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Background: This paper reports the results of a questionnaire exploring the role, training and experience
of a ‘clinical reflexologist’. The sample (n¼ 105) was delegates at a clinical reflexology conference held at
a major cancer treatment centre in the North West of England.
Results: The majority of participants had completed diploma level training (n¼ 73) and were female
(n¼ 99). 62% (n¼ 65) of the delegates had been practising for 6þ years and were practising in private
practice, hospices and NHS settings amongst others. 40% (n¼ 42) of participants actually worked across
more than one of these settings. Respondents also reported working with a variety of healthcare
concerns, including recovery from surgery, fertility, pain, smoking cessation and maternity and cancer
care. Additional information was gathered related to training, referral rates from health professionals and
access to professional and peer support.
Limitations: The questionnaire did not seek to explore what constitutes adequate training for clinical
reflexology practice or respondents’ view on whether being a registered nurse or allied health profes-
sional is a prerequisite for practising within a clinical environment. Additionally, caution must be taken
with the reported findings as the respondents chose to attend the conference.
Conclusion: This survey has provided, for the first time, some interesting information/views on what
constitutes ‘clinical reflexology’ and how some practitioners are developing their roles in healthcare
settings. Further research work is warranted.

� 2010 Elsevier Ltd. All rights reserved.
1. Introduction

Reflexology has increasingly become more common within
a variety of healthcare settings and is one of the top three most
popular therapies with patients in hospice settings.9,11 It has, and
continues to be, the focus of a number of groundbreaking studies,
most notably in cancer care and long termmedical conditions, such
asmultiple sclerosis, back pain and Parkinson’s Disease.8,12 Concern
has been expressed about the preparation of complementary
therapists to work with patients, given the complexities of diseases
and treatments.6 Indeed there has been debate in the literature
about whether all therapists working in healthcare settings should
be statutory registered as healthcare professionals, such as nurses,
midwives, physiotherapists or occupational therapists.15

‘Fitness for practice’ is a major clinical governance concern, not
only to ensure that safety is at the forefront of patient care, but also
to avoid costly litigation as a result of poor quality care and
dangerous practices.10 Responsibility and accountability are both
ta collection and entry.
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key principles for the conduct of professional practice. Importantly,
in healthcare settings a practitioner has wider accountability than
in private practice. Medical staff and other allied health profes-
sionals have to be consulted, and, in some organisations formal
approval is required for interventions with patients. Standard
operating procedures and policies are now universal in all health-
care settings to comply with clinical governance rules.

Clinical reflexology is not a new term. Aside from being the title
of an annual conference for 12 years, the term was used as the title
to a textbook first published in 20026 and in a new edition pub-
lished in 2010.14

In the last 10 years we have seen the inclusion of reflexology in
undergraduate programmes and more recently the launch of the
national reflexology curriculum endorsing the need to improve
practitioners’ knowledge of disease processes and boundaries of
clinical practice. Educators from a variety of clinical backgrounds
have run programmes and lectured here in the UK and on the
international scene. More recently research work has focussed on
the outcomes of reflexology for symptom management.12 As
a result, the term clinical reflexology is taking on new meaning in
the U.K.
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Table 1
Demographic characteristics of the sample (n¼ 105).

Demographic characteristic N/% of respondents

Age
20e30 yrs 5/5%
31e40 yrs 15/14%
41e50 yrs 35/33%
51e60 yrs 34/32%
61e70 yrs 16/15%

Gender
Female 99/94%
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2. Aims

The aim of the questionnaire was to gather information about
the demographics of participants attending the 12th U.K. Clinical
Reflexology conference and ascertain:

(a) Training, experience and place of work
(b) Details about access to support, supervision and journals
(c) Information about referrals from healthcare professionals
(d) Views on the appropriateness of the term ‘clinical reflexologist’
Male 6/6%

Years practising reflexology
<1 8/8%
1e5 32/30%
6e10 28/27%
11 or more 37/35%

Place of worka

Private 56/53%
Hospice 32/30%
Cancer/other charity service 28/27%
NHS 16/15%
School/College/University 16/15%
Other 11/10%

