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President’s Message
by Annette Cassar
It has been business as usual at the
coalface of AMT over the last three
months. The AMT board and staff remain
committed to the association’s mission
to support members, professionalise the
industry, and educate and inform others
about the benefits of massage therapy.
Much of our focus this year has been at
government policy level; within RTOs; in
new and old media; and through AMTsponsored educational events such as the
AMT conference.
A recent AMT Media Release highlighted
the growing need for regulatory reform
of the Massage Therapy Industry (“AMT
calls for regulatory reform in light of
David Wang rape conviction”). AMT
issued the release in response to a high
profile case involving a Sydney-based
massage therapist who was convicted of
multiple counts of sexual assault (he was
not an AMT member). The case received
widespread media coverage. Some of the
coverage flagged the lack of regulation in
the industry as a public safety issue.
AMT was contacted by The Daily Telegraph
for comment, and was subsequently,
quoted in a Saturday edition of The Daily
Telegraph (11/7/15), outlining our position
on massage reform and public safety. In
brief, AMT is advocating for:
• Establishment of a uniform national
framework for credentialing massage
therapists.
• Protection of the title Massage Therapist and
introduction of stricter barriers to entry.
• Recognition of the AMT Massage Therapy
Code of Practice in statute.
• Establishment of a register of qualified
Massage Therapists under the Australian
Health Practitioner Regulation Agency
website.

Editor: Kat Boehringer • Email: journal@amt.org.au

The full media release is available for
download from the AMT website:
http://www.amt.org.au/downloads/
news-items/AMT-Media-ReleaseDavid-Wang.pdf
AMT also remains active on the education
front. As well as being a major participant
in qualification reviews, AMT regularly
attends RTOs to encourage students
to take advantage of our free student
membership. In addition, we are currently
running a student support initiative in the
form of a video marketing competition,
offering students the chance to win
a scholarship to the upcoming Mini
Conference. Students can enter by
submitting a short video clip promoting
the benefits of massage therapy. The
competition is purposely designed to
enable students to create a tangible
marketing product to help them launch
their careers. I look forward to seeing the
creative side of the next generation of
massage therapists!
Speaking of the conference, I’m looking
forward to Elsebeth Perry’s workshop
“Approaching Lymphoedema and Cancer
Safely”. What a unique opportunity to
learn how to work confidently and safely
with clients living with cancer and other
serious illnesses, without having to spend
thousands of dollars!
I hope I’ll also have time to check out “The
Clinical Work-up”. AMT member Andrew
Shepherd will be taking us through
pre- and post-treatment protocols in
his conference two-dayer. Check out
Andrew’s preview of the workshop on
AMT’s YouTube channel:
https://www.youtube.com/channel/
UCRJENFpS1dZI66oTSH4UIRw
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AMT’s newly-established YouTube channel
is part of a broader commitment to
using social media to support members’
businesses.
Our Facebook and Twitter accounts
are full of articles and resources to help
massage therapists keep up with the
latest industry news and research. I
have personally enjoyed reading some
interesting facts on the AMT Facebook
page over the past few months and I know
many members are sharing content on
their own social media sites.
We’ll be using AMT’s social media
presence extensively throughout National
Massage Therapy Awareness Week in
September. Keep your eyes peeled
between September 7-13 for lots of useful
promotional materials on Facebook.
I am also excited to announce that the
Board has begun planning in earnest for
AMT’s 50th anniversary conference and
celebrations next year. I look forward to
being able to report more on this in the
next journal.
And I look forward to seeing you in
Coffs Harbour in a few months. amt

Need CEUs?

Deadline

Journal question September edition

Deadline for the
December 2015
issue of
In Good Hands is:
1st November, 2015

Name a health literacy
strategy that you
would consider using
in your clinic. In your
answer, include why
you think it would be
helpful for your clients.

Please email
contributions to:
journal@amt.org.au
or phone: 02 9211 2441

Please write your answer
in the space provided on your CEU
record sheet and retain it until you
submit the form with your annual
renewal. Blank CEU forms can be
downloaded from:
www.amt.org.au/members/allabout-CEUs.html

AMT NEW MEMBERS
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Brodey Weir

WA
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Secretary’s Report
by Rebecca Barnett
Over the past three months, AMT has
released a series of Position Statements
concerning key issues impacting the
practice of massage therapy.
The AMT Position Statement on
Regulation of the Massage Therapy
Industry is based on the premise that
the current self-regulatory mechanisms
in place within the sector need to
be substantially strengthened in
the interests of public health and
safety. Further, AMT believes that the
proposed National Code of Conduct
for Unregistered Health Practitioners,
recently endorsed by the Health
Ministers, does not provide adequate
protections against rogue and
unqualified practitioners.
A recent high-profile case in NSW,
involving a massage therapist convicted
of multiple counts of sexual assault,
underscores the need for more stringent
regulatory provisions. The reported
incidents occurred within the context
of the operation of the NSW Code
of Conduct for Unregistered Health
Practitioners, which has been in force
since August 2008. The NSW Code, which
forms the basis of the proposed National
Code, is basically a form of negative
licensing. Negative licensing is a statutory
scheme that allows a practitioner to
practise an occupation unless they have
breached the statutory requirements. The
problem with this system is that there
are no barriers to entry for practitioners
and it is effectively only triggered by a
complaint from a member of the public
after an issue has occurred. For this reason,
negative licensing has been likened to
parking an ambulance at the bottom of
a cliff.
AMT believes that negative licensing is
not robust enough to effectively protect
the public (and promote appropriately
qualified practitioners). A more rigorous
system could be achieved through:

• establishment of a uniform national
framework for credentialing massage
therapists. The current industryendorsed AQF National Competency
Standards for massage therapy could
form the basis of such credentialing.
• protection of the title Massage
Therapist and introduction of stricter
barriers to entry, so that the public is
protected from rogue, poorly-trained or
unqualified practitioners
• recognition of the AMT Massage
Therapy Code of Practice in statute.
The AMT Code of Practice sets out
rigorous benchmark professional and
ethical standards for the practice of
Massage Therapy in Australia.
• establishment of a register of
qualified Massage Therapists under
the Australian Health Practitioner
Regulation Agency (AHPRA) website,
so that there is a one-stop-shop for
members of the public wishing to
access information about qualified
practitioners of massage therapy.
Such a register would also enhance
transparency and accessibility for
members of the public who may be
concerned about their healthcare.
You can access AMT’s full regulatory
Position Statement here:
http://www.amt.org.au/downloads/
position-statements/AMT-PositionStatement-Regulation.pdf
Fertility Massage
In early June, AMT became aware that
a series of Fertility Massage workshops
were being offered on the east coast
of Australia. We immediately released a
Position Statement that clearly stated
that AMT does not recognise or endorse
fertility massage as part of the scope of
practice of massage therapy.

We have serious misgivings about
the training that was on offer and the
associated claims, especially given the
lack of robust underpinning evidence for
the effectiveness of the treatment.
You can access AMT’s full Position
Statement here:
http://www.amt.org.au/downloads/
position-statements/AMT-PositionStatement-Fertility-Massage.pdf
Orphanage volunteering
More recently, AMT was concerned by
the marketing activities of a US-based
company called Buds to Blossoms. The
company has been has been aggressively
targeting massage therapists in Australia
in an attempt to recruit volunteers to its
AIDS orphans project in Vietnam. AMT
is deeply concerned about the activities
of this company as well as the broader
practice of orphanage volunteering.
While AMT recognises and acknowledges
that sometimes institutions are the only
choice for vulnerable children, we do not
support, endorse or promote orphanage
tourism. AMT’s position on this is
consistent with major international child
welfare agencies, charities and advocacy
groups. We urge you to take a moment
to read AMT’s position on orphanage
volunteering so you get a full picture of
why AMT does not support it:
http://www.amt.org.au/downloads/
position-statements/AMT-PositionStatement-Orphanage-Volunteering.
pdf
The AMT Board has also formally
endorsed the official position statement
of the International Association of
Infant Massage (IAIM) on orphanage
volunteering. Both the AMT and IAIM
statements were widely circulated within
the massage therapy community in
Australia in late July.
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We thank both Natural Therapy Pages
and Terra Rosa for publishing and
distributing the statements to their
subscribers.
Massage therapists are a caring mob.
Fortunately, there are lots of great
avenues to channel those caring instincts
- projects and charities that support
child welfare rather than unwittingly
undermining it, even when the effort is
well intentioned.
AMT strongly recommends that massage
therapists focus their volunteer efforts
on initiatives that support communities
and aim at keeping children within their
families and kinship groups. Remember children are not tourist attractions.
Working with children
As you are hopefully aware, the AMT
Ethics Committee recently reviewed
and reissued the AMT Code of Practice.
The revised version incorporates a
surprisingly large amount of legislative
change that has occurred over the
past two years since the Code was
originally released at the beginning of
2013. Some of these changes include
the introduction of a Code of Conduct
for Unregistered Health Practitioners
in South Australia and new Working
with Children check procedures and
requirements in several states.
Massage therapists are not currently
captured by Child Protection legislation
in most Australian states. The notable
exceptions are Queensland and South
Australia. In Queensland, massage
therapists who work with minors are
required to apply for a “Working with
children check”, known as a Blue Card. In
South Australia, massage therapists are
required to lodge a statement outlining
their child safe environment policies
and procedures with the Department
for Families and Communities. This
compliance statement sets out the
minimum requirements your business
must meet to demonstrate that
appropriate policies and procedures are
in place to establish and maintain a childsafe environment.
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In NSW, Victoria, Western Australia and
the Northern Territory, working with
children check procedures only apply to
massage therapists who work in childrelated contexts such as pre-schools, day
care centers and schools.

club

The e-Journal
Congratulations to:

Massage therapists in the ACT and
Tasmania are not currently captured
by Working with Vulnerable People
legislation.

Karen Marshall

Given the lack of uniformity in Working
with Children check requirements across
the country, AMT’s standard on the
treatment of minors includes stringent
requirements regarding how to work
with children. When treating a minor,
AMT members are required to:

Thanks to Lippincott
Williams & Wilkins for
donating the prize.

• comply with relevant local statutes
relating to child protection,
mandatory reporting and working
with children
• seek informed consent for treatment
from a parent, legal guardian or
caregiver
• ensure a parent, legal guardian or
caregiver is present throughout the
treatment
• report suspected child abuse to
the appropriate statutory child
protection authority in your state.
Members are not permitted to undertake
unsupervised contact with a minor.
I urge you to read AMT’s standard
for the treatment of minors in the AMT
Code of Practice:
http://www.amt.org.au/downloads/
practice-resources/AMT-code-ofpractice-final.pdf#page=70
AMT has articulated its concerns about
the lack of a coherent national framework
for child protection in a recent position
statement here:
http://www.amt.org.au/
downloads/position-statements/
AMT-Position-Statement-Workingwith-Children.pdf
amt

Winner of our June
e-journal club prize.

