes a considerable 
amount of time and a lot of practice 
to achieve this level of proficiency and 
there are no quick easy ways to get there. 
In my experience of running courses, 
specifically for physiotherapists, while 
it doesn’t take many days of face-to-
face classes to cover the techniqes, 
by spreading the CPD out over a few 
months participants are able to practice 
specific soft tissue techniques in a way 
that includes a timescale for further 
consolidation and development of 
these skills, that further deepens their 
knowledge.

About the author
Mel Cash has been a pioneer of sports 
massage and soft tissue therapy 
in the UK since the mid 1980s and 
established the first qualifications and 
training centres for this. He wrote the 
first book on sports massage in 1988 
which has been followed by three more 
books developing this theme into soft 
tissue therapy. He is a passionate and 
entertaining teacher and presenter with 
decades of experience in the UK and 
internationally.
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Introduction
At the time of writing, the UK is embarking 
on phase two of Covid-19 pandemic 
management, and all healthcare 
practices are beginning to re-open with 
the relevant safey and government 
guidance being implemented.

However, many clinicians, with varying 
degrees of enthusiasm, are now seeing 
telehealth as another treatment option; 

an opportunity to reach a geographical 
area previously under-serviced or to offer 
specialised skills to people outside of the 
radius of their clinic.

Whether a telehealth beginner, or looking 
to build on new skills as a long-term, 
sustainable solution, there are some key 
areas to consider:
• the suitability of this model of care for 

your patients
• how health and exercise professionals 

Learning outcomes 
to support physio First qap

1  Understand the issues with regard 
to offering effective telehealth 
consultation.

2  Understand how to support patients 
to their best outcomes with 
telehealth services.

3  Understand how telehealth services 
might enhance clinical services.

Telehealth: how to make your consultations 
more professional

Mark opar 
TeleHab Product Manager, VALD Health

Earlier this year, clinicians were forced to pivot to telehealth consultations when quarantine and 
movement restrictions came into play. Across the globe, everyone is facing unprecedented 
circumstances and many are open to new ways to continue healthcare, work and play.

I must start by extending my warmest 
gratitude to Elise Hanslip and Mark Opar 
from VALD Health for agreeing to, and 
providing, such a comprehensive guide 
to telehealth at short notice. Their article 
very much mirrors our own Physio First 
e-booklet How to connect with your 
patients that was produced to help our 
members navigate the world of remote 
treatment methods in the first few weeks 
of the Covid-19 lockdown.

The decision to ask them for an 
article was born out of my own recent 
attendance at the VALD Health webinars, 
in an attempt to understand what was 
rapidly becoming a new way of working 
for so many of us. I was so impressed with 
the information and how they delivered 
it that I invited them to write for In Touch 
as I felt it was worthwhile to share the 
knowledge I had gained from them.

Many private physiotherapy practices 
have had to change their business 
models drastically in the last few months. 
Initially, this was an attempt by practitioners 
to “stay afloat” and carry on treating their 

patients, but now many of us view it as an 
opportunity to offer this remote service as 
part of the long-term future of our clinics.

Telehealth has been seen by some 
practitioners as a daunting prospect, and 
they have found it difficult to understand 
how their usual high-quality, face-to-
face service can be replicated online. 
However, many aspects we employ to 
create a positive patient experience in 
face-to-face practice can be extrapolated 
to this “new situation”. 

For example, providing a warm, inviting 
environment with a professional 
atmosphere can be achieved online. Our 
skills in clear and empathetic 
communication are essential in this 
method of working. Quality practitioners 
do this daily, so there is no reason why a 
positive patient experience and a good 
clinical outcome should not be provided, 
even online.

Of course, we cannot provide hands-on 
treatment online, but that is only one 
aspect of our tool box and the online 

service needs to be viewed with this 
caveat in mind. However, in the long term 
a mix of hands-on treatments and remote 
check-ins could be an option for 
enhancing the services in our clinics, and 
I will certainly employ this for those of my 
patients who travel a lot and find in-clinic 
appointments difficult to arrange.

