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Strengthening the 
presence of massage 
therapy in palliative care
This article by palliative care MT Ronna Moore describes palliative care and the key 
characteristics of the people it serves. It provides a summary of the role of massage therapy 
within this field of practice and some of the special conditions attaching to that role. 
Through raising awareness of the challenging but rewarding nature of this complex clinical 
environment, it may also encourage therapists to consider undertaking training in this 
specialised field of therapy, particularly at a time when the integration of massage therapy 
into the palliative care environment appears to be strengthening. 

T
he practice of professional nursing 

ushered in by Florence Nightingale 

in the 1800s included training in 

massage skills, and in many 

countries, including Australia, nursing 

textbooks continued to document applications 

for massage until the 1970s.1 Contemporary 

medical care has greatly reduced the capacity 

for nurses to provide massage to hospital 

patients and it is no longer a generally 

recognised component of the nurse’s skill set. 

Nevertheless, acknowledgement of the benefit 

of comfort-oriented massage for the seriously 

ill person has never entirely diminished, with 

its continued presence most evident in the area 

of palliative care. In the United Kingdom it is 

estimated that over 70 per cent of hospices 

offer massage therapy.2 In Australia, with 

smaller numbers and a lower profile, massage 

has been provided by massage therapists in 

hospitals, hospices or in the community in 

pockets of activity across the country, for 

decades. 

What is palliative care?
In simple terms, palliative care refers to the 

medical and other care provided to persons of 

any age with a life-threatening illness, having 

little or no prospect of a cure, until their death. 

It is a relatively recent branch of medicine, 

emanating from the hospice movements of the 

United Kingdom, Canada and the United States 

in the latter half of the 20th century.3

The word palliative derives from the Latin 

word ‘palliare’ meaning ‘to cloak’. Use of the 

word was prompted by the Canadian physician, 

Balfour Mount, seeking to capture the sense of 

‘wrapping’ or ‘enveloping’ implicit in  the model 

of care pioneered by Dame Cecily Saunders. 

Saunders was a British nurse, social worker 

and physician who began working with 

terminally ill cancer patients in the late 1940s. 

It was her response to the general neglect and 

unrelieved suffering of these patients which 

led to her establishment of St Christopher’s 

Hospice, in London, in 1967. Mobilised by 

compassion, but informed by rigorous science, 

this hospice enabled her to put into practice the 

holistic approach to caregiving she had 

envisaged.3,4 

Her simple philosophy was to address the 

multi-dimensional nature of the suffering of 

the dying person. 

Contemporaneously, influence from other 

sources emerged to bolster what was seen as a 

paradigm shift in the approach to professional 

care provision. In 1969, Elisabeth Kübler-Ross 

published her book On Death and Dying which 

facilitated a more open discussion about the 

needs of the dying.5 

And also from the United States came the 

bio-psychosocial model of medical care as 

conceptualised by physicians such as George 

Engel. Engel proposed that a comprehensive 

understanding of all the factors encountered 

by a person facing a medical crisis would lead 

to a beneficial impact on care.6 Not only was 

this approach more humane, it also ensured 

better clinical outcomes, a proposition 

consistently borne out in studies demonstrating 

the benefits of palliative care.7,8 

‘Rather than disease-focused, person-

focused’. 9

These intersecting concepts culminated in 

the framework for providing support to 

terminally ill patients, and their families, 

which defines palliative care as it is understood 

today.

Other salient features of palliative care 

detailed in the expanded version of the World 

Health Organisation definition are that it 

affirms life, but regards dying as a normal, 

natural process; it intends to neither hasten nor 

postpone death; and that it offers a support 

system to help the person live in accordance 

with their needs and wishes, as actively and 

World Health Organisation 
Definition

Palliative Care is an approach 
that improves the quality of life of 
patients and their families facing 
the problems associated with life-

threatening illness, through the 
prevention and relief of suffering 
by means of early identification 

and impeccable assessment 
and treatment of pain and other 
problems, physical, psychosocial 

and spiritual.10
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comfortably as possible, be it days or years, 

until death. 