For all the
latest research news,
events and
AMT gossip...

follow us on
http://twitter.com/#!/
ramblingamt
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Working with Locked Knees
by Bethany Ward and Til Luchau
If you’re a knee-locker and you’ve ever
tried to stop, you probably appreciate
how difficult it is to change. Maybe
you’ve observed this tendency in
clients and wondered if it was related
to some of their aches and pains.
Perhaps you’ve tried to use manual
techniques to address the pattern in
your clients, only to see them lock their
knees when they get up from the table.
Are hyperextended knees actually
a problem? And if they are, is there
anything manual therapy can do about
this stubborn habit?
In this article, we’ll discuss factors
involved in knee hyperextension, kneelocking’s consequences for the rest of the
body, and a multipronged approach to
help clients shift this pattern.
Referred to in medical literature as “genu
recurvatum,” locked knees appear to
bend backward in standing (Image 2). A
common pattern among ballet dancers
(Image 1), gymnasts, and runway models,
knee hyperextension creates a straighter
profile for the back of the leg. Dancers
and gymnasts are often selected for this
quality, and many go to great lengths to
increase their knee hyperextension, to
the point of having trainers sit on their
extended legs to further elongate the
back line of the leg.
Unfortunately, what may be beautiful to
the eye can also be difficult to live with.
Knees, like the lower back and neck,
are designed to have a slight lordotic
(or backward-facing) curve. Individuals
who habitually stand with knee
hyperextension that is greater than five
degrees have more frequent knee pain
and have poor proprioceptive control
of knee extension.1 Additionally, genu
recurvatum is a predictor of ACL injury.2
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Image 1. Hyperextended knees are common among ballet dancers. Notice how the knees
appear to bend backward, with the tibia angled in relationship to the line of the femur.

Although knee hyperextension may
sometimes be a symptom of a serious
medical condition such as OsgoodSchlatter disease,3 it is more often a
feature of a genetic predisposition to
general joint laxity. Hypermobile joints
(often fingers, elbows, and wrists) move
beyond the normal range with little
effort. Generalised joint laxity occurs in
up to a third of the population, and is
at least twice as common in women as
men.4,5
In a neutrally-positioned knee, the
head of the tibia supports the femur.
In a locked knee, the tibia is slightly
posterior to the femur (Image 3), making
it impossible to transmit forces efficiently.
Instead, there is constant strain on
the knee’s soft tissues, making them
vulnerable to injury.

What is more, when the femur and tibia
are not stacked, the rest of the body
must compensate—often resulting in
problems at the ankles, hip, and low back,
or even issues in the shoulder girdle and
neck. Addressing locked knees is often
crucial to creating long-term relief to
problems elsewhere in the body.
Hyperextension Assessment
View your client from the side. If her
knees are locked, you will notice a
reversed or flattened knee curve (Image
2). In this pattern, the head of the fibula is
posterior to the lateral malleolus (Image
3). Touch the back of the knee—you’ll
likely feel tissue tension in this area. If
you try to gently push the knee more
posteriorly, you will sense immediate
resistance.
Keep in mind that locked knees don’t
occur in isolation. They undermine
support of structures above, and increase
load on areas below.
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Image 2. Compared to the more
neutral knee (left), the locked knee
(right) appears to bow or bend
backward. Image redrawn from
somastruct.com

As mentioned, in a neutral leg position,
the head of the trochanter, the head of
the fibula, and the lateral malleolus are
vertically aligned (Image 3). In a locked
knee posture, we often see a tendency
toward anterior pelvic tilt, internally
rotated femurs, knee hyperextension, and
sometimes, limited ankle dorsiflexion.
Working with chronically hyperextended
knees is a multidimensional project,
since it means addressing short and tight
structures, overstretched structures, and
habitual postural patterns. We find we
are most effective when we use a fourpronged approach:
1. Client awareness
2. Myofascial techniques
3. Homework
4. Strength and stability training
1. Client Awareness
Clients can’t change what they don’t
understand. Once you observe knee
hyperextension, have your client observe
her stance side-view in a mirror. Draw her
attention to the reduced curve of one or
both knees. To help her feel the difference
between a locked and neutral knee, ask
her to intentionally lock out her knees
and notice the tension on the back of the
knee. Then ask her to just barely unlock
her knees. Other effective cues might
be, “Back off just enough to reduce the
tightness in the back of your knees,” or,
“Let your knees breathe.” Ask your client
to describe the difference between the
locked and balanced positions. Clients
often describe changes in knee tension,
hip placement, or weight shift in the feet.

Angle your pressure superiorly, with the
intention of freeing the fascia lata (the
outer wrapping of the thigh) above the
kneecap. As the tissue begins to soften,
ask your client to slowly bend (flex)
her knee, which encourages the tissue
to lengthen. Keep sensing with your
bottom hand and cue the client to move
at a smooth, deliberate speed. Repeat a
couple times at this layer, moving your
position to address the tightest areas.
Image 3. In the neutral leg on the
left, the lateral malleolus, fibular
head, and head of the trochanter are
vertically stacked and self-supporting.
The leg on the right shows how knee
hyperextension requires soft-tissue
changes and undermines wholebody support. Image redrawn from
somastruct.com

Have your client hyperextend and soften
her knees a few times to compare the
difference and appreciate its effects
throughout her body.
Take care that your client doesn’t
overcorrect and stand with bent (flexed)
knees. Over-flexed knee patterns also
place unnecessary strain on the body.
Our goal is to help the client learn to
find balance in standing by aligning
the bones and recruiting only the
appropriate postural muscles. Once
your client has had a glimpse of this, it’s
time to take her new awareness to the
table, where you will address the fascial
patterns related to knee hyperextension.
2. Quadriceps: Knee Flexion Technique
This technique is an excellent approach
for releasing any fascial inelasticity and
shortness in front of the leg that can
contribute to knee locking. To perform
this technique, have the client lie supine
and slightly diagonally on the table, so
the working leg hangs off the edge and
bends at the knee (Image 5) without
abducting the hip.
Once in position, support her leg with
your bottom hand under the femur. With
the client’s leg extended (straight), use a
soft, open fist or sensing forearm to sink
into the outer fascial layers just above the
knee (Image 4).

On your next pass, gently sink deeper
into the quadriceps femoris tendon
(Image 6). In knee hyperextension, rectus
femoris and vastus intermedius fascia are
often shortened and undifferentiated.
You can customise this technique to work
wherever there is denser, inelastic tissue
around the superior aspect of the knee. In
people with a tendency toward anterior
pelvic tilt, we commonly see internal
rotation of the femurs. This may result in
hard, tight tissue at the superior medial
aspect of the patella. If needed, repeat
the technique, focusing on vastus medius
fascia at the knee.
Although visually assessed
hyperextended knees will most
commonly show the tissue tension
patterns described here, always retest
the tissue itself by palpating it before
working, and pay attention to your
observations as you proceed. You might
find denser or shorter tissue where you
least expect it —this is the nature of
compensatory myofascial patterns. Keep
your awareness on the whole body, not
just what you’d expect based on visual
assessment.
In addition to shortness in quadriceps,
check for hypertonicity in the iliopsoas
and gastrocnemius. Addressing any
dorsiflexion restrictions in the ankles can
help make repositioning the tibia easier
as well.
3. Homework
As clients experience more ease in
areas that are habitually tight, introduce
movement reeducation homework, so
they can practise on their own.

september 2015 journal 7

association of massage therapists ltd

Draw her attention to the proprioceptive
sensations of this kind of movement, and
of the details of standing in a way that
makes it possible to lift and lower the
kneecaps. Clients can do this throughout
the day to retrain the tone in their
quadriceps.
Encourage clients to practise these
techniques whenever they find
themselves standing and waiting
somewhere. Since the main purpose of
these exercises is reeducation, rather than
strengthening or stretching, even a little
bit of practise can yield results.
4. Strength and Stability Training
Now that we’ve addressed chronically
short, tight areas with both myofascial
work and movement reeducation,
encourage clients to strengthen and
stabilise any over-stretched, weak
areas. Knee-lockers generally need
to improve their use of gluteal and
transversus abdominis muscles.
Additionally, strengthening thigh and
leg muscles often provides needed
support to hypermobile knees. Wholebody exercises like single-leg bridge
pose, planks, and stability exercises are
ideal. Don’t hesitate to refer clients to
a qualified physical therapist or sports
and conditioning trainer to help them
strengthen appropriately, especially if
there are any complications or special
considerations relevant to exercise, like
additional musculoskeletal concerns or
medical issues.
Images 4 & 5. Use the Quadriceps: Knee Flexion Technique to lengthen chronically short
tissue that can maintain knee hyperextension. Starting with the client’s leg in extension
(Image 4), use a soft, open fist to hook into tight areas in the superficial and then deeper
fascial layers of the quadriceps complex. Cue the client to slowly flex the knee, allowing the
myofascia to eccentrically lengthen. Images courtesy ActionPotential.

Movement Reeducation Exercise A:
Weight Shift
Before your client leaves the session,
return to the awareness exercise you
began with, comparing locked and
unlocked knees.
• Have your client lock her knees
again. Ask, “Where is the weight in
your feet? Is it more toward your
toes? Your heels? Or somewhere
in between?” Knee hyperextension
typically shifts weight either more
forward or more back.
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• Then, suggest she unlock her knees.
Ask, “Where is the weight now”
Usually it becomes more centered
from front to back.
Movement Reeducation Exercise B:
Kneecap Lifting
Teach the client to lift her kneecap by
tightening her quadriceps. If the knee is
hyperextended, she typically won’t be
able to lift the patella when standing,
because the quadriceps are already
contracted. If this is the case, have the
client soften her knee, and practice lifting
the kneecap and releasing it.

SUMMARY
Although hyperextended knee patterns
often change slowly, addressing them
in the ways described here will typically
improve issues throughout the body.
At first, clients may be surprised to
find that standing with neutral knees
actually takes a bit more effort than their
old approach—certainly, it takes more
awareness. But as we engage the whole
person through a variety of sensory
and motor activities in every step of
this approach, clients can often find a
softer, more supported posture that
feels natural to them, and when they do,
they’ll appreciate the increase in available
energy and comfort that comes from
being able to rest into a balanced knee
position. 
amt

association of massage therapists ltd

Attention all
AMT members
Professional
Indemnity Insurance
HAVE YOU RENEWED YOUR
PROFESSIONAL INDEMNITY
INSURANCE?
HAVE YOU POSTED OR FAXED
A COPY OF YOUR CURRENT
CERTIFICATE OF CURRENCY TO AMT
HEAD OFFICE?
Please forward a copy to us now
so that your name remains current on the
Health Funds lists.
Image 6. The four heads of the quadriceps femoris muscle converge as a tendon (green)
on the superior patella. Use the Quadriceps: Knee Flexion Technique to work any areas
of this tendon that feel hard or undifferentiated. Image courtesy Primal Pictures, used by
permission.

