
 

College of Massage Therapists of British Columbia 
#103-1089 West Broadway, Vancouver, BC  Canada V6H 1E5 

Tel: (604) 736-3404  Fax:  (604) 736-6500 
Email: office@cmtbc.bc.ca 

 
COLLEGE OF MASSAGE 

THERAPISTS  

OF BRITISH COLUMBIA 

  

Further Commentary on the Risk of Harm  

Associated with the Practice of Massage 
Therapy 

  

  

  

A SUPPLEMENTARY RESPONSE 

to the Health Professions Council's February 1999  

Preliminary Report on the Massage Therapists Scope of Practice 

  

  

  

July 6, 2000 

  

 

 

mailto:office@cmtbc.bc.ca


Introduction 

Although the purposes for which massage is performed cover a very broad spectrum, it is widely believed that, 

regardless of the primary purpose of the massage treatment, therapeutic benefits will be produced. As a result of 

this belief in the general therapeutic efficacy of massage, it is the common practice in North America to refer to 

all professional massage treatments as “massage therapy”.  

When discussing massage therapy, the College of Massage Therapists ("CMT") believes it is critical to 

distinguish between those forms of therapeutic massage where the primary intent of the treatment is the 

production of specific therapeutic effects, and massage treatment in which the primary intent is the production 

of therapeutic benefits of a more general nature by means of a less pathology-focused approach. The therapeutic 

intent with which massage is performed has significant implications for the potential risk of harm associated 

with the massage treatment. 

Therapeutic Intent 

Treatment with a general therapeutic intent is performed with the primary purpose of producing general effects 

such as muscle relaxation; increased circulation; reduction of heart rate and arterial pressure; symptomatic relief 

of excessive muscle tone and other non-specific musculoskeletal aches and pains; improved flexibility and range 

of motion; psychological stress and anxiety reduction; emotional calming; increased physical and psychological 

comfort; pleasurable sensation and enhanced sense of health and well-being. These effects are general in the 

sense that, although some of them may be focused on specific body regions or systems, they are not directed 

towards altering pathological processes in direct and specific ways. Numerous therapeutic benefits have been 

demonstrated to result from this form of treatment1-23, and although the practitioner is aware of and may intend 

to elicit these benefits, they result secondarily from the primary purposes of treatment as described above. 

Where the massage treatment is performed with a specific therapeutic intent, the selection and application of 

manual techniques involves a deliberate attempt to produce an impact of a structural or physiological nature 

such that it will alter the signs, symptoms, or pathological processes of a disease or disorder. The treatment is 

planned based upon an evaluation of the pathological processes known or believed to be present, and techniques 

are selected for the sake of the specific effects they are known or believed to produce. These techniques may 

include some that involve sufficient biomechanical force to alter tissue structure and which are intended to produce 

controlled tissue disruption. 

Risk of Harm 

Massage therapy is unusual as compared to most therapies in that its effectiveness is greatly out of proportion to 

its potential risk for causing harm. It is highly unusual for a normal, healthy individual to be injured through 

massage treatment, although such injury has been reported24. However, massage performed with specific 

therapeutic intent often involves working on soft tissues to a greater depth and with the application of more force as 

compared to massage performed with general therapeutic intent. Treatment also tends to be focused on isolated 

structures such as tendons, musculotendinous or tenoperiosteal junctions, ligaments, or joint capsules. The pressures 

and tensions applied during this type of massage therapy create the possibility for tissue damage, in the form of 

microtears, and bruising and inflammation, particularly where musculoskeletal injury, disease, or other medical 



condition increases the vulnerability of tissues. Similarly, the increased circulation induced by massage techniques 

may be harmful rather than beneficial where certain abnormalities are present25. Consequently, working with a 

specific therapeutic intent creates the possibility of producing damage, and implicit within the therapeutic intent is 

the assumption that the tissues being treated are not normal and healthy. 

This risk of harm is conditional in the sense of being associated with the treatment of people with pre-existing 

pathology or other conditions predisposing to injury, and/or with the use of techniques of a type and with an 

intent that is specifically therapeutic. The risk of harm from massage increases in direct proportion to the type 

and severity of conditions for which clients/patients seek specifically therapeutic treatment, and the degree to 

which practitioners see the primary purpose of treatment as the production of direct therapeutic effects on the 

presenting condition. 

In general, we may consider the factors creating a risk of harm associated with massage therapy as falling into 

the following three categories: 

1.        Failure to recognize the presence of a condition for which the effects of massage may be harmful. 

2.        Failure to avoid or modify treatment appropriately to prevent injury where an abnormal or pathological 

condition is known to exist. 

3.        Inappropriate application of therapeutic massage techniques that are potentially harmful in and of 

themselves. 