Other characteristics of the palliative 

approach to care of relevance to all health 

professionals, including massage therapists, 

engaged in providing care for this population 

are that primary caregivers are included in the 

unit of care, meaning that it is expected that the 

information, guidance and support provided to 

the unwell person will also be available to assist the 

family, or other people important to them, to cope 

throughout the illness, dying and death, and 

continue into bereavement. 

As a consequence of the broadness of scope 

in goals of care, it is acknowledged that no one 

person can be expected to deliver the complete 

suite of expertise required of such holistic care. 

Thus, care is typically devolved across a range 

of collaborating disciplines linked within multi 

or interdisciplinary teams. The creation, 

formally or informally, of such teams is a 

hallmark of palliative care, and seamless co-

ordination between all team members, and 

patients and families, is considered 

fundamental to minimising the burden of 

suffering and effective implementation of the 

palliative approach to care.10

Other core values of palliative care relate to 

Who’s in the team?
General practitioners, nurses,  

specialist physicians, specialist 
nurses, nurse practitioners, 

family support workers, 
psychologists, psycho-

oncologists, psychiatrists, 
bereavement counsellors, art 
therapists, music therapists, 
massage therapists, pastoral 
care workers, occupational 
therapists, physiotherapists, 

personal care assistants, aged 
care workers, volunteers, 

speech therapists, dieticians 
and any other practitioners 
identified by the patients 

as meeting their needs, for 
example, naturopaths or 

nutritionists.

What’s the difference?
Supportive care: all the elements of palliative care, sharing the same goals, but sometimes 

used where there is a prospect of a cure or where disease may be considered chronic, rather 

than progressive, most often in the oncology setting. May include rehabilitation.

Palliative approach to care: the holistic elements of palliative care delivered by health 

professionals and carers not necessarily specialised or credentialed to provide palliative care.

Palliative treatment:  as compared to active, curative treatment, chemotherapy, radiotherapy, 

surgery or other treatment aimed at alleviating symptoms arising from disease progression. 

Terminal care: in the palliative community this refers to the latter days or hours of life, 

alternatively referred to by the same community as:

End-of-life care: in the general community this can refer to the latter months or years of life. 

Terminal and end-of-life care is part of palliative care but not synonymous with it.

Specialist palliative care: the meeting of multiple or complex needs by a team of specialist 

health professionals whose primary focus is palliative care May be community based where 

persons receive care in their homes.

Hospice: in Australia this generally refers to a facility where people who are no longer 

receiving active treatment may be admitted for symptom management, respite or end of life 

care. ‘Hospice care in the home’ is its outreach version (similar to hospice as it is applied in 

the United States of America).

Aged care: may include palliative care but more generally describes care provided to  

the elderly.11

equity of access, empowerment of persons and 

the people important to them in regards to 

decision making and advocacy, and excellence 

and accountability on the part of the health 

professionals involved.

This model of care, and the values attaching 

to it, has been adopted as the means through 

which quality palliative care to all Australians 

aims to be delivered. The Standards and Codes 

of Practice documented by Palliative Care 

Australia (and most of the State and Territory 

Palliative Care bodies) reflect this 

commitment.12

However, while there may be a general 

agreement about the fundamental philosophy, 

variations in interpretation and applications, 

both globally and within Australia, are not 

uncommon. Terminology reflecting current 

usage in Australia is summarised in the table 

above. 

A key area of difference in practice relates 

to the timing of palliative care involvement. 

The current model advanced by both the 

clinical and research arms of the palliative and 

wider health community in Australia proposes 

the initiation of a palliative approach to care at 

the time, or shortly thereafter, of a person 

receiving a diagnosis of either a malignant or 

non-malignant life-threatening condition. It is 

intended that the involvement of health 

professionals from diagnosis forwards is based 

on a holistic accounting of a person’s needs 

matched with a consistent aspiration to 

improve quality of life. This means that some 

palliative care services may be provided 

simultaneously with active, curative or life-

prolonging treatment, until that is, such 

treatment is no longer desirable or beneficial 

(see the diagram overleaf). This has 

implications, not only for which service will be 

involved, but also for how the service will be 

delivered: as a person’s disease progresses, the 

focus of care swings more comprehensively 

towards addressing symptom management, 

quality- and end-of-life and bereavement 

needs.