This article first appeared in the
May/June 2015 issue of Massage and
Bodywork Magazine.
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Senior First Aid
Certificate
Have you sent a copy
of your current Senior First
Aid certificate to
AMT Head Office?
All health funds now require current
Senior First Aid certification as part of
their provider recognition criteria.
Please post or fax or copy of your
First Aid Certificate to Head Office
so your name remains current on the
Health Funds lists.

club

The e-Journal
Join AMT’s e-Journal
club and be in the
running for a great prize
every quarter.
When you opt in to receive the
AMT journal electronically, you
instantly become a member of
AMT’s e-journal club.
Just send an email to
AMT Head Office and write
“Electronic Journal” in the
subject line.
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	Empowering your Clients through Health
Literacy: A Massage Therapist’s Guide
by Kat Boehringer
A few years ago, my then infant son had
a stint in hospital for a breathing-related
disorder. More accurately, we were
shuffled through two hospitals, a host
of pediatric specialists, a specialist clinic,
two GPs, one sleep study and, eventually,
a dietitian.
Merely thinking about the experience
evokes a reponse of emotional and
physical exhaustion. The horrors of nights
awake in hospital beds with tubes and
monitors attached to our son’s tiny body
wondering if we were doing the right
thing, being asked to make decisions
about invasive procedures such as
lumbar punctures, and the never-ending
hours in patient waiting rooms with a
fussing baby.
To compound events, my son’s entourage
of medical practitioners presented us
with a host of conflicting information:
no, there’s nothing wrong with him, yes,
he has a problem, he’ll grow out of it, he
needs more tests, he doesn’t need more
tests …
At one point, we even received a letter in
the mail asking us for feedback about our
daughter’s stay in hospital.
If even the medical staff were confused
about the facts, then how were we to
know how best to act for our son?
Most of the time we felt completely lost,
which was a total disadvantage when
presented with major, and potentially
critical health decisions. We turned to
friends, family and even the Internet but
in the end, it just confused things more.
Perhaps the most perplexing part of
the entire experience was navigating
through the complexities of the public
health system. I remember sitting in our
GP’s room asking for advice and watching
him shake his head and write referrals.
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In the end, the best assistance came from
the most unlikely of places – our dietitian.
She painstakingly looked through my
fistful of crumpled medical paperwork
and, where she could, helped me make
sense of tests and appointments. But
more importantly, she was reassuring. In
fact, she was the only practitioner to say
“No, it isn’t anything you are doing wrong.
This must feel really scary.”
She was like a breath of fresh air in our
maelstrom of medical encounters. For
the first time, someone was guiding me
through the process and, finally, I was
given the space to acknowledge how I
was feeling.

This, in turn, helped me to make
confident decisions about my son’s
health.
The now jumbled details of this
harrowing experience came to the
forefront of my mind during a recent
health literacy conference at Deakin
University in Melbourne. Health
literacy, I learned, concerns how people
understand information regarding health
and health care, and how they use it to
make decisions and act on it.
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The Institute of Medicine defines
health literacy as “the degree to which
individuals have the capacity to obtain,
process, and understand basic health
information and services needed to make
appropriate health decisions.”1
More recent definitions focus on specific
skills needed to navigate the health
care system and the importance of clear
communication between health care
providers and their patients.
Discovering that there is an entire field
devoted to helping people understand
healthcare and the healthcare system
made me feel not so alone in my
experiences.
Staggeringly, almost 60 per cent of adult
Australians have low individual health
literacy, which means they may not be
able to effectively exercise their choice or
voice when making healthcare decisions.2
High functional literacy skills (the ability
to understand written and spoken
language) do not necessarily equal health
literacy. Even people experienced in the
field of health can have problems with
health literacy. For example, a nurse at
the conference shared her story about
how, after being diagnosed with cancer,
she was unable to understand simple
instructions from her doctors due to her
emotional response.
Poor health literacy costs both patients
and the health system. Low individual
health literacy is associated with higher
use of health services, low levels of
knowledge among consumers and
poorer health outcomes.3 It has been
estimated that people with low individual
health literacy are between one-anda-half and three times more likely to
experience an adverse outcome.4
As health information and health systems
become more complex, the concept
of health literacy becomes even more
crucial.
Both health care providers and
consumers play important roles in health
literacy. Massage therapists are in a
unique position to help clients become
health literate. Unlike doctors, who
usually have only a few minutes to spend
with each patient, massage therapists
generally conduct lengthy consultations.

There are many ways you can help clients
improve health literacy. By refining your
written and spoken communication,
and supporting the self-management
and empowerment of clients, you can
significantly influence the health literacy
demand that is placed on them.

Here are some strategies for improving
your clients’ health literacy:
•R
 ecognise the needs and
preferences of individual clients and
tailor your communication style to
the person’s situation. For example,
you might explain a muscular
dysfunction to a client who has
limited knowledge of anatomy and
physiology differently than you
would to a client who works as an
exercise physiologist.
•O
 btain informed consent. When
asking a client to consent to a
treatment, it is important that they
understand what is involved. Help
your client by using language that
is not beyond their comprehension.
For example, instead of saying:
“I will be massaging your lumbar
fascia”, point to the area on their
body, indicate the area on a chart or
model, or use the layman term ‘lower
back’.
• E ncourage your clients to speak up
if they have difficulty understanding
the information provided. It is
important to remember that most
people won’t feel comfortable
admitting that they don’t
understand something. If your client
indicates that they don’t understand,
try communicating your message
in a variety of ways, for example,
explaining with metaphors, using
analogies, telling stories, and using
models and diagrams.
 se the ‘teach back’ method when
•U
giving your client take-home
exercises or advice, to confirm your
client knows what is expected of
them. The teach-back method
means asking clients to say, in their
own words, information they’ve
just heard. You can start by saying
something along the lines of “I want
to make sure I explained this clearly.”

Then ask the patient to talk
about (‘teach back’) the topics
just discussed. This is also an
ideal opportunity to correct any
misunderstandings by saying,
“You start, and I’ll fill in any missing
details.” Another way to encourage
“teach back” is to ask: “How would
you explain that information to
your friend?”
• E mpower your clients to participate
in their health decisions. Shared
decision making - a consultation
process where a clinician and patient
jointly participate in making a health
decision – requires a discussion
between the clinician and client
about treatment options and their
benefits and harms. It also includes a
consideration of the patient’s values,
preferences and circumstances. For
example, if a client comes to you
with a knee problem, you might
discuss treatment options in regards
to any relevant studies you have
read, and your clinical experience
and training. But you might also take
into account your client’s lifestyle
and pain tolerance, for example,
by asking them how the injury is
interfering with their day-to-day life.
• E ncourage your clients to
communicate with their doctor
and other health providers about
getting a massage. It is important
to remember that clients often see
multiple health practitioners, and
their primary care doctor needs to
know about all the treatments that
their patients are using. Likewise,
you should ask your client to inform
you about medications and medical
treatments they are undergoing.
 onsider multicultural factors. Some
•C
cultures, for instance, emphasise
respect for those in authority, which
often includes healthcare providers.
Some clients from such cultures
may feel that talking about other
therapies they might be using,
or disagreeing with a treatment
approach would show a lack of
respect for or trust in the provider.
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It is important to recognise how
different cultures perceive the status
of healthcare providers and how this
might affect open communication.
Demonstrating an awareness of
cultural dynamics can also help to
build rapport between you and
your client.
• Enlist the client’s support network
when necessary, If a client is
experiencing difficulty making
decisions about their health,
encourage them to talk to a support
person, such as a friend or family
member, to help them make
decisions and take action for their
healthcare.
• I nform yourself about the healthcare
system and healthcare providers in
your area. You can be an important
conduit for helping your clients
to navigate the health system. By
understanding the health system
and learning about other health
modalities, you can appropriately
refer clients on when needed.
Other considerations
Bear in mind that your clients may
already have received a lot of information
from other health practitioners, not
to mention friends, Dr Google, or the
evening news. These days most people
are overwhelmed by the amount of
health information available, and often
don’t know what to trust. Try to refrain
from giving too many opinions in favour
of backing up health information with
solid, reliable data.
For example, instead of telling your client
“You need to do these exercises every
day”, you could instead say: “I’ve worked
with dozens of clients with this sort of
injury. In my experience, when people do
this exercise every day, they heal up to 40
per cent faster, but when they miss one
or two days a week their rate of healing
remains unaffected.” For more examples,
refer to Ben Benjamin’s article “Just the
Facts: Opinion vs. Data in the Therapeutic
Relationship” in Massage Today:
http://www.massagetoday.com/
mpacms/mt/article.php?id=15048
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Conversely, it’s crucial that you are open
about the limits of your knowledge. If
your client asks you a question about
their health and you don’t know the
answer, tell them. Being straightforward
and honest in admitting what you don’t
know could become an opportunity
for you and your client to build health
literacy together.
It is also helpful to recognise that strong
emotions can affect a client’s ability
to understand and remember health
information. For example, if your client
has recently heard some bad news and is
upset, avoid giving them complex health
information. Another way to help your
clients remember information in this
scenario is to write instructions down for
them to take away.
And don’t be afraid to talk to your clients
about how they are feeling.
In some instances, you might need to
make adjustments to how you obtain
written communication. For instance,
some clients might have trouble filling
in and understanding written forms, for
example, people with poor eyesight. In
this scenario, you can help the client by
reading the form out loud and assisting
the client to complete the form.
Another example could be clients
who have poor or developing literacy
skills, such as young children. Clinical
tools such as pain scales of 1 – 10 may
be difficult for them to understand.
An alternative is to use diagrams and
drawings to indicate levels of pain.
For clients with low levels of functional
literacy (levels of reading and writing),
written information and take-home
exercises might be confusing. For
example, if English isn’t your clients’ first
language and they indicate that they
have difficulty understanding written
English, you might try developing a series
of diagrams.