Training/level of related studya

Student 7/7%
Certificate 17/16%
3. Design and Methods

3.1. Study design and data collection methods

A de novo questionnaire originally designed, piloted and
distributed to participants at an international aromatherapy
conference in the UK was revised; this was distributed to reflexol-
ogists at conference in Manchester, UK. The questionnaire included
visual analogue scales (0e10) and open questions and requests for
information about participants’ backgrounds. In addition respon-
dents were asked to list common conditions/healthcare issues for
which they were consulted by patients.
Degree module 16/15%
Diploma 73/70%
Diploma in Holistics 17/16%
MSc/MA 1/1%
PhD 1/1%
Other 11/10%

Professional/peer support
Supervision 39/37%
Networking group/support 57/54%
Other forms of support 9/9%
3.2. Ethical considerations

The questionnaires were distributed via the delegate pack.
Participants were asked to complete on the first day of attendance.
Reminders were given at the start of the conference and during the
first break. The questionnaire was completed anonymously and the
data entered by a research assistant.
a Some respondents gave more than one answer.
3.3. Data analysis

The datawas entered into aMicrosoft Excel databasewith tables
and diagrams generated. No inferential statistical tests were
completed given the sample size and source.
4. Results

4.1. Characteristics of the sample

The sample (n¼ 105) was participants at a conference and
a study day at a major cancer care centre in the North West of the
UK. The majority of the delegates were from the England, Wales
and Scotland. The demographic characteristics of the sample are
given in Table 1. 94% (n¼ 99) were female and 6% (n¼ 6) weremale.
81% (n¼ 85) of the respondents were 41 years of age and above.
4.2. Training and education

The responses to the question about training and education
showed that many had completed a variety of courses at different
educational levels. 70% (n¼ 73) had completed a diploma in
reflexology. 16% reported completing a certificate level of training.
Additionally, 16% stated they had completed a Diploma in Holistics,
which commonly includes training in aromatherapy, massage and
reflexology. 15% had studied reflexology as part of a degree pro-
gramme and 2% (n¼ 2) had completed higher academic education
in related topics.
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4.3. Years of experience

62% (n¼ 65) of participants had been practising reflexology for
more than 6 years, 30% (n¼ 32) had been practising for between 1
and 5 years while only 8 respondents had been practising for less
than one year. It was an experienced group of therapists that chose
to attend the conference.
4.4. Place of work

Many delegates reported that they worked in more than one
sphere of practice; however, it is interesting to note that 30%
(n¼ 32) work in hospices and 15% (n¼ 16) in the NHS. 53% (n¼ 56)
also work in private practice e again this is a notable percentage
and may mean that a large percentage have the opportunity to
provide clinical reflexology in the private sector. 15% (n¼ 16) work
in education and training. A distribution of the places where the
respondents worked is shown in Table 1. 40% of respondents
(n¼ 42) work across more than one of the settings listed in Table 1.
4.5. Reasons for treatment

Variety of concerns were listed by respondents, these included
anxiety, stress, managing chronic/long term conditions, maternity
care, pain, sleeping difficulties and smoking cessation (see Table 2).
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Table 2
Reasons for treatment.

Reasons for treatments n %age

Stress 88 84%
Anxiety 72 69%
Depression 71 68%
Chronic illness 65 62%
Sleeping 65 62%
Pain 64 61%
Cancer 61 58%
Headaches 52 50%
Bereavement 46 44%
Surgery 43 41%
Fertility 24 23%
Maternity 23 22%
Other (not specified) 18 17%
Diet 14 13%
Smoking cessation 13 12%
Drug/alcohol 7 7%
Constipation 2 2%
Gynaecological problems 1 1%

Table 3
Journals read.