Sudden changes such as the pandemic 
brought to the healthcare market are 
stressful, but with a bit of guidance, and 
by embracing technology, we can get 
through them and often emerge with 
more robust businesses. 

In the meantime, Physio First, with the 
support of the University of Brighton 
team, has adapted our Data for Impact 
tool to record which of our patients have 
been treated face-to-face or remotely. In 
time, we will be able to examine the 
longer term implications for any 
differences in our patient outcomes 
during this period. This evidence will help 
Physio First to share with members what 
the cogent business case may be for 
working in this different way in future. 

x EDITOR’S COMMENT 
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can assess clients online
• the equipment needed to run a 

professional consultation
• how to structure the session to ensure 

the patient feels safe and welcome
• privacy and confidentiality
• how to turn telehealth into a sustainable 

and ongoing treatment option.

Is your patient suitable  
for telehealth? 
Both clinical and practical factors will 
determine whether or not telehealth is 
suitable for your patient.

Clinical factors will include whether it is 
the best model of care for the individual, 
and if it is appropriate to achieve the 
desired outcomes. The presence of 
clinical red flags, the involvement of 
other practitioners in the individual’s 
care and whether they are happy to be 
involved in online consultations, if 
required, will also be factors in the 
suitability of this treatment approach.

Practically, the patient needs to be 
able and willing to participate in the 
telehealth consultation. For example, a 
video consultation may be inappropriate 
for individuals with vision or hearing 
impairments. Lack of appropriate 
technology and internet availability can 
also impair suitability for telehealth.

Assessing the patient  
without touch
This is a very common reservation for 
physical based therapists when it comes 
to telehealth. There are some tests that 
cannot be performed online. However, 
in many cases it is a combination of 
subjective and objective tests that help 
us to come to a working diagnosis.

Taking time to instruct the client in how 
to carry out tests on themselves may 

require some additional communication 
tools, and careful consideration with 
regard to the terminology chosen, and 
this takes practice. Get creative and see 
what works for you and your patients. 
It can also help to gather subjective 
information before the consultation 
through pre-screening questions.

Equipment for more 
professional telehealth 
sessions
There is no need to spend a lot of money 
to make sessions look more professional, 
but there are a few things to keep in 
mind when offering telehealth options.

Internet connection
It is essential to have a reliable internet 
connection. Having the option to use wifi 
tethered to a mobile phone as backup 
is good, and ensure that the patient’s 
phone number is on hand in anticipation 
of a lost connection.

Desktop computer, laptop  
or tablet
Where possible use a screen bigger than 
a mobile phone. While you may look 
small on your screen, a patient viewing 
the session on a larger screen will have a 
much bigger image of you.

Functionality and security
Generic programmes include Skype, 
Zoom and FaceTime. However, several 
practice management systems and 
exercise prescription platforms have 
in-built, secure teleconferencing features 

that enable screen-sharing the patient’s 
exercise programme and notes can be 
added to their profile during the session.

Location and attire
Undertake sessions in a private, well-
lit area. Somewhere that is not open 
to interruption during the treatment 
session is essential. Minimise distractions 
for the patient by having a professional 
background with few personal items 
visible. Wearing clothes that you would 
normally wear in your clinic will ensure 
an environment that is seen as safe 
and welcoming as it would be when 
attending your clinic.

To enhance the quality of video and 
audio functions, it is worth investing in a 
webcam and microphone.

Client technology
Prior to the online consultation, make 
sure to communicate with the patient 
how the session will run. Suggest they 
use a laptop or a phone with a stand 
as they may need to perform exercises 
as part of the assessment. Having a 
structure for the session, and gathering 
as much information beforehand, is ideal 
to avoid time leakage.

By offering the patient a short, free-of-
charge introduction call before the initial 
assessment session, time can be saved 
in ensuring that their equipment is of 
appropriate quality to facilitate good 
communication between all participants 
and accurate transfer of clinical 
information.