Understanding the principles of health
literacy and applying them in your
clinical practice can lead to better health
outcomes for your clients.
amt
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	Massage Therapy in the
Third Trimester of Pregnancy
by Catherine McInerney
How can massage therapists best
support our clients in the last few weeks
of pregnancy? What are the high-risk
conditions that arise in this trimester
and what should be our approach in
treatment?
The Third Trimester
The third trimester – weeks 29 to
40+ – signals to a mother the need to
prepare to meet her baby. By week 28,
the pregnancy is placing considerable
demands on the mother, her body and
body systems.
The third trimester marks the time when
a pregnant woman needs to slow down
and rest more. Ideally, she should seek
to achieve an improved sleep pattern in
recognition of the reality that her body
and mind need to prepare for labour.
This period can be fraught with
contradictory emotions: an underlying
anxiety as well as an overwhelming
feeling of excitement.
What Are Common Symptoms
Experienced in the Third Trimester?
When I first started massaging pregnant
clients many years ago I realised that
although most were into the third
trimester of their pregnancy, few had
accessed the benefits of massage in
trimesters one and two. Given this, I felt
it was important to ensure the massage
experience in the last weeks of their
pregnancy provided not only added
benefits but also would facilitate an
improved sleep pattern. It is essential
for pregnant women to build up their
“sleep bank” in order to supply the energy
necessary for labour and a new baby. This
massage approach included techniques
to develop deeper relaxation for the
client, and techniques that could be
drawn on by the client during labour.
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Let’s review some of common changes
that occur in the third trimester of
pregnancy to better understand how
these changes affect the mother.
Anxiety and stress
Pregnancy-induced psychosocial
responses of mood swings and increased
anxiety are affected by hormonal and
metabolic adaptations. Overwhelming
feelings of anxiety about the impending
labour and birth can be heightened in
the third trimester.
Leg cramps, oedema and dyspnea
Leg cramps in pregnancy commonly
occur at rest or when lying down.
The causes of cramping in the third
trimester are linked to compression of
nerves which, because of the enlarging
uterus supply reduced levels of serum
phosphorous to the lower extremities.
Aggravating factors for cramping are
fatigue, poor peripheral blood circulation
and change of posture.

Self-massage and stretching are very
effective in reducing the discomfort of
cramping.
Oedema in the lower extremities
increases in the third trimester and the
woman may experience swollen feet
and ankles. Pitted oedema is a high-risk
condition and the woman would need
to be referred back to her obstetrician
or midwife. Oedema is aggravated by
prolonged standing, sitting, poor posture,
lack of exercise, constrictive clothing
including shoes, and hot weather. In
winter, low activity months, I see more
oedema in my clinic than in the summer
months to reduced activities.
Shortness of breath (known as dyspnea)
occurs in 60 per cent of pregnant
women. Dyspnea is caused by changes
in the height of the fundus: the enlarging
uterus places pressure on the diaphragm
which elevates by 4cm approximately.
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Relief of these symptoms typically takes
place after 36 weeks gestation when
‘lightening’ occurs: this is when the baby
settles into the pelvis.
High-risk Conditions in the
Third Trimester
Pregnancy is a constant state of change
– never static, developing and growing
moment by moment. Many changes
are occurring to both the mother and
baby. Such changes sometimes reveal
pre-existing undiagnosed conditions, for
example a compromised heart condition,
but healthy women can develop highrisk conditions as the body’s systems are
compromised during pregnancy.
Hypertension
Hypertension also presents risks to
the wellbeing of the woman and her
baby (Blackburn 2007). Blood pressure
measurement and monitoring are
integral aspects of prenatal checkups. Hypertension refers to sustained
elevated blood pressure beyond normal
limits: systolic reading >140 mmHg; and
diastolic reading >90 mmHg (Lowe et al
2009).
All pregnant clients presenting for
massage should be asked about their
most recent blood pressure reading. I
recommend women to attend my clinic
after their first prenatal checkup because
they will then be in possession of the
relevant information about their blood
pressure.
The three types of hypertension in
pregnancy are:
• CH: Chronic Hypertension: refers to
the circumstance where the woman is
hypertensive in the period prior to 20
weeks gestation.
• GH: Gestational Hypertension: refers to
the circumstance where the woman
is hypertensive in the period after 20
weeks gestation.
• PE: Pre-eclampsia: refers to a multi
system disorder, unique to pregnancy,
which is difficult to predict, prevent or
treat.
Pre-eclampsia (PE)
Pre-eclampsia is a serious condition
of pregnancy characterised by high
blood pressure, protein in the urine and
swelling of the hands, feet and face.

Alveolus
Lactiferous Sinus
Lactiferous duct
Xiphoid Cartilage

Stomach

Fundus
Lower Colon

Umbillicus

Image supplied by Pregnancy Massage Australia®

Most women with pre-eclampsia don’t
exhibit obvious symptoms, so regular
antenatal check-ups are vital. There are
numerous risk markers for pre-eclampsia
(Milne et al 2005). These include women
who:
• are having their first baby
• are forty years old or older
• have had a baby >10 years previously
• have a family history of PE
• have a body mass index (BMI) of >35
• are carrying more than one baby
(multiple pregnancy)
• have pre-existing hypertension
Although many pregnant women in
Australia will manifest one or more of
the above criteria only a fraction (5-8 per
cent) will develop pre-eclampsia. The
majority of pregnant women will remain
healthy and will give birth to a healthy
child.
It is important to realise that isolated
hypertension - whether chronic or
gestational - may not lead to preeclampsia. Rather, the risk to mother
and baby arises in cases of severe
hypertension, which may lead to preeclampsia or eclampsia.

What are warning signs of preeclampsia? A woman may present in
clinic with:
• lower back pain which cannot be
relieved by a change of position
(indicating possible early labour)
• headache
• visual disturbances
• epigastric pain (not heartburn)
• general unwellness
• face puffiness
• oedema in the legs – pitted oedema
This woman requires immediate referral
to the maternity hospital.
Last few weeks of baby development
At 29 weeks the baby will be 35 to 42cm
in length and weigh between 800g to
1350g. The eyes are open and respond to
light; body fat is 3.5 per cent of total body
mass and additional subcutaneous fat
smoothes out some wrinkles. Foetuses
born prematurely at this time can survive
and will be placed in NICU (Neonatal
Intensive Care Unit). Lungs will not be
fully developed to provide adequate
ventilation unassisted but the central
nervous system (CNS) is developed
enough to control breathing and
temperature.
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Mother-baby connection
Increased relaxation
Reduced anxiety
Improved sleep pattern
Reduction in oedema
Improved proprioception to
support body changes
Eases back, shoulder, neck
pain and all joint and
muscular conditions common
in pregnancy
Stabilises hormonal changes
and blood pressure

© Pregnancy Massage Australia 2012

By 34 weeks the baby will be 41cm to
45cm in length and weigh between
2000g to 2300g. The skin is now smooth
and pink; the foetus should now be in the
vertex position (head down); and body
fat is now eight per cent of total body
mass. By 36 weeks the baby position
settles into the pelvis (the process called
‘lightening’) and although the mother
will feel relief in terms of the respiratory
organs and stomach, back and hip pain
may increase.
By 38 weeks the baby will be up to 50cm
in length and weigh >3200-3400g; the
circumference of the foetal abdomen is
greater than that of the head; and the
skin is bluish-pink. Growth slows as birth
approaches.
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Benefits of Massage in Pregnancy
Reduced anxiety and stress
Research has proven the efficacy of
massage in pregnancy. Muscle cramping
of legs, increased frequency of urination
at night and general discomfort
associated with back or hip pain can
cause disturbed sleep patterns. Poor
sleep patterns and/or insomnia have an
enormous effect on the overall wellbeing
of a pregnant woman. Poor sleep
increases anxiety and stress and can
decrease tolerance to pain.
In clinical trials conducted in 2013, 40
Australian women were provided with
three massage treatments by qualified
pregnancy massage therapists from
Victoria, NSW and Queensland.

The study provided an opportunity for
the women to experience massage in
their pregnancy and they were required
to use massage as their only form of
relaxation during the trial. An improved
sleep pattern and reduced anxiety and
stress was observed in a remarkable
98 per cent of women on the day of
treatment. Again, remarkably, 95 per cent
of women experienced an improved
sleep pattern and reduced anxiety
and stress that lasted more than three
days after treatment; and 95 per cent
experienced reduced back, hip pain and
leg cramping (cited by C McInerney).*
In an American study undertaken in 1999,
26 pregnant women were assigned to a
massage therapy or relaxation therapy
group for five weeks. Both groups
reported feeling less anxious after the first
session and less leg pain after the first and
last sessions. However, only the massage
therapy group reported reduced anxiety,
improved mood, better sleep and less
back pain by the last day of the study
(Field & Hernandez-Reif , 1999)
Urinary frequency, perineal discomfort
and Braxton Hicks contractions
Urinary frequency is increased in
pregnancy because of hormonal changes
which include changes to progesterone
levels. There is altered bladder function
due to vascular engorgement caused
by the hormonal changes and pressure
from the enlarging uterus. Therapists
must remind their clients to empty their
bladder before massage treatment and
client lying position must reduce pressure
to the bladder; recommendations are for
side-lying position.
Perineal discomfort and pressure
increases in the last weeks of pregnancy.
Women present with a “waddling gait”
because the position of foetus ‘settles’
into the pelvis. (Discomfort increases with
a twin pregnancy.) Symptoms include
pain on standing and slow and tentative
movement. Massage therapists can
recommend appropriate adaptations
and improved posture and hip alignment
to reduce discomfort.
Braxton Hicks contractions are common
in pregnancy; this is a sign that the uterus
is preparing for labour by intensifying
uterine contractions. Massage is
beneficial in providing a sense of
relaxation to reassure the client.
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Therapists should be aware that it
is important to differentiate such
contractions from preterm labour so
referral of the client to her obstetrician
might be necessary.
What Are Common Musculoskeletal
Pain Patterns in the Third Trimester?
Pain localised at the pelvic girdle during
and after pregnancy was identified and
recorded by Hippocrates in the 4th
century BC. Since the early 20th century,
modern medical research has attempted
to clarify the spectrum of the different
pathologies that this clinical syndrome
includes.
Posterior and anterior hip pain
During pregnancy, a women may gain
between 10 to 20 kilograms. Given the
effects of relaxin and progesterone on
relaxing the supporting ligaments, the
increase on weight bearing joints, and
structural and postural changes women
commonly present with posterior hip
pain which can include:
• sacroiliac joint pain
• hip pain
• lower back pain
• anterior hip pain
• pubic symphysis pain
• groin and thigh pain
Each of these conditions can be
debilitating for a pregnant woman and
some women will require crutches or be
confined to wheelchair.
Pain management plan is paramount
for these clients, including self-care by
reducing activities.
Uterine ligament pain in third trimester
The role of the broad ligament is to
support the optimum position of the
uterus. The round ligament is part of the
broad ligament. It is formed from a loose
double fold of the perimetrium, which
extends from the lateral borders of the
uterus to the side walls of the pelvis.
By the third trimester, pain referral
patterns will increase: increasing as
the uterus grows to accommodate the
foetus, placing pressure on the broad
ligament. The referred pain will be
felt in the lateral side of the back and,
from 28 weeks to birth, will be referred
increasingly to the gluteal muscles.