It can be readily appreciated that this holistic, 

integrated bio-medical, psychosocial and 

spiritual model approach to care provides the 

best chance for a person with a serious illness 

to live as well as and as long as possible. As 

such, the palliative approach to care is 
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considered the exemplar among medical or 

health care models. The ‘best care possible’ as 

described by Ira Byock MD in his book of that 

title.12 Indeed there is growing advocacy for 

more widespread application of this approach 

across the medical system as a whole.

That such care is not reliably delivered in 

our complex overextended and under-

resourced health system is not a failure of the 

model itself.

The experience of 
living while dying

‘The provision of exemplary 
care is a universal goal of 
health care providers. 
However by definition, 
palliative care has an 
expanded focus of care and 
this means that all health 
professionals are engaged in 
meeting the ‘total pain’ needs 
of clients and their families 
across the physical, 
psychological, social and 
spiritual dimensions of care’.13

With the above mind, it is incumbent upon 

therapists to have an appreciation of the 

totality of circumstances the person in front of 

them is likely to be facing. 

It will be immediately clear that there can be 

very few other circumstances in life that 

present as profound a challenge to one’s 

equilibrium as that of being in receipt of a 

diagnosis of a life-threatening illness, with or 

without a poor prognosis. 

The impact of such a life crisis is, of course, 

likely to flow across every aspect of a person’s 

life, affecting all ‘domains of personhood’: 

physical, emotional, social, familial, 

psychological and spiritual. This indeed is the 

terrain of ‘total pain’, the multi-dimensional 

suffering observed by Dame Cecily Saunders. 

Each one of these domains or dimensions is 

likely to have substantial challenges attaching 

to it. 

There are those of a physical nature. 

Adjustment to distressing changes or losses 

wrought upon the body by the disease itself, 

the day by day coping with variable and 

difficult symptoms, the effort to manage a 

health care schedule, medical treatments, and 

their sometimes debilitating side effects, 

singularly or in combination, such ‘tasks’ can 

be overwhelming.5

Equally overwhelming may be the 

psychological, emotional or existential 

consequences. Uncertainty, anxiety, coping 

with fear, finding the means for expressing 

feelings or maintaining a sense of self, a 

potentially diminished capacity to sustain 

relationships, to negotiate role or identity 

changes, manage financial concerns, all may 

threaten a person’s capacity to cope. In the face 

of such ruptures to ‘normal’ life, preserving 

hope or maintaining a sense of dignity or 

meaning might seem impossible.

It is not surprising in the face of such a 

tsunami of challenges that a tsunami of 

emotional and behavioural responses may 

result. The bewildering array of possibilities 

includes shock, fear, frustration, sadness, 

anger, disbelief, resentment, regret, shame, 

grief, resignation, demoralisation, depression, 

helplessness, hopelessness, disillusionment, 

despair.14

For family members also, these and similar 

challenges and responses are just as likely to be 

present, perhaps exacerbated by a high burden 

of care or anticipatory grief.

Indeed, most studies do indicate a prevalence 

of emotional distress and mood disorders 

among cancer sufferers and the terminally ill, 

and their families, with emotional distress 

perceived by some in the field to be so 

significant as to warrant consideration as the 

‘sixth vital sign’.15

However, it is also the case that human 

crises precipitate counter responses: courage, 

composure, gratitude, acceptance, grace, 

kindness, openness, humour, resilience, clarity, 

insight, resolution, joy, dignity, relief, hope, 

equanimity, a sense of wellbeing, 

meaningfulness or transcendence.14

Taking account of all these potentialities, it 

is clear that for each person, the experience of 

being seriously ill will be distinctly their own. 

It will be mediated by such things as the 

specific impacts of the disease itself upon them, 

its timing, its trajectory, or perhaps the 

meaning of illness or dying in the person’s 

religious or spiritual belief system. Individual 

coping style, intellectual ability, level of 

education or prior experiences, in combination 

with the person’s age, gender, ethnicity, 

cultural and socio-economic background, may 

all confer a confounding or moderating effect. 