Structuring the consultation
Before the initial appointment, the 
patient can be sent some general 
information on a telehealth session, 
such as how long it might take, and 
advice on wearing contrasting clothing 

“Arranging for the patient to complete a detailed 
screening questionnaire prior to the telehealth 
session will help with obtaining the data normally 
taken at an in-person visit”

“Get creative and see what works for you and 
your patients”
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for performing exercises. A detailed 
screening questionnaire will ensure 
that all the data is captured that would 
normally be at an in-person visit, as well 
as any additional subjective data which 
will help to plan the consultation.

At the start of the session, a recap of the 
information provided by the patient will 
allow them to provide any additional 
details, and the time length of the 
appointment can be clarified.

Go through the tests required to gather 
additional information and make your 
assessment. Focus on clear, concise 
instructions with language the patient 
will understand. Be prepared to 
demonstrate movements and exercises.
Reinforce key learning points and 
next steps. Be clear about functional 
measures to determine improvement 
and let the patient know that they 
will receive a report to summarise the 
session, recap any exercise programme 
and confirm details of any follow-up 
actions.

Ask for feedback at the end of the 
session. For example, was the patient 
able to hear / see you throughout the 
consultation? Were they satisfied with 
the care they received?

Overall, the focus should be on 
your communication, listening and 
patience. There will be instances where 
instructions need to be altered, more 
details added or suggestions for how the 
patient needs to position their device 
so that their movements can be clearly 
seen.

Privacy and confidentiality
Just like in-person appointments, 
telehealth consultations should be 
private and confidential. Additional 
considerations for telehealth include 
choosing tools or software which are 
secure and encrypted. If there is a clinical 
reason for recording the consultation, 
ensure the patient is informed, and their 
consent is documented. All client notes 
must be stored securely in compliance 
with GDPR.

A sustainable option for  
the future
For those practitioners who decide that 
telehealth works for their clinics and 
their patients, consideration should be 
given to streamlining and automating 
workflows as much as possible to make 
it time-efficient. If it is to become part 
of the standard offering of your clinic, it 
is essential to get everyone involved on 
board with this way of working to ensure 
there is a coherent message on the 
service you are providing. 

Marketing this addition to your patient 
services is an important part of attracting 
new clients. Update your website to 
optimise attracting people who prefer, 
and would therefore search for, clinics 
that offer telehealth consultations. 
Include any unique specialty that you 
are making available to people in areas 
lacking in physical clinics that provide 
the same offering. Find your niche and 
telehealth could become an excellent 
option for capitalising on the things you 

have learned about telehealth over the 
past few months, and making that work 
as an additional revenue stream for your 
clinic now and into the future.

About the author
Mark Opar is TeleHab Product Manager 
at VALD Health. TeleHab is a remote 
exercise prescription platform with 
integrated teleconferencing. Mark has 
worked in private practice for 11 years, 
using different technology solutions to 
improve patient engagement and 
adherence and is on a mission to remove 
technical barriers around exercise 
prescription and improve client 
compliance.

Further resources
Physio First has been fortunate during 
this time to forge links with a number 
of companies who have offered our 
members a range of options for remote 
working. These include:
VALD Health www.valdhealth.com/
telehab
TrackActive www.trackactive.co
Rehabguru www.rehabguru.com
Physiotec https://physiotec.ca/uk/en
Physiotools www.physiotools.com
Rehab My Patient  
www.rehabmypatient.com

”Adding telehealth to your services may attract 
individuals who prefer this form of 
consultation”

 Contact details 
m.opar@Vald.com
www.valdhealth.com

  VALD HEALTH

Register for VALD Health’s free live webinars, including interviews with 
industry experts on the topics of telehealth, marketing, technology, 
equipment, and more. 

Register here  
https://bit.ly/33bPhLh

https://bit.ly/2C7OFv7
http://www.trackactive.co
http://www.trackactive.co
http://www.rehabguru.com
https://physiotec.ca/uk/en/
http://www.physiotools.com/
http://www.rehabmypatient.com/
https://bit.ly/33bPhLh
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Using industry first ceiling 
hoist innovation, Guldmann 
make safer rehabilitation 
and early mobilisation a 
practical reality. 
The new Guldmann Trainer Module 
system uniquely integrates controlled 
dynamic weight relief technology into a 
ceiling hoist system, allowing patients with 
weakened mobility to be dynamically 
weight assisted through movements such 
as sit to stand, squats, gait training, 
walking and balance exercise in total 
safety for patients and therapists alike.  