Case Study: Client Presents in Clinic
at 38 Weeks with Signs of Pre-eclampsia
My client Emily was a delightful young mum whom I had supported with massage
through her first pregnancy and birth of her son. Emily continued her massages postnatal and was pregnant again within 18 months. During her first pregnancy, she was
well and her blood pressure remained normal throughout.
During Emily’s second pregnancy, a noted rise of her blood pressure occurred at 36
weeks and her obstetrician conducted some tests to rule out pre-eclampsia. Emily
informed me of her elevated blood pressure when she confirmed her next massage
appointment. Knowing this circumstance, I requested her to bring a written consent
from her obstetrician because massage is contraindicated in cases of pre-eclampsia.
When Emily next attended my clinic (at 38 weeks), she looked different. When I asked
Emily how she was feeling, she said she had a headache, uncomfortable back pain
and that, generally, she “didn’t feel herself”. I noted that Emily also looked puffy in
her face which led me to ask about her latest blood pressure reading and prenatal
check-up findings. She had seen her obstetrician the previous evening where her
obstetric check-up indicated only mildly elevated blood pressure and no signs of
pre-eclampsia. Emily stated she had felt well the previous day.
On the basis of our discussion, I advised Emily to call the hospital midwife to discuss
the overnight change in her condition. I left the room to allow Emily to have a private
chat with her midwife. After this discussion with the midwife, it was decided that
Emily should go straight to the hospital. This conversation was conducted very
calmly to minimise any anxiety or stress to Emily.
Emily’s baby daughter was delivered by caesarean section within two hours of her
arrival at hospital.
Let’s look at this brief history more closely.
It is important to note that on presentation at the clinic, Emily showed signs of
pre-eclampsia. This condition can change rapidly to become eclampsia, a medical
emergency. The signs I was concerned about were Emily’s headache, back pain, puffy
face, and general unwellness and also the mildly elevated blood pressure which
indicated the previous day when she consulted her obstetrician. When Emily arrived
at the hospital, her blood pressure had elevated considerably and she did present
with pre-eclampsia. Close management of pre-eclampsia is required to prevent the
onset of eclampsia.
The lesson of this case study is that although, as pregnancy massage specialists,
we do not possess diagnostic skills, our recognition of the signs and symptoms
of pregnancy conditions is important in determining whether a massage is
contraindicated.
The role of the uterosacral ligaments
is also to maintain the uterus in an
optimum position. The uterosacral
ligaments connect the uterus to the
sacrum and are peritoneal extensors,
which encircle the rectum.
Uterosacral ligament pain referral is
associated with the stretching of the
ligaments because of posture changes
that can include an increase in the pelvic
anterior tilt and lumbar lordosis.

Pain will be felt around the sacrum,
commonly under or on the lateral sides.
Conclusion
A complex treatment plan is required
to meet both the pathophysiological
changes in pregnancy and the
musculoskeletal changes.
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We have discussed the common
presentations occurring in pregnancy
including the high risk conditions of
hypertension and pre-eclampsia.
We have also discussed the
demonstrated effectiveness of massage
therapy during pregnancy. Women who
received massage therapy reported
decreased depression, anxiety, and leg
and back pain. Cortisol levels decreased
and, in turn, excessive foetal activity
decreased and the rate of prematurity
was lower in the massage group. In
a study of labour pain, women who
received massage therapy experienced
significantly less pain, and their labour
was, on average, three hours shorter and
featured a reduced need for medication.
An underlying process, currently being
explored, concerns the possibility that
these effects are mediated by increased
vagal activity (Field et al, 2010).
Research is providing health professionals
greater understanding of the amazing
phenomenon of new life. Rigorous
research, which is analysing and further
developing the efficacy of perinatal
massage, creates the opportunity
to provide these services within a
collaborative perinatal care unit amt
* C McInerney: Study of response to
massage in third trimester: Clinical
study and review of 80 case studies
(unpublished study).
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relaxation massage, advanced sports
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	Award entitlements and conditions
for massage therapists
by Rebecca Barnett
AMT receives many requests from
members for advice and information
about working conditions. This is the
second in a series of articles about
entitlements, agreements and awards for
massage therapists.
Negotiating rates of pay with a
prospective employer can be daunting.
The task is even more intimidating if
there is nothing to benchmark against in
the form of a minimum wage or award.
The good news is that there is, in fact,
a modern award that covers Remedial
Massage Therapists, which has been in
place since January 2010.
The Health Professionals and Support
Services Award 2010 sets out in detail
award wages and associated entitlements
for Remedial Massage Therapists. Along
with the National Employment Standards
(NES), it provides a safety net of minimum
terms and conditions that cannot be
altered to the disadvantage of the
employee/therapist. In fact, since January
2010, minimum workplace conditions can
only come from registered agreements,
awards or legislation.1
What does this actually mean? In essence,
an employer cannot legally enforce an
employment contract on a massage
therapist that imposes lesser conditions
and entitlements than what is stipulated
in the Award and the NES. So, for example,
if a prospective employer wants you to
sign an employment contract that gives
you less than 10 days personal leave or
places you on a lower pay rate than the
Award, they are operating in breach of the
provisions of the Fair Work Act 2009.
The Award and NES only apply to
massage therapists who are employed
on a full-time, part-time or casual basis.
Independent subcontractors are not
covered by an Award or the NES but,
instead, negotiate their own hourly
contract rates with employers. If you’re
unsure whether you are a subcontractor
or an employee, you can revisit the “Am I a
subcontractor or employee?” article in the
June 2015 issue of In Good Hands.

The National Employment Standards
The National Employment Standards set
out ten basic entitlements that employers
must adhere to.
These are:
1. M
 aximum weekly hours of work –
38 hours per week, plus reasonable
additional hours.
2. R
 equests for flexible working
arrangements – allows parents or
carers of a child under school age or
of a child under 18 with a disability,
to request a change in working
arrangements to assist with the child’s
care.
3. P
 arental leave and related
entitlements – up to 12 months
unpaid leave for every employee,
plus a right to request an additional
12 months unpaid leave, plus other
forms of maternity, paternity and
adoption related leave.
4. A
 nnual leave – four weeks paid leave
per year, plus an additional week for
certain shift workers.
5. P
 ersonal / carer’s leave and
compassionate leave – 10 days
paid personal / carer’s leave, two
days unpaid carer’s leave as required,
and two days compassionate leave
(unpaid for casuals) as required.
6. C
 ommunity service leave – unpaid
leave for voluntary emergency
activities and leave for jury service,
with an entitlement to be paid for up
to 10 days for jury service.
7. L ong service leave – a transitional
entitlement for certain employees
who possessed certain LSL
entitlements before 1/1/10 pending
the development of a uniform
national long service leave standard.
8. P
 ublic holidays – a paid day off
on a public holiday, except where
reasonably requested to work.

9. N
 otice of termination and
redundancy pay – up to 4 weeks
notice of termination (5 weeks
if the employee is over 45 and
has completed at least 2 years of
continuous service) and up to 16
weeks redundancy pay, both based
on length of service.
10. Provision of a Fair Work
Information Statement – employers
must provide this statement to
all new employees. It contains
information about the NES, modern
awards, agreement making, the
right to freedom of association,
termination of employment,
individual flexibility arrangements,
rights of entry, transfer of business,
and the respective roles of Fair
Work Australia and the Fair Work
Ombudsman.
Casual employees can receive only NES
entitlements relating to unpaid carer’s
leave, unpaid compassionate leave,
community service leave and the Fair
Work Information Statement.
The Health Professionals and Support
Services Award
Remedial Massage Therapists and
Myotherapists are classified as Health
Professional employees under the Award.
(The Award actually refers to “Masseurs,
Remedial” but let’s not hold that against it
– it’s an artefact from state legislation, such
as the NSW Public Health Act which AMT
has since had amended).
The following table shows the minimum
Award Wage for a Health Professional
Employee Level 1, based on a 38-hour
week. Employees enter at the relevant
pay point based on qualifications and
experience, then progress annually or, in
the case of a part-time or casual employee,
every 1824 hours until they reach pay
point 6.
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Table 1: Minimum weekly wage for
Health Professional Employees2

Fact Sheets
The following Fact Sheets from the Fair Work Australia website may also be helpful.

per week $

Introduction to the National Employment Standards:
http://www.fairwork.gov.au/ArticleDocuments/723/Introduction-to-the-nationalemployment-standards.pdf.aspx

Pay point 1 (UG 2
qualification)

802.30

Pay point 2 (three year
degree entry)

833.30

Fair Work Information Statement
http://www.fairwork.gov.au/ArticleDocuments/724/Fair-Work-Information-Statement.
pdf.aspx

Pay point 3 (four year
degree entry)

870.10

Minimum Wages
http://www.fairwork.gov.au/ArticleDocuments/723/Minimum-wages.pdf.aspx

Pay point 4 (masters
degree entry)

900.20

Modern Awards
http://www.fairwork.gov.au/ArticleDocuments/723/Modern-awards.pdf.aspx

Pay point 5 (PhD entry)

980.70

Pay point 6

1015.50

Progression through to higher levels
of classification (Health Professional
Employee Level 2 - 4) is usually based on
annual movement, as well as acquisition
and use of skills.
Bear in mind that these are the minimum
rates that an employee must be paid –
employers can and often do pay above
the Award rate.
Apart from stipulating minimum wages,
the Award also covers:
• ordinary hours of work, Saturday and
Sunday work, overtime penalty rates
and higher duties
• a nnual leave, public holidays and
personal leave
• superannuation
• types of employment
• termination and redundancy
• dispute resolution.
The full text of the Award is available for
download from the Fair Work website:
http://www.fwc.gov.au/documents/
documents/modern_awards/pdf/
MA000027.pdf
AMT recommends you take the time to
download and read the Award if you are
unsure about any of your entitlements in
the workplace or you are negotiating pay
rates with a prospective employer. amt
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	Book Review: Fascia in Sport and Movement
by Andrew Shepherd
I find that possessing at least a basic
grasp of the properties of fascia helps
with the ‘why’ aspect of fascial treatment
in practice. If you understand the nature
of the tissue, then you will be better
equipped to treat it.

Authors: Robert Schleip, Amanda Baker
(Assistant Editor)
ISBN13: 978-1-909141-07-0
Edition no: 1
Pages: 276
Illustrations: 60 line drawings and 100
colour and black & white photographs
Publisher: Handspring Publishing
Publication date: 14 January 2015
Edited by fascia guru Robert Schleip,
Fascia in Sport and Movement presents
the latest research on fascia in an
accessible format. Readers are
introduced to fascia as a dynamic, global
and integrated part of the human body;
an understanding that better equips
manual therapists such as massage
therapists for the treatment and
management of soft tissue injuries.
The book has been split into two
sections: the first ten chapters outline
the latest theory and research in the field
of fascia, and the second section (which
is composed of 15 chapters) discusses
clinical applications. Each chapter has
been authored by different experts
in the field, including Ulm University
researchers Werner, Klingler and
Phillip, and Stephen Mutch, a founding
member of the Fascia Research Society.
The first section begins by describing
fascia as a body-wide network of kinetic
energy-storing tissue, and discusses the
anatomical and physiological properties
of this soft tissue.