With regard to the first of the above categories, Failure to recognize the presence of a condition for which the 

effects of massage may be harmful, the inherent difficulties in protecting the public from this type of risk 

without unduly restricting both amateur and professional massage for purposes of relaxation, recreation, and 

general therapeutic benefits are so great that they preclude attempting to do so. The value and benefits of 

massage are sufficiently great and the magnitude of this risk is sufficiently small that we may reasonably 

disregard this as a relevant factor in a discussion of scope of practice and reserved acts for massage therapists. 

On the other hand, all health professionals licensed to perform treatment with a specific therapeutic intent 

should be required to receive adequate training in the recognition of conditions where massage treatment is 

contraindicated. 

The second category, Failure to avoid or modify treatment appropriately to prevent injury where a condition is 

known to exist, is not a type of risk that affects normal, healthy persons. Common sense and reasonable caution 

serve to protect the public from this risk of harm in both amateur massage and in treatment by professionals 

whose primary intent is to provide relaxation, recreation, and general therapeutic benefits of massage. These 

individuals will usually be aware of the limitations of their training and skills and will normally be motivated to 

avoid any treatment that appears to hold any risk. On the other hand, the risk of harm in situations where 

pathology is present becomes significant when the practitioner holds the belief that s/he is capable of producing 

specific therapeutic effects in a beneficial way, directs treatment toward the production of such effects, and 

utilizes specialized techniques for this purpose. At least two examples of such occurrences have been published 

in the recent medical literature, one involving renal-artery embolization in a patient with aortic occlusion25, and 

the other involving displacement of a ureteral stent26. The only way to protect the public from risk of this sort is 



through restricting the performance of massage treatment with specific therapeutic intent to those practitioners 

who have been adequately trained and are licensed to do so. 

The third category of risk, Inappropriate application of specific therapeutic massage techniques that are 

potentially harmful in and of themselves, arises when massage practitioners employ techniques that are designed 

and intended to alter tissue structure. Some examples of these techniques include joint mobilization, deep tissue 

massage, and deep friction massage, which are of considerable value in the treatment of musculoskeletal injuries 

and other conditions in which inflammation, fibrosis, adhesions, and loss of normal tissue extensibility contribute to 

pain and reduced range of motion27-42. Joint mobilization, for example, involves movement of a joint beyond the 

range that can be performed voluntarily by the client/patient and is achieved through the application of an 

external force, either to overcome mechanical resistance or to produce motion in a direction that cannot be 

produced through voluntary muscle activity. This action creates a risk of damage to joint structures if the force, 

direction, amplitude, or velocity of movement exceeds the mechanical tolerances of the tissue. Amateur 

masseurs and masseuses and professional practitioners performing massage for relaxation, recreation, and 

general therapeutic benefits are highly unlikely to use these techniques, and therefore do not pose a risk to the 

public from that source. The risk of harm becomes significant when the practitioner’s primary intent is to 

produce a therapeutic benefit and s/he is therefore strongly motivated to seek out and use these techniques in the 

treatment of clients/patients. It should be noted that normal, healthy individuals as well those with pre-existing 

pathologies are at risk of harm from these techniques. A case in which an otherwise healthy woman developed 

bleeding in the liver following deep tissue massage that caused a rupture of a blood vessel has been recently 

reported24. The most effective way to protect the public from this risk of harm is through restricting the 

performance of massage treatment with specific therapeutic intent to those practitioners who have been 

adequately trained in the use of manual techniques whose purpose is primarily therapeutic in nature. 

Frequency of Reports of Injury from Massage Therapy 

Reports in the medical literature of injury resulting from massage have been rare in the past. This can be readily 

understood in terms of the practice and training norms that prevail throughout most of North America. With the 

exception of those in British Columbia and Ontario, massage therapy schools do not usually attempt to provide 

training in diagnostic assessment and the full range of modern manual therapy techniques. Training in Swedish 

massage is typically combined with one or two other techniques, which may be “Western” or may be from 

completely different treatment paradigms, such as shiatzu or reflexology. Relaxation massage and general rather 

than specific therapeutic effects are emphasized. Also, although there has been a great increase in public interest 

in massage therapy and other forms of complementary health care in recent years, information presented at a 

recent meeting of the National Certification Board for Therapeutic Massage and Bodywork (May 19-20, 1999) 

indicated that a majority of US practitioners do not provide treatment in a medical context and receive few if 

any medical referrals. It was estimated that fewer than 25 % of all practitioners in the US currently do any 

medically oriented massage that involves treating clinically diagnosed conditions. The three most often cited 

reasons for receiving massage therapy by US consumers are relaxation (27%), relief of muscle soreness, 

stiffness or spasm (13%), and stress reduction (10%). Outside of BC, both physicians and the public have tended 

to approach massage therapy treatment with caution, and primarily for relaxation and other general therapeutic 

benefits. Patients with musculoskeletal injuries and disorders typically receive treatment from MDs or other 

health care professionals rather than massage therapists. This is not a pattern of massage therapy practice 

associated with a significant risk of harm. 