Please contact us to book a live online 
demonstration with our Head of 
Consulting and in-house Physiotherapist, 
available via: 

info@guldmann.com 01347 825287 www.guldmann.com 

Introducing the NEW Guldmann 

Trainer Module  
Providing you with more ‘Time to Care’ 

 in a safer working environment 

Skype Teams Zoom 

 

 

Tel: 0115 965 6634     www.phoenix-healthcare.co.uk     Email: info@phoenix-healthcare.co.uk 
 

Laser courses available - see our website for details 

  

The NEW Endolaser 120 from Enraf-Nonius 
High performance 3B therapeutic Laser 

at incredible prices 
 
 

 
 

MOBILE • CLEAR TOUCHSCREEN DISPLAY 
LONG LIFE • EASY MAINTENANCE 

 

Drug free and non-invasive 
Low maintenance costs 
A class 3B laser device 

 

Evidence based clinical guidelines incorporated 
Fast and easy colour touch screen operation 

Multiple laser probes available 
100mW, 4x 100mW, 4x 400mW, 500mw 

 
 

  
 

Base unit only £845.00 + VAT   
Probes from only £705.00 + VAT 
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Everyone in our Physio First 
community acknowledges just 
how much we all value our annual 
conference which, for so many 
years, has been our organisation’s 
flagship event. Sadly, this year we 
had to cancel our conference as it, 
like so many of this year’s events 
and activities, became a casualty of 
the pandemic.  

By August, we should have been 
making firm plans with international 
speakers, the venue, the hotel, 
etc. but as there are still too many 
uncertainties regarding the ongoing 
effects of the pandemic, we have 
had to think long and hard about the 
feasibility of holding our conference 
in 2021. We have considered every 
eventuality and possible scenario, 
and finally come to the conclusion 

that we could not go ahead with next 
year’s conference with confidence. 
We are sorry to have to make this 
decision, but we are sure that our 
members will all understand. If you 
kindly opted to transfer your 2020 
booking to 2021, our Physio First 
team should, by now, have been in 
contact to arrange a full refund.

We are currently using what we 
have learned during Covid-19 to 
formulate a new and exciting Physio 
First project. This has involved 
investigating how we can provide 
webinars for our members, hopefully 
in the first instance from the speakers 
we had lined up for our 2021 
conference. So look out for details in 
our bulletins, on our website and on 
our member-only LinkedIn forum. 
We are confident, given the way our 

members have embraced new ways 
of working and accessing online 
support, that this initiative to offer 
a digital learning experience will be 
well received and seen as a way in 
which Physio First continues in our 
commitment to deliver ongoing high 
quality education.

We will, of course, also continue to 
consider what format our annual 
conference may take in the years to 
come, when the future is more certain 
and we have had opportunity to 
obtain and review feedback from you, 
our members.

We are confident that you will 
understand our reasoning for this 
decision, and we hope you will 
support our Physio First volunteer and 
office team as we offer what we are 
sure will be new and exciting ventures 
aimed at promoting Physio First 
education into our “new normal”.

Byron Clithero,  
Education Officer

“We are confident members will understand  
our reasoning and support Physio First in  

these new ways of delivering quality education”
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Conference update
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As Physio First volunteers, our 
Regional Officers, now known 
as Community Representatives, 
have always worked to support 
our members on a personal level. 
Our role is to answer queries 
and, where we can, to arrange 
locally based educational and 
business events for our Physio 
First communities. Over the past 
year, with our Physio First exec, 
we have been trying to work out 
how we can meet with more of our 
members and build our Physio 
First community so that we can all 
better support each other. 

The arrival of Covid-19, and its 
implications for our lives as private 
physiotherapists, meant that our 
community needed support and 
reassurance more than ever. A thin 
silver lining behind the black cloud 
of this pandemic is the way in which 
digital meetings have suddenly 
become the norm, and how so 
many of us have learned to master 

the technology. This has given our 
Community Representatives the 
opportunity to step up and facilitate 
our members getting together in the 
digital space. 