The descriptions of fascia are rich and
in-depth: from a biochemical through
to cellular, tissue and organ level. The
authors also discuss how the anatomy of
fascia relates to its biomechanical force
transmission throughout the body: from
the various membrane sheaths around
muscles, to the fascia of organs and even
the meninges of the brain and spinal
cord, fascia’s long chains of interwoven
elastic and collagenous connective
tissues complement, support and
facilitate movement. Section One even
features a chapter by Tom Myers about
his famous Anatomy Trains, including
many of the comprehensive fascial chain
diagrams from his original text.
I like the first section’s comprehensive
description of the relationship between
the myofascial system and the nervous
system, from the fascial end-organ to
the higher levels of control exercised by
the CNS. It is important to understand
in practice how this works - in my
experience, the right kind of interaction
with the fascia during therapy can often
have profound beneficial effects for CNS
function.
I was disappointed, however, by the lack
of information about the relationship
between fascia and the skeletal system.
To adequately explain how force is
transmitted through myofascial tissues,
at least some explanation about how
this affects bones both locally and
globally, and the immediate and longterm effects of fascial loading on bones,
is needed.
The theory section includes a chapter
about how movement is affected by
fascial chains and fascia pathology - a
grasp of this by the therapists is a
must if they are to be successful in its
treatment - and finally, a chapter about
the fundamentals of fascial training.

The clinical applications section gets
down to the nitty-gritty of how the
fascia works during training.
It begins with the basics of fascial fitness
- described by Robert Schleip - and
then moves on to fascia’s application
to various forms of exercise and sports
including yoga, pilates, dance, running,
walking and martial arts. (My favorite
section is “Plyometric training: Basic
principles for competitive athletes and
modern ninja warriors!”) These chapters
explain the loads placed on fascia and
potential associated injuries, and are
helpful for therapists who work regularly
with athletes and sports people. There
is also an interesting section about
understanding mechano-adaptation
of the fascia during loading, plus
regeneration and repair of fascia.
The final chapter by Leon Chaitow, an
osteopath and senior lecturer at the
University of Westminster also known
for his articles on muscle energy
techniques, discusses assessment of
the fascia and fascial injuries, and is a
must for any therapist who treats the
fascia. The bee that commonly buzzes
in my bonnet is the need for adequate
assessment and re-assessment of the
client, and this chapter brings it home.
Overall, Fascia in Sports and Movement
is a well-written, well-paced book. It
is a relatively easy read compared to
some textbooks, without insulting
the intelligence of the reader. The
illustrations and diagrams are clear
and to the point, and the overall
layout allows for quick reference. I
would recommend this book for any
bodyworker who works with fascia
(that’s all of us isn’t it?). I would
even recommend it to surgeons who, for
so many years, have seen fascia as the
stuff that gets in the way of the scalpel.
One final note – the convenient size of
the book lends itself to an ease of use,
and it won’t break your bookshelf! amt
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Practitioner Profile - Jenny Della Torre
From birthing wards to nursing
homes - veteran massage therapist
Jenny Della Torre has plenty of handson experience massaging a diverse
range of people, and in a variety of
settings. In this edition of In Good
Hands, we chat to the Sydney-based
AMT member about massage work
in care facility settings, changes in
the profession throughout her years
working as a massage therapist, and
sustaining a massage practice into
retirement …
How long have you been massaging?
I began studying massage in 1999 at
Endeavour College in Sydney and joined
AMT at the same time.
But this wasn’t your first foray into
massage …
No, before studying massage, I was –
and still am – a double certificate nurse
(general and midwifery).
In 1976, our family moved from Italy
to Canada. After my son was born, I
became involved with La Leche League
Canada, an organisation consisting of
mothers helping other mothers with
breastfeeding. In 1977, we returned
to Italy. My nursing qualifications did
not extend to Italy, so I continued my
involvement with La Leche League,
attending groups in Milan.

Ironically, when I went back to Italy
years later after receiving my massage
qualification, I wasn’t able to massage – in
Italy, one has to be a doctor to massage.
Tell me about your current massage
work.
I massage both clients and staff at a
number of care facilities including
Calvary Holistic Healing Centre; at Frank
Vickery Village (an aged care facility in
Sydney); and at a number of nursing
homes. Additionally, for the past 12 years,
I have been performing chair massage
at a mental health social leisure group. I
also have a few private mobile massage
clients.
What type of massage techniques do
you use in care facilities?
The type of massage I perform in care
facilities is extremely relaxing, and
primarily about providing social contact
for the residents. Many of the people,
particularly in the nursing homes but also
in residential care, don’t receive many
visitors. The nursing staff can be very busy
and are quite often short-staffed.
Giving half an hour of one-on-one
attention to a person, talking to them,
providing social contact, while you
perhaps gently massage their hand,
or even just hold their hand, is very
important.

In 1982 I became a La Leche League
Leader, running a group for mothers, and
lecturing nurses at local hospitals about
the benefits of breastfeeding. As a part
of that role, I offered baby massage on a
volunteer basis with the new mothers.
I then became a volunteer consultant
at the pediatric section of Macedonio
Melloni hospital, where I was invited
by one of the doctors to perform baby
massage in the hospital.

The work that I do mainly consists of
massaging shoulders, hands, fingers,
arms, and feet, and being there and
having time to talk and listen. It’s about
giving appropriate touch in a very gentle
way – holding clients and being with
them in a person-centred way. It is about
giving compassion with dignity.

On returning to Australia, I extended my
training into massage. Some aspects of
nursing, such as sponging a patient’s
back, are similar to massage strokes,
so I found massage fit in perfectly with
nursing.

The work depends on the needs of the
clients. I always ask them: “What do you
want to me to, what do you need?” I
listen to their story before massaging,
and take it from there. It’s important for
me to be very present with each client.
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I also do palliative care massage, which
is a much lighter touch – and even more
centred on the person.

Jenny Della Torre

What first attracted you to massaging
in care facility settings?
I first came to this work through my
nursing background. Now, as I’m getting
older, I find that I really value the social
contact, and I feel useful listening to
people’s stories. It is also a physically less
demanding type of massage.
How do your clients respond to
massage?
Massage benefits every human being –
from babies right up to the elderly. (One
of my clients is 96 years old.)
I find that almost 100 per cent of my
clients, whatever the age, when massaged
with appropriate touch in an appropriate
way, gain a general sense of relaxation. It
might not happen straightaway – quite
often, for a person who is in a particularly
emotional state, it’s not until close to the
end of the massage that you start to get
that feeling through your hands that they
are relaxing. I sometimes joke and say
‘perhaps you are ready for a massage now’.
I am also a member of Alzheimer’s
Australia and find that massage is
extremely beneficial to people with any
form of dementia because you are there
with them, and even though you might
not be speaking, you are near them. And
that is powerful.
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What is your favourite part of the job?
Being with the individuals, whatever their
age, being present with them, and being
able to care with my two hands to benefit
their health and wellbeing.
Are there challenging aspects to
the work?
I don’t find massage work particularly
challenging. I take people on face value
as they come in. I haven’t had problems
with aggressive clients or anything like
that, and I’ve always had the support
of other therapists if something should
concern me. But that’s happened very
rarely.
However, there are times when massage
can be emotionally challenging. This is
sometimes the case with patients who
are very much in need of personal and
emotional comfort, for example, if they
are very sick or have an anxiety problem.
In all the times I’ve been massaging I
could probably count the incidents on
one hand where I have had to stop, and
say, “I need more time after this patient.” In
these instances, after the massage, I like
to take a walk along the beach and watch
the waves, or as soon as I get home, take
a warm shower. I find water very relaxing
and it helps to flow those feelings away
from me.
I also find it important to choose my own
hours, and to be grounded and centred
in myself.
In your experience, is it difficult for
massage therapists to find work in
care facilities?
Yes. For example, I have circulated my
resume and talked to many different
residential care facilities, and in my
experience, they are usually more
inclined to employ a physiotherapist than
a massage therapist. A lot of the time,
physiotherapy is included in the price for
nursing home care, whereas massage
therapy requires an extra payment by the
relatives. I don’t charge very much, but
it is an amount of money on top of the
already high fees that they are paying for
their relatives to be in nursing home care.

What advice would you give someone
wanting to get involved with massage
in care facilities?
I would suggest they go around to
nursing homes in their area and present
themselves with their resumes and
their interest and try to get an interview.
Present the case for massage therapy
and the benefits it can offer: it is one-onone time, and aside from the benefits
of touch, the massage therapist is also
listening to the patients, and being with
them, which is important.
And it’s also different from volunteers
who come to nursing homes and sit
with patients (usually for only around 10
minutes at a time) because you are giving
that skin-to-skin contact and relaxation
– even if it is simply giving a hand or arm
massage, or gently placing your hands on
their shoulder.
Is special training needed for this type
of massage work?
If you are a member of an association
and have your insurance, it’s not so
much about the training – your massage
certificate or diploma courses usually
cover what you need to know.
But having a mentor - pairing up with
another massage therapist who is
experienced in this type of work - is really
important. Mentoring can be a positive
learning experience for both the mentor
and the student. It’s also a great way of
giving each other support.

For example, in nursing homes, massage
has become more accepted by a number
of medical practitioners, such as doctors
and social workers. But it’s still only the
minority, not majority of practitioners
who accept it as a valuable form of health
care.
I think that it is important for massage
to be accepted more widely by the
medical profession, and I would like to
see it become an allied health profession.
This would help massage to become a
more accessible form of treatment for
all populations. Research statistics show
the benefits of massage for the health
and wellbeing of babies right through
to people who are chronically sick and at
end-of-life stage.
I’m excited about the work AMT is doing
to promote research in massage therapy,
and I would like to see this continue.
Do you plan on retiring from massage
work any time soon?
I plan on continuing with massage
work, but I will probably ease off on
remedial massage work and focus more
on the work I do in nursing homes and
residential care. I would also like to work
more in a volunteer capacity, and expand
my palliative care work. 	
amt