The degree to which there are formal and 

informal supports in place, the presence of 

family or other close relationships, the tenor of 

concurrent life and a range of other personal 

variables may also impact upon this process in 

complex and unique ways.5

Experiencing challenging circumstances or 

a broad spectrum of emotions is by no means 

confined to the palliative population. However, 

there is an amplifying quality attaching to this 

time at the very edge of life which renders the 

palliative landscape a particularly intense one 

for its inhabitants. 

This includes the health professionals, 

massage therapists among them, whose role it 

is to bring forth the skills to support their 

clients at this most perilous of times.
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How does massage 
therapy fit into this 
picture?

‘The goals for massage 
therapy in the palliative 
context are to provide 
physical comfort and relief 
from suffering’.16

Touch delivered with the intention to calm, 

relieve or soothe is clearly a fundamental 

human experience. When skilful touch is 

delivered by a trained massage therapist, there 

exists a ‘taken for granted’ assumption that 

comfort for the recipient will surely follow. 

Simply and silently compassionate touch can 

offer solace to the potentially traumatised or 

sensitised person: mind, body and spirit. 

Unquestionably, ‘comfort’ is a desirable 

objective and a welcome outcome. 

Perhaps what is less well articulated or 

appreciated is the significant benefit to specific 

symptom and quality of life issues that may 

accompany comfort-oriented massage. In 

practice, the range of benefit traverses physical, 

social, psychological and spiritual domains of 

care and, as a consequence, massage therapy 

sits very readily within the palliative model of 

care.

Targeted issues for which massage therapy 

may routinely be considered for referral 

include:

• Anxiety, distress/stress17,27

• Care-giver burden18

• Constipation20

• Demoralisation/depression19

• Disrupted body image19

• Existential suffering20,21

• Fatigue23

• Generalised discomfort28

• Grief and loss19

• Musculoskeletal impairment24

• Nausea21, 22

• Oedema/Lymphoedema28

• Pain25,26

• Physical immobility24

• Shortness of breath23

• Sleeplessness27

• Social isolation.19  

This is a substantial list, and in the main, 

supported by either strong or indicative 

evidence of efficacy. In circumstances where 

there may be a high symptom burden and in 

what is often a highly medicalised 

environment, massage therapy demonstrably 

delivers a safe, effective and non-invasive 

means of ameliorating ‘total pain’ suffering. As 

a result, its provision is received with gratitude 

by the person and appreciation by other health 

professionals.

Massage therapists are therefore entitled to 

have considerable confidence in the value of 

their hands-on skills in contributing 

significantly to the wellbeing of terminally ill 

persons and their families.

However, the vulnerable palliative client 

brings a cornucopia of special conditions, 

unique challenges and potential risks, each 

carrying potentially serious implications for 

the manner in which massage therapy is 

administered. It is for this reason that massage 

therapy in this area is a specialised practice. 

With respect to massage skills, almost all the 

standard techniques within the scope of 

practice of the relaxation or remedial massage 

or myotherapy disciplines can be successfully 

incorporated into this environment, as can 

most other touch modalities.29

It is the capacity to modify and adapt 

techniques, not the techniques themselves, 

which is central to the safety and effectiveness 

of massage therapy in this setting. Resting 

upon a thorough understanding of the 

presenting and historical circumstances of 

each client at each session, the therapist must 

bring high level technical skills and 

considerable flexibility in the application of 

them. 

How can massage address either 

generalised or specific pain where there are 

widespread bone metastases or thrombi 

present? How will massage be delivered to 

the person undergoing chemotherapy where 

platelets have plummeted? How will 

dyspnoea, fatigue or nausea impact how 

massage is administered? How might the 

level of opiate cover affect the delivery of 

massage? How can techniques adapt to the 

different stages of motor neurone disease? 

How does the therapist negotiate surgical or 

open wounds, ascites, cachexia, cellulitis, a 

rapid flare in a symptom, compromised 

immunity, haemodynamic instability, 
indwelling catheters, a wheelchair?