But several reports of injury resulting from massage have recently appeared in the medical literature, and we 

may expect this to occur with increasing frequency for three reasons: 

�         the standards of training for massage therapy remain very low. The majority of regulatory jurisdictions 

within the United States require 500 hours or less of training, and these are based almost solely on hours of 

instruction and practice and with no real definition of content; 

�         the increased public interest in traditional and alternative therapies increases the likelihood of minimally 

trained massage practitioners treating clients who are seeking therapy for pre-existing medical conditions; 

and 

�         an increased tendency on the part of minimally trained massage practitioners to view their role as 

providers of specific rather than general therapeutic benefits results in an increased willingness to treat 

clients for medical conditions, and to use potentially harmful methods and techniques without adequate 

training to support this practice. 

As the number of patients seeking alternative medical therapies increases, there is an inevitable tendency for 

massage practitioners who are focused on the therapeutic results of massage to make a shift from treatments of 

general therapeutic intent to specific therapeutic intent as defined at the beginning of this report. When such a 

shift occurs, massage begins to entail an inherent risk of harm that does not otherwise exist. The practitioner is 

more likely to be performing massage on an individual in whom a pathological condition is known to exist (an 

individual is unlikely to subject a sensitive or painful body part to massage treatment without the belief in a 

resulting benefit). The practitioner will choose to use specific manual therapy techniques for sake of their 

purported therapeutic effects, even though these techniques may not be pleasant and may involve forces or 

directions of movement that are potentially harmful. Because treatment is performed for specific therapeutic 

purposes rather than immediate relaxation, decreased pain and increased pleasurable sensation, the practitioner 

will tend to disregard and also advise the client/patient to disregard warning signs of injury such as discomfort, 

pain and bruising which would otherwise moderate the duration and intensity of application. Thus we may 

expect to see more reports of massage therapy related injury in the future. 

Regulatory Implications of Risk of Harm from Massage Therapy 

Registered massage therapists are the primary source of various forms of manual therapy in British Columbia. 

Massage therapy is unique in this province in that it has been a regulated health profession for over 50 years, it 

has been recognized by government and the public as an integral component of the provincial health care 

system, and treatment has been covered under the Medical Services Plan for more than 30 years. Throughout 

this period the practice of massage therapy has been predominantly focused on treatment on medical referral of 

patients with injuries, diseases, and disorders who have sought treatment within the conventional health care 

system. 70 % of British Columbia massage therapy patients are treated on medical referral for musculoskeletal 

injuries or other pathologies, a variety of conditions secondary to other diseases or disorders, or for conditions 

that are secondary to treatment of other diseases or disorder. There are clear differences in the safety 

considerations and the risk of injury associated with the treatment of a client population of which at least 70% of 

whom are known to have injuries, diseases, and disorders that are potential contraindications to certain forms of 

treatment, as in British Columbia, and a patient population of which 25% at most are likely to have such 

conditions, as in the US and elsewhere. The standards of training required for license to practice massage 



therapy in BC have recognized the risk of harm inherent in providing treatment with specific therapeutic intent 

to individuals with injuries, diseases and disorders, and have served effectively to protect the public from such 

risk. 

Practitioners who are not thoroughly trained in anatomy, physiology, pathology, history taking and 

physical assessment techniques are unlikely to have the knowledge and skill necessary to choose and 

effectively apply an appropriate method of treatment without risk of harm. Massage can be harmful to 

people with certain medical conditions and musculoskeletal injuries, and therefore, the therapeutic 

application of massage techniques should be reserved to practitioners who are trained to identify 

contraindications, to adapt treatment to the presenting conditions, and to utilize powerful manual 

therapy techniques both safely and effectively. We do not believe that it is in the public interest to allow 

inadequately trained individuals to perform soft tissue manipulations with sufficient force to produce tissue 

damage, and most especially with specific therapeutic intent on clients known to have pre-existing medical 

conditions. 

Recommendation 

Based on the analysis set out in this Supplementary Response, the CMT recommends that the Health 

Professions Council grant to the profession of massage therapy the following reserved acts: 

1. Making a soft tissue diagnosis by identifying a disorder or condition of the soft 

tissue as the cause of signs or symptoms of an individual. 
2. Using massage techniques for the treatment of an acute or chronic injury, 

structural abnormality or disease of the musculoskeletal system, or for the 

treatment of a circulatory or lymphatic condition that compromises either system. 
3. Manipulation of soft tissues with sufficient biomechanical pressure to cause tissue 

damage, including microtearing, bruising or inflammation. 

 In its November 1999 Supplementary Response, the CMT also recommended that massage therapists be 

granted the reserved act of "putting a finger beyond the labia majora or the anal verge" for the purposes of 

accessing the muscles of the pelvic floor. The College would be pleased to provide the Council with any further 

information that may be required to support this final reserved act for massage therapists.  
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