How important is self-care in
massage work?
If you care for yourself in every respect,
meaning physically, emotionally, and
spiritually, you are able to care for others
in a much better way.
I find swapping massages with other
therapists a fantastic way of caring for
myself – but I don’t do it nearly enough!
You’ve been a massage therapist for a
number of years. What changes have
you seen in the industry throughout
the time you have been practising?
I have seen changes in regards to
massage therapy being more accepted
as an integrated health modality, but so
far these changes have been relatively
small.
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	Fibromyalgia: Perspectives for the
Manual Massage Therapist - Part Three
by Steven Goldstein
This is Part Three of a three-part series
of theoretical, pathophysiological
presentations and practical
applications for treating fibromyalgia.
Part One discussed the historical
context of fibromyalgia and the
difficulty faced by clinicians in
identifying the clinical diagnosis for
fibromyalgia. Part Two examined the
causes of fibromyalgia syndrome and
the confusing client presentations a
practitioner may encounter. In this
third and final instalment, we will
outline treatment applications for
fibromyalgia.
Fibromyalgia (FM) is a syndrome of
widespread muscle pain and fatigue that
affects two to three percent of the world’s
population. It is defined by the American
College of Rheumatology (ACR) as
widespread musculoskeletal pain
including the tenderness, on palpation, of
a minimum of 11 of 18 specific soft tissue
tender points that conform to diagnostic
criteria established by a neurologist or
rheumatologist.
As discussed in Part Two, research and
evidence points to pathology within the
central nervous system’s pain processing
centres. This phenomenon is referred
to as central sensitization, which is a
heightened and exaggerated response
to ‘persistent nociceptive input leading
to an increased excitability of the dorsal
horn neurons of the spinal cord’.1 The
most important consideration when
treating a person with fibromyalgia
syndrome is to avoid triggering flare-ups
of their pain.
Considerations before treatment
Fibromyalgia is a complex condition,
which may require several treatment
approaches.
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Common treatment approaches
for fibromyalgia include physical/
occupational therapy, acupuncture,
cognitive behavioural training, hypnosis,
growth hormone therapy, and support
groups.
It is common for fibromyalgia clients to
use a number of allopathic medications
to mitigate the effects of this debilitating
syndrome. Medications commonly taken
by fibromyalgia patients include tricyclic
anti-depressants, benzodiazopines (antidepressant/anti-anxiety medications),
serotonin-boosting medications,
muscle relaxants, non-steroidal antiinflammatory agents (NSAIDS), and sleep
medications.
Before treating a client suffering from
fibromyalgia, it is important to conduct a
thorough case history, including details
about medication and other treatments
the client might be using in conjunction
with massage therapy. For example,
it is vital to have an awareness of any
potential side effects clients may be
experiencing from their medications.
Models in the treatment of
fibromyalgia
Studies have indicated that both Swedish
massage and myofascial release are safe
and effective treatments for fibromyalgia
symptoms.2
Massage therapy has been found to be
useful in managing fibromyalgia. A study
of people with fibromyalgia conducted
by the Touch Research Institute at the
University of Miami School of Medicine
found that those who received 30
minutes of massage two times a week
for five weeks had less anxiety and
depression and lower levels of stress
hormones. Over time they reported less
pain and stiffness, less fatigue, and less
trouble sleeping.3

Myofascial release focuses on the ‘fascial
fabric’ that surrounds, encases and
creates boundaries within and around
muscular units.
The focus of the release technique is to
break adhesions and elongate the
‘fascial fabric’ according to myofascial
planes of distortion or tension known as
‘fascial lines’.
Additionally, researchers have
proposed that the fascial dysfunction
in fibromyalgia could be caused by
chronic tension in the fascia and an
impaired fascial healing response
due to inadequate growth hormone
stimulation.4 According to Liptan et al
(2013), a trauma may trigger prolonged
dysfunction of the stress response
in genetically prone individuals. This
dysfunctional chronic autonomic arousal
and hypervigilance may cause excess
fascial tension, interfere with deep sleep
and impair growth hormone release.
In response to such chronic excess
fascial tension, fibroblasts are likely to
overproduce collagen and extracellular
matrix in a continuous attempt to
respond to the increased mechanical
stress and, simultaneously, inadequately
stimulate the production of growth
hormones. Such an impaired fascial
healing response may result in chronic
fascial inflammation. Anti-inflammatory
processes are also compromised, which
again keeps the body in a state of
hypervigilance.
Soft tissue techniques for
fibromyalgia
Soft tissue mobilisation can assist in
freeing up restrictions and restoring local
blood flow to hypertonic muscles and
fascia in fibromyalgia clients. However, it
is important not to increase pain during
treatment in already hypersensitised
clients. Sensitised muscle nociceptors (ie,
pain receptors) are more easily activated
and may respond to normally innocuous
and weak stimuli such as light pressure
and muscle movement.5
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When treating fibromyalgia clients, it
is recommended to start soft tissue
mobilisation superficially, by applying
well-tolerated strokes along the length
of the muscle fibres, and then progress to
deeper strokes perpendicular to the soft
tissue fibres.
While aggressive ways of treating
trigger points (eg, the use of ischaemic
pressure) are usually not well tolerated
and therefore not recommended, trigger
point therapy still has a role to play. The
secret is modification.
Modification using trigger point
protocol
Much of the pain experienced by people
with fibromyalgia may be located in
trigger points. While it is important
to deactivate these trigger points,
deactivation should be performed as
gently as possible to avoid aggravating
the pain.
Normal trigger point protocol is to elicit
a depth of pressure on a pain scale of
6/10-8/10, sustained for 30 seconds or no
more than three times, intermittently, for
10-12 seconds.
For patients suffering fibromyalgia
syndrome, it is crucial not to elicit an
intense barrage of painful stimuli, which
can trigger pain ‘flare-ups’ (a more
severe episode of the background
pain that already exists). Instead, start
lightly, at around 2/10 on the pain/
depth scale. Maintain the pressure, while
communicating closely with your client.
Once the client reports a lessening in
pain sensation, the therapist can attempt
an increase in digital pressure, again
staying well below normal thresholds.
Autonomic Nervous System
Approach: The Use of Holding
Techniques
Holding techniques are valuable in the
treatment of fibromyalgia symptoms.
Holding techniques, such as the Two
Point Technique, work by stimulating
mechanoreceptors in the soft tissue
which send ‘inhibitory’ messages through
the autonomic nervous system, thus
reducing ‘firing’ by the sympathetic
nervous system (SNS) - ie, the flight or
fight response - and bringing about
a parasympathetic - rest and repose response.

Figure 1.1 Holding Technique, also known as the Two Point Technique

The Two Point Technique refers to the
simple placement of two hands at the
same time on specific locales on the
body (see Figure 1.1). The top or superior
hand rests either between umbilicus
and pubis or umbilicus and respiratory
diaphragm, while the bottom or inferior
hand is placed in the ‘small of the back’.
Fingers need not reach across the spine,
but should instead rest on or around the
lamina groove.
Dalton’s approach
According to founder of the Freedom
From Pain Institute, Erik Dalton, although
pain from fibromyalgia primarily
manifests in specifically designated areas,
therapists should treat holistically, rather
than locally. While traditional massage of
a peripheral pain site temporarily calms
cutaneous skin and fascial receptors
(thus reducing superficial pain), it is not
reaching the root of the problem.
Dalton’s view is that the first line of
defense for relieving basic fibromyalgia
symptoms should be body therapy and
exercise, including postural assessment
and evaluation. To alleviate deep-seated,
joint-complex pain, the client must be
actively involved.

While it is tempting for the client to relax
and not move joints and muscles that are
hurting, moving them is one of the best
preventive and curative measures found
so far to alleviate the painful symptoms.6
Exercise increases levels of serotonin
and growth hormones: pain reducing,
muscle-repair hormones that people
with fibromyalgia may lack. Exercise
also increases blood flow to the muscles.
Research has demonstrated that people
with fibromyalgia experience less
blood flow to their muscles, which may
contribute to pain.7
Dalton recommends the use of
‘enhancer’ techniques in the treatment of
fibromyalgia.
According to Dalton, “Enhancers can
be any micro or macro movement
performed by the client that puts
an activating force through the
neuromyoskeletal system to affect
cutaneous, as well as articular, receptors.”8
In these techniques, deep pressure is
applied on the Golgi Tendon Organ via
the tendons, ligaments and joint capsules
while the client is performing active and
passive movements.
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The following technique is an example
of an enhancer that uses MET (Muscle
Energy Technique) principles to unlock
thoracic extensors in fibromyalgia
patients:
Articular Receptor Enhancement for the
thoracic spine
Step One: Instruct the client to lie on
his or her side, arms in front of the body
and hands in prayer position. If the
external rotators of the shoulder are
hypertonic, the elbows won’t meet, and
will be ‘splayed apart’. If this is the case,
don’t attempt to force the arms into
position. Simply roll the client forward to
accommodate the arms as comfortably
as possible. (See Figure 2.1)

The therapist instructs the client to move
their hands cranially (superiorly). Hold for
5-10 seconds, and then release.
(See Figure 2.4) Repeat this step, this time
instructing the client pushing their hands
towards their feet.
 epeat sequence with the client lying on
R
the opposite side. Once completed, allow
the client to ‘rest’.

Step Two: Once in position, instruct
the client to isometrically contract
against the therapist’s hands with a force
no greater than 5-10 per cent, in the
directions listed below:
(Note: An isometric contraction is a
muscle contraction without appreciable
shortening or change in distance
between its origin and insertion. Critical
to the success of the technique is the
concept of ‘low loading’, or resistive force.
Low loading targets intrinsic thoracic
musculature and joint or articular
receptors.)
1. The therapist places one hand lightly
on top of the client’s elbows (as a
stabilising hand), and their other hand
under the client’s hands. Instruct the
client to take a deep breath, and on
exhalation, ask the client to lightly
press his or her arms down towards the
table. Hold for 5-10 seconds, and then
release. (See Figure 2.2)

Figure 2.1

2. The therapist places one hand on top
of the client’s elbows (as a stabilising
hand) and one hand on top of the
client’s hands. Instruct the client to take
a deep breath, and on exhalation, ask
the client to lightly press his or her arms
up towards the therapist’s hands. Hold
for 5-10 seconds, and then release. (See
Figure2.3)
3. The therapist places one hand on top
of the client’s elbow (as a stabilising
hand). The therapist places his or her
other hand around the client’s wrists
(to keep the client’s hands level).

28 september 2015 journal

Figure 2.2

Resting is an integral part of the
technique, as it allows the autonomic
nervous system response to ‘kick in’. This
‘rest’ usually can take from 20-30 seconds.
After the rest period, you should notice
a change in your client’s contracture
around the targeted mid thoracic spine,
and a noticeable relaxation to the softtissue and joint indicated by the splayed
elbows now being able to touch.
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Conclusion
Fibromyalgia is a difficult syndrome to
treat. In my experience, indirect methods
of treatment such as holding techniques
and Articular Receptor Enhancement
are highly advantageous compared to
direct methods, such as compression into
the soft-tissue. Minimising nociceptive
barrage for the client is paramount. By
using non-painful techniques, a therapist
can create an environment whereby pain
is reduced. Even if only for a short time,
this reduction in pain can demonstrate to
a client that fibromyalgia is manageable
over time, with education. Consistency
in the use of modalities that target a
reduction of the ‘triggers’ that enable
fibromyalgia, delivered by a few key
practitioners, can reduce this difficult and
debilitating syndrome.

6. Dalton, (2006) Fibromyalgic pain: fact or
fiction.
7. Shah JP, Gilliams EA (2008) Uncovering the
biochemical milieu of myofascial trigger
points using in vivo microdialysis:
An application of muscle pain concepts
to myofascial pain syndrome. Journal
of Movement & Bodywork Journal, Oct;
12(4):371-84.