Even where the symptom or issue for 

treatment may appear to be unrelated to the 

disease state, modification for safety remains 

the guiding principle. Gayle MacDonald, the 

highly regarded North American massage 

therapist and teacher, has written extensively 

for therapists on the subject of massage 

therapy for the medically vulnerable and has 

articulated a simple strategy from which both 

planning and implementation of  modifications 

can be progressed. Her pressure, site, position 

framework, combined with considerations of 

timing and pace, equips therapists with ‘a 
general tool to anchor them in this highly 
specialised world’.29

 It is the nature of modifications, and their 

selection, along with familiarity with diseases 

processes, treaments and their consequences, 

which forms the foundation for specialist 

massage skills training in this area.

There is presently no formal (meaning 

tertiary institution) post-graduate level 

training specifically for massage therapy in 

palliative care in Australia.

Comprehensive education for therapists 

providing massage for persons living with 

cancer is available through nationally available 

learning modules delivered by the not-for-

profit training group Oncology Massage 

Limited. Additionally, this organisation 

conducts training for palliative care in 

collaboration with the Program of Experience 

in the Palliative Approach (PEPA). Privately-

run short course training is also available 

through Palliative Care Massage Training in 

Melbourne. These programs are designed for 

post-graduate massage therapists. Units of 

competency within undergraduate programs 

are also available in some training organisations 

or institutions, serving to introduce the student 

to the concepts of working with seriously ill 

people.

 International training is available from a 

number of course providers such as the 

aforementioned Gayle McDonald, Tracey 

Walton or Healwell in the USA, with some 

content accessible on-line.30 
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Training for additional hands-on modalities 

such as manual lymphatic drainage, for which 

there are a number of providers in Australia, 

or sub-specialities such as neurological diseases 

or paediatrics, may be invaluable.

It is imperative that palliative care massage 

training not be confined to addressing physical 

aspects of care provision. Expanded knowledge, 

skills and competencies in attending to the 

psychosocial and spiritual aspects of care for 

persons and their families are needed to match 

the expanded holistic focus central to palliative 

care. That being said, it is not that massage 

therapists are expected to be counsellors, but 

rather, that they will possess the resources to 

skilfully respond to whatever arises, including 

being alert to the advisability of seeking 

involvement of other care team members.

Principles of palliative care, cultural 

awareness, family dynamics, grief and 

bereavement, high level communication skills, 

familiarity with common assessment tools, 

psychological first aid are some of the indicated 

areas of study or training which prepare the 

therapist for what may be very unfamiliar 

territory. 

Individual units of study in these subject 

areas are available at various universities, 

including on-line, with both fee paying and 

open access options. There are also 

opportunities for education provided by The 

Australian Government Department of Health 

in collaboration with Flinders University and 

Palliative Care Australia, such as PEPA and 

Palliative Care Curriculum for Undergraduates 

(PCC4U). Cross fertilisation with other 

professional streams, such as nursing, also 

offers a possible training pathway for massage 

therapists. The Australian Centre for Grief and 

Bereavement is an additional source of 

training, other educational resources may be 

found through the Palliative Care Knowledge 

Network, (CareSearch) and a host of other less 

formally structured learning environments 

depending upon the specific styles and interests 

of the therapist.11

Formal post-graduate level study in palliative 

care intended for health professionals (nurses, 

physicians, family support workers) is available 

at a small number of universities, for example, 

The University of Melbourne, in Victoria and 

Flinders University in South Australia. 

Prerequisites do apply, but if met, such courses 

are accessible to massage therapists. These 

Masters level courses are highly recommended 

as a means of both strengthening professional 

capacity and improving the profile of massage 

therapists in the palliative environment.

It is certainly preferable to undertake some 

elements of specialist training preparatory to 

entering the palliative workplace. This is 

especially relevant if the desired area of 

practice is a formal setting such as hospital, 

hospice or community based service. Current 

institutional credentialing requirements will 

be more readily satisfied if the therapist has 

undertaken additional training and has 

demonstrable expertise.

Please note this is by no means an exhaustive 

list and there may be other avenues for training 

unknown to the author at this time.