Over the past two months, our 
Community Representatives have 
organised more than 30 video 
conference meetings, which have 
been attended by around 15% of 
our members. In this time of social 
distancing, it has been brilliant 
to see familiar and new faces, to 
hear our members’ ideas, and be 
able to share our own thoughts. 
We seem to have achieved, since 
March, what we have been trying 
to establish over the past year; a 
way to communicate and engage 
our members so that we can learn 

from and support one another 
as a Physio First community. The 
feedback from our meetings has 
been fantastic, from people who just 
appreciate that they aren’t alone in 
some of the issues they are facing at 
this time, to those who have come 
forward with ways in which we can 
improve our services and progress 
our businesses. 

We aim to continue our video 
conference community meetings 
through September, October and 
hopefully beyond. Look out for 
invitations to future meetings in 
our e-alerts, and we look forward 
to seeing you at one soon.

Lucinda Brock, 
RO Representative

“It has been brilliant to see familiar and 

new faces, and to hear and share ideas”

Meeting our Physio First community 
Online support  |  
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We know what a particularly difficult 
time all practitioners have had during 
the last six months or so, but as we 
move towards autumn and a new start, 
this is the time to turn our attention to 
collecting Data for Impact. There has 
never been a better or a more crucial 
time for us to demonstrate our quality. 

So many of us have had to find ways 
to bring ourselves and our businesses 
through the minefield of Covid-19 
regulations and guidance, through the 
use of remote consultations and digital 
triage, and for some of us the way we 
deliver our physiotherapy treatments 
and advice may have changed forever. 
The one thing that remains certain 
is our need to be competitive in our 
marketplace, and to do that it is down to 
us to demonstrate our quality in however 
we deliver our physiotherapy services. 
By submitting your outcome data to 
the University of Brighton and being 
brave enough to be measured against 
a baseline created by the outcomes 
already provided by many other Physio 
First members, you can show both your 
existing and potential patients that your 
outcomes meet the standard to achieve 
our Physio First Quality kite-mark.

For those of our members who haven’t 
yet started to collect data, the first step 
is to contact the University of Brighton 
team on 01273 641802. They will get you 
started with our easy to use, validated 
data collection tool which, once you 
become familiar with it, will be a natural 
part of your daily interaction with your 
patients, whether you are seeing them 
face to face or in a remote consultation. 

The identity of members participating 
in data collection is unknown to Physio 
First and patient details are completely 
anonymised, so you can be confident 
that there is no breach of privacy. For 
anyone concerned, we can also assure 
you that the data collected and owned by 
our Physio First community of members 
is never shared with any other party in 
the healthcare marketplace. 

     Work towards our January  

    2021 Data for Impact  download  

   and start the new year as a  

  Physio First Quality Assured  

 Practitioner or Clinic
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Tel: 0115 965 6634     www.phoenix-healthcare.co.uk     Email: info@phoenix-healthcare.co.uk 
 

Shockwave courses available - see our website for details 

 

Enraf Nonius 
Endopuls 811 

Shockwave unit 
ONLY £4,595.00 + VAT 

 

 

 
  

 
Enraf Nonius 
Sonopuls 190 

Ultrasound  
ONLY £635.00 + VAT 

We now have a large selection of top quality,  
competitively priced Electrotherapy  

and Shockwaves for immediate delivery   
 

MOBILE • CLEAR TOUCHSCREEN DISPLAY 
LONG LIFE • EASY MAINTENANCE 

Enraf Nonius 
Sonopuls 492 

Combination Unit 
ONLY £1,650.00 + VAT 

Enraf Nonius 
Tecarpuls 

Tecar Therapy 
ONLY £3,150.00 + VAT 

  

Gymna  
ShockMaster 500 

 

Gymna  
ShockMaster 300 

 

  “There has never been a more crucial time for us to  

 demonstrate the quality of physiotherapy outcomes 

in whatever way treatment is delivered”

There is so much more to find out about, so don’t hesitate to 
get started today. Click on the link to Data for Impact Reports 
in the Benefits section of our Physio First website,  
www.physiofirst.org.uk/benefits/data-for-impact-reports 
for more information and guides about how to get started and 
make the most of your data, and you could be displaying our 
Physio First Quality Assured kite-mark by early 2021.