8. Dalton (2002) Receptor Techniques
for Painful Necks. Article derived from
workshop “Receptor Techniques for Difficult
Necks … Beat Pain at Its Own Game,”
presented at the AMTA National Convention
in 2002. Accessed online August 15 at
http://erikdalton.com/media/publishedarticles/receptortechniques-for-painfulnecks/
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Provider Recognition Criteria
AMT has negotiated provider status on behalf of members with the Health Funds listed. All funds require a minimum of $1 million insurance, first
aid and CEUs.
Health Funds and Societies
ahm Health Insurance

CRITERIA
Medibank Private

A.C.A Health Benefits Fund

Onemedifund

Cessnock District Health Benefits Fund

Peoplecare Health Insurance

CUA Health Limited

Phoenix Health Fund

Defence Health

Police Health Fund

Frank Health Insurance

Queensland Country Health Ltd

GMF Health

Railway & Transport Health Fund Ltd

GMHBA

Reserve Bank Health Society

health.com.au

St. Luke’s Health

Heath Care Insurance Limited

Teachers Federation Health

HIF WA

Teachers Union Health

Latrobe Health Services (Federation Health)

Transport Health

Mildura District Hospital Fund

Westfund

These funds recognise Senior Level One and Two members. Providers must also
meet Medibank's Diploma duration requirement of one year to be eligible.

ARHG recognises all AMT practitioner levels. They require you to use their provider
number. This number is AW0XXXXM, where the X’s are your 4-digit AMT membership
number.

Navy Health Fund

Australian Unity

Australian Unity recognises members with HLT50302/07 Diploma of Remedial
Massage, HLT50102/07 Diploma of Traditional Chinese Medicine Remedial Massage,
HLT50202/07 Diploma of Shiatsu and Oriental Therapies, 21920VIC or 21511VIC
Advanced Diploma of Remedial Massage (Myotherapy), Diploma of Health Science
(Massage Therapy), Advanced Diploma of Applied Science (Remedial Massage)
and Advanced Diploma of Soft Tissue Therapies. Existing Senior Level One and Two
providers remain eligible.

BUPA

BUPA recognises members with HLT50302/07 Diploma of Remedial Massage,
HLT50102/07 Diploma of Traditional Chinese Medicine Remedial Massage,
HLT50202/07 Diploma of Shiatsu and Oriental Therapies, 21920VIC or 21511VIC
Advanced Diploma of Remedial Massage (Myotherapy). Existing providers
remain eligible.

CBHS Health Fund Ltd

CBHS recognises all AMT practitioner levels.

The Doctor’s Health Fund

Doctors’ Fund recognises members with HLT 50302/07 Diploma of Remedial
Massage, Advanced Diploma of Applied Science (Remedial Massage), Advanced
Diploma of Soft Tissue Therapies, Advanced Diploma of Remedial Massage
(Myotherapy) and Bachelor of Health Science (Musculoskeletal Therapy). Existing
providers remain eligible. They require you to use their provider number. This number
is AMXXXX, where the Xs are your 4-digit AMT membership number.

GU Health

GU Health recognises members with HLT50302/07 Diploma of Remedial Massage,
HLT50102/07 Diploma of Traditional Chinese Medicine Remedial Massage,
HLT50202/07 Diploma of Shiatsu and Oriental Therapies, 21920VIC or 21511VIC
Advanced Diploma of Remedial Massage (Myotherapy), Diploma of Health Science
(Massage Therapy), Advanced Diploma of Applied Science (Remedial Massage)
and Advanced Diploma of Soft Tissue Therapies. Existing Senior Level One and Two
providers remain eligible.

HBF

HBF recognises Senior Level One and Two members.

HCF

HCF recognises members with HLT50302/07 Diploma of Remedial Massage,
21920VIC or 21511VIC Advanced Diploma of Remedial Massage (Myotherapy),
Advanced Diploma of Applied Science (Massage) and Diploma of Health Science
(Massage Therapy). Existing providers remain eligible. Providers must also meet HCF's
Diploma duration requirement of one year to be eligible.

NIB

NIB recognises members with HLT50302/07 Diploma of Remedial Massage;
HLT50102/07 Diploma of Traditional Chinese Medicine Remedial Massage;
HLT50202/07 Diploma of Shiatsu and Oriental Therapies; Advanced Diploma of
Remedial Massage (Myotherapy)

WorkSafe Victoria

Worksafe Victoria recognises Senior Level One and Two members.

To be eligible to remain on the above Health Fund lists you must:
1. Be financial and have a commitment to ongoing education (ie: an average of 100 CEUs per year)
2.	Provide your clients with a formal receipt, either computer generated, or with rubber stamp or address label clearly indicating practitioner’s name, AMT member
number (eg: AMT 1-1234), practice address (no PO Box numbers) and phone number. Client’s name, date of treatment, nature of treatment (ie: Remedial Massage),
and particular health fund provider number may be handwritten.
3.	Provide AMT Head Office with a practice address (or business address for mobile practitioners; no PO Boxes) - failure to supply these details to us will result in your
name being removed from health fund listings.
4. Notify AMT HO of up to four practice addresses. Medibank Private will only issue provider numbers for three practices.
Please check the AMT website for further information on specific Health Fund requirements: www.amt.org.au

Calendar of Events
September
March
June 2011
20132015
18-19
25-27
26-28
28-30
30

CEUs

Onsen Volume IV Functional Assessment and Correction of the shoulder, neck and upper thoracic. Presented by Jeff Murray.
Kingscliff, NSW. Contact 0427 310 510 or info@beyondmassage.com.au www.beyondmassage.com.au
70
CORE Myofascial Therapy 1. Presented by George Kousaleos. Sydney, NSW.
Contact Budiman 0402 059 570 or terrarosa@gmail.com Register at www.terrarosa.com.au
105
Oncology Massage Module One. Presented by Tania Shaw. Bundaberg, QLD. Contact Kylie Higgins 0408 077 123
www.oncologymassagetraining.com.au
105
CORE Myofascial Therapy 2. Presented by George Kousaleos. Sydney, NSW.
Contact Budiman 0402 059 570 or terrarosa@gmail.com Register at www.terrarosa.com.au
105
The Shoulder Online Workshop. Developed by Bradley Collins. Contact info@thetherapyweb.com www.thetherapyweb.com
This course can be started anytime throughout the year and can be completed at your own pace
25

October
2015
March
June 2011
2013
2-4
2-6
3-4
5-6
9-11
10-12
11
16-18
17-18
17-19
17-18
24-25
24-25
25
25
30-1/11/15
30
30-1/11/15
31-1/11/15
31-1/11/15

CEUs

Master Class in Traditional East-West Cupping. Presented by Bruce Bentley. Sydney, NSW.
Contact 03 9576 1787. www.healthtraditions.com.au
Advanced Certificate in Integrated Cupping Therapy. Presented by Bruce Bentley. Sydney, NSW.
Contact 03 9576 1787 www.healthtraditions.com.au
CORE Myofascial for the Back and Neck. Presented by George Kousaleos. Sydney, NSW.
Contact Budiman 0402 059 570 or terrarosa@gmail.com Register at www.terrarosa.com.au
Modern Cupping Therapy. Presented by Bruce Bentley. Sydney, NSW. Contact 03 9576 1787. www.healthtraditions.com.au
CORE Sport and Performance Bodywork. Presented by George Kousaleos. Brisbane, QLD.
Contact Budiman 0402 059 570 or terrarosa@gmail.com Register at www.terrarosa.com.au
Oncology Massage Module Two. Presented by Deb Hart. Nedlands, WA. Contact Kylie Higgins 0408 077 123
www.oncologymassagetraining.com.au
Sciatica, Piriformis Syndrome and Hip Pain. Presented by John Bragg. Springwood, NSW. Contact 0410 434 092
www.johnbragg.com.au
Oncology Massage Module Two. Presented by Bronwyn Sutton. South East, NSW (Location TBC).
Contact Kylie Higgins 0408 077 123. www.oncologymassagetraining.com.au
Chinese Cupping Therapy. Presented by Master Zhang Hao. Strathfield, NSW. Contact 0416 286 899
www.chihealing.com.au
Oncology Massage Module One. Presented by Amy Tyler. Castle Hill, NSW. Contact Kylie Higgins 0408 077 123
www.oncologymassagetraining.com.au
Neurostructural Integration Technique Introduction. Presented by Wendy Eyles. Sydney, NSW.
Contact 0412 417 719. Email: harmony4massage@gmail.com
Modern Cupping Therapy. Presented by Bruce Bentley. Launceston, TAS. Contact 03 9576 1787.
www.healthtraditions.com.au
Neurostructural Integration Technique Introduction. Presented by Robert Monro. Brisbane, QLD.
Contact 0448 428 020. Email: nstqld@gmail.com
Lower Back Pain and Pelvic Stability. Presented by John Bragg. Springwood, NSW. Contact 0410 434 092
www.johnbragg.com.au
Soft Tissue Therapy Congress 2015. Presented by Melbourne Institute of Massage Therapy. Heidelberg, VIC
Contact 1300 839 839 or visit www.mimt.edu.au
AMT Regional Mini Conference 2015. Coffs Harbour, NSW. Contact 02 9211 2441 or info@amt.org.au
For more details please browse the conference section of the website here
Evidence Based Relaxation Therapy: Physiological and Psychological Benefits. Presented by Dr Judy Lovas.
Kirribilli, NSW. 9.00am -12.00pm. For bookings and more information please visit www.artandscienceofrelaxation.com
Oncology Massage Module Two. Presented by Deb Hart. Hillier, SA. Contact Kylie Higgins 0408 077 123
www.oncologymassagetraining.com.au
Joint Mobilisation and Stretching of the Thoracic Spine and Ribcage. Presented by Joe Muscolino. Sydney, NSW
Contact Budiman 0402 059 570 or terrarosa@gmail.com Register at www.terrarosa.com.au
Neurostructural Integration Technique Introduction. Presented by Shayne Sullivan. Geelong, VIC.
Contact 0417 011 192. Email: shaynesullivan1@gmail.com

November
March
June 2011
20132015
2-3
11-12
13
13-17

175
70
70
105
105
35
105
70
105
70
70
70
35
35
150
15
105
70
70

CEUs

Arthrofascial Stretching. Presented by Joe Muscolino. Sydney, NSW.
Contact Budiman 0402 059 570 or terrarosa@gmail.com Register at www.terrarosa.com.au
Advanced-Trainings.com Neck, Jaw and Head. Presented by Bethany Ward and Larry Koliha. Perth, WA.
Contact 02 9211 2441 or info@amt.org.au To register download and complete the form here
Advanced-Trainings.com Headaches and Migraines. Presented by Bethany Ward and Larry Koliha. Perth, WA
Contact 02 9211 2441 or info@amt.org.au To register download and complete the form here
Neurostructural Integration Technique Basic. Presented by Ron Phelan. Ocean Grove, VIC.
Contact 0419 380 443. Email: bowenst@iprimus.com.au

Please view the Calendar of Events on the AMT website
for the complete 2015 listing: www.amt.org.au

105

70
70
35
175
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