A final observation
All of the above indications for training are 

important, but will be rendered ineffectual if 

the personal characteristics of the therapist are 

not compatible with engaging with seriously ill 

people. Palliative care can be hazardous for 

workers!31

Persons motivated to be massage therapists 

have in all likelihood already demonstrated an 

inclination to be of a caring and empathetic 

nature. In the palliative context this is a 

necessary but insufficient attribute. Exposure 

to the risks of vicarious traumatisation or 

burnout, clearly injurious to oneself and 

potentially compromising the quality of care 

provided, is high.31

Thus, ‘Learning self-assessment skills is central 

to self-care and the maintenance of well-being. It 

is a skill that needs to be fostered, developed and 

constantly nurtured.’ 31

Self-awareness and self-knowledge are keys 

to the creation of therapeutic relationships in 

all settings, but perhaps more so here. 

Encounters in palliative care are often 

straightforward, but sometimes not. Sometimes 

the therapeutic transactional loop between 

giver and recipient is uncomplicated. 

Sometimes the space between becomes 

intimate, delicate, raw.

It is not that the therapist in palliative care 

strives to be removed, unmoved or unaffected. 

It is that one IS bound to be affected, in many 

and varied ways. Being in possession of a finely 

crafted synthesis of personal and professional 

resources bestows an ability to remain 

consistently open, receptive, responsive, non-

judgemental, compassionate, emotionally 

resilient and most importantly, reliably and 

therapeutically present.

‘Clinical excellence and tender human 

caring can co-exist’.12

Such is the specialist palliative care massage 

therapist. 

What’s ahead for the massage 
therapist in palliative care?

Encouragingly, a number of factors have 

recently emerged which, either directly or 

indirectly, are contributing to a growing 

receptivity to the provision of massage therapy 

within the Australian palliative setting. This 

includes recent policy initiatives by 

Government, both federal and state, addressing 

palliative and end-of-life care needs, a 

universal shift in focus in the health care 

sector towards a person-centred, collaborative 

and contested approach to service delivery, and 

an energetic public discourse about care for the 

terminally ill and death and dying in general.32 

This interest has been amplified in part by 

robust calls for change from high profile 

medical specialists such as Ranjana Srivatsava 

and in general by a mounting critique of futile 

treatment and a plea for a more compassionate 

and responsive medical system.33 

In parallel has been a sustained growth in 

accessibility to professional massage therapy 

throughout the wider community, a 

consolidating recognition of its benefits to 

consumers and the increasing availability of 

specialised training for therapists. 

From the point of view of massage therapy, 

this confluence of factors serves to strengthen 

the trend from a position in the margins to one 

of integration with the established health and 

medical system, particularly within the 

palliative context, for both employed and 

private practitioners. For the skilled and 

motivated massage therapist there is a world of 

possibility in this challenging but profoundly 
rewarding area of service.
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The role of MT in 
Palliative Care 

Submission
Massage & Myotherapy Australia made a 

recent submission to the Second stage of 

Human Services – Productivity 

Commission Public Inquiry, entitled 

Identifying Sectors for Reform:  

Opportunities in Palliative Care and End 

of Life Care. The author of this article, 

Ronna Moore, Palliative Care Massage 

Therapist, made an invaluable 

contribution to this submission, along 

with Geoffrey Bell and Michelle Vassallo.

The submission provides information 

to support extending the role of massage 

therapy and massage therapists in a 

variety of end-of-life and palliative care 

settings. Already providing a vital 

service, Massage and Myotherapy 

Australia believes that, further 

integration of massage therapy will 

contribute positively to creating greater 

contestability and competition, alongside 

improving affordable user access and 

choice. 

Using choice, anecdotal evidence, and 

a growing body of evidence provides a 

solid basis on which to extend massage 

therapy services. Extending services will 

enable the conduct of more detailed high 

quality studies and further our 

understanding about the efficacy, and 

physical and emotional benefits of 

massage for given conditions. In addition, 

massage is known to fill the gap when 

patients find that medications and other 

therapies are no longer effective, or are 

seeking an alternative that is more 

appropriate to their needs.

As a lower cost complementary or 

allied health option that is known to 

relieve pain and stress, the massage 

workforce already has highly skilled 

therapists practiced in palliative care 

settings, and the speciality is provided by 

education and professional development 

providers in various training settings.
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