Sandy Lewis and Liz Palmer 
Research & Development

http://www.physiofirst.org.uk
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Tips from our team
SPREAD THE COST – MAXIMISE THE VALUE
Providing “Everything you need to become a thriving provider of demonstrable quality private physiotherapy 
within a strong, influential and trusted community”

Monthly subscriptions

For members who prefer to pay their 
subscription on a monthly basis, our pay-
as-you-go membership option gives you 
month by month access to all the benefits 
of Physio First membership on an easy-pay 
basis.

Pay-as-you-go membership costs:
£22 per month for full membership
£20 per month for affiliate membership
£11 per month for part-time subscription

Setting up a direct debit will give you 
peace of mind that you have continuity 
of membership without having to think 
about it, but with a flexibility that helps to 
manage your finances. 

All this comes with your membership

Remember, as a member of Physio First you gain access to:
• Quality Assurance schemes that are robust, trusted, consistent and 

industry-renowned
• Multiple opportunities to link with fellow members, virtually and face-to-

face
• Education designed to help private physiotherapists thrive
• The most important, relevant and concise marketplace news brought 

directly to you
• Trusted partnerships sourced to help.

All of which give you the opportunity to influence the future of private 
physiotherapy.

If you have any questions about your membership options, please contact 
our office on 01604 684960 or email us at minerva@physiofirst.org.uk

As the PPEF awards are made 
from income received from the 
funds from invested capital, the 
Covid-19 situation has had the 
effect of severely depleting the 
PPEF investment income and they 
have had to make the decision to 
not accept any further applications 
during 2020.

The PPEF aim to review the situation at the end of 
the year and hope to be able to resume accepting 
applications for awards during 2021.

Applications for 
funds in 2020 
suspended

Please keep an eye on the PPEF website 
for future updates.               ppef.org.uk
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Small ads

Sales and servicing of all physiotherapy equipment.
New and second hand guaranteed available.
For prompt, reliable service: 

telephone: 01273 842425 
mobile: 07850 858584

email: mathurelectromedical@hotmail.com

SERVICE & REPAIR: 
MATHUR ELECTRO-MEDICAL LTD

Service and repairs of all Physiotherapy
Electrotherapy and Rehabilitation Equipment

• Sales of new and refurbished equipment
• Second hand equipment bought and sold
• Full support of the SHREWSBURY product range

For further details visit: www.rwrservices.co.uk
Tel: 0345 257 8925 / 01743 860432
Email: richard@rwrservices.co.uk

RWR SERVICES
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Medical Grade Waterproof Pillow

We offer a tailor-made service to 
bring your old treatment couches 

back to life. We can visit and install 
or just supply new tops (board, foam 
& upholstery) to your couches. These 
are all professionally manufactured 
to the same specification as new 

couches, ensuring they comply with 
NHS requirements for Fire & CQC 

infection control regulations.

Before

Couch
Re-upholstery

01403 597597 www.trimbio.co.uk sales@trimbio.co.uk

Supply and Service of Medical Devices

For current stock and full product details please visit our website.

After

We offer a tailor-made service to bring your old 
treatment couches back to life. 

Plus a full range of Infection Control Products & PPE

New Products

Wipes & Surfaces Cleaners

Infrared Digital Thermometer
A non-contact infrared 
forehead thermometer with 
a LCD screen that instantly 
displays the temperature 
in less than 0.5 seconds. 
Unit’s memory stores the 
last 32 readings.

Masks

Face 
Shield
Visors

Aprons

Gloves

Hand 
Sanitisers

stores the last 32 readings.

Hypoallergenic pillows 
 with a waterproof 

 polypropylene casing 
     ensuring they are wipeable 

with anti-bacteria wipes or sprays. Filled with 
luxurious hollowfibre filling. Standard Size:  
48cm x 74cm (19” x 29” approx).

Aprons

Gloves

trimbio 213mm x 280mm june 20 ad final.indd   1 12/06/2020   12:45