CTCP IT Reflexions CARJ TT CTIM JHH Other

n 33 32 28 22 22 20 6 10

CTCP e Complementary Therapies in Clinical Practice; IT e International Therapist;
CARJ e Journal of the Clinical Association of Reflexology; TT e Today’s Therapist;
CTIMe Complementary Therapies in Medicine; JHHe Journal of Holistic Healthcare
(Journal of the British Holistic Medical Association).
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4.6. Knowledge of reflexology and clinical application

Participants were asked to rate themselves, on a scale from 0 to
10, on whether they felt they had sufficient knowledge about
reflexology and its application with patients. The mean score out of
ten was reported as 7.43 (SD¼ 2.07).

4.7. Acceptability of the term ‘clinical reflexologist’

Participants were asked how acceptable they found the term
clinical reflexology. The participants may have a bias because they
chose to attend this conference. Respondents gave a mean score of
8.57 out of 10 (SD¼ 1.84).

4.8. Contact with healthcare professionals

46% (n¼ 48) receive direct referrals from healthcare profes-
sionals. 54% do not or rarely do so. This may suggest that it is the
therapists who receive referrals from health professionals that find
the term ‘clinical reflexologist’ acceptable i.e. appropriate. However,
it must be borne in mind that those who work in private practice
are often freer to practice clinically with patients who self refer. 21%
(n¼ 22) were consulted for advice at least weekly and a further 15%
(n¼ 16) felt they were consulted for advice on a monthly basis.

4.9. Access to journals

85% of respondents (n¼ 89) read at least one professional
journal while 48% (n¼ 50) read more than one. It was encouraging
that virtually all respondents had somemeans of keeping up to date
through reading current literature, most of which was peer
reviewed. Table 3 shows the choice of journals read.

4.10. Professional/peer support

37% (n¼ 39) of respondents reported receiving regular super-
vision and 54% (n¼ 57) had access to support in other support
groups/networks. 9% describe other individual arrangements with
managers and colleagues.

5. Discussion

This survey was carried out amongst a group of conference
delegates and so can only be representative of self-selecting
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individuals with an interest in clinical reflexology. The majority
were females over 40 years of age and had been practising for 6
years or more. Whilst over 50% worked in private practice, 40%
reported working across multiple settings. The majority of these
respondents seemed to work in a healthcare organisation and
supplement this through private practice or vice versa. This was
a snapshot in time and could be the basis of further survey work
investigating trends for reflexologists working in healthcare
settings. A wider survey with members of all the reflexology
organisations would also give a clearer picture.
5.1. Training, experience and place of work

Currently, there is no national recognised qualification required
for reflexologists to work in healthcare settings; neither are there
nationally recognised post qualification course for specialist prac-
tice. It could be argued that with adequate supervision and support,
reflexologists who have a Diploma in Holistic Therapies or certifi-
cate-level training, may be able to practise in a clinical environment
under the guidance of an experienced practitioner or one who is
a qualified healthcare professional. However, this may not be
sufficient to prepare those whowish to practice in specialist clinical
areas, such as maternity or cancer care.

The questionnaire did not seek to discover whether participants
also had a nursing, midwifery or allied health professional qualifi-
cation. Some organisations only allow reflexologists with a nursing,
midwifery or physiotherapy qualification to practise in the relevant
clinical settings unsupervised. The reluctance of NHS Trusts and
other healthcare providers to employ ‘lay’ reflexologists may be
because of concerns for risks to patient safety and the lack of
a nationally recognised training. Furthermore, the specialist nature
of some areas of clinical practice requires a deeper understanding
of conventional healthcare subject, such as physiology, pathology,
pharmacology and standard medical treatment. Many ‘lay’ reflex-
ologists may not have had sufficient level of training in these areas
or access to further courses on these topics once qualified. Areas
such as maternity and infertility work require practitioners to have
consolidated their initial learning and skills, and then to progress to
more in depth study of the subject before being adequately
prepared to work with the relevant client group in a clinical envi-
ronment, utilising clinical techniques which go beyond the generic
reflexology ‘procedure’. It does need to be acknowledged that some
reflexologists may believe that their treatments are ‘holistic’ and do
not pose any risks to patients or clients. This is a subject for further
debate particularly given the complexity and range of symptoms
and conditions reported by our respondents (see Table 2). It was
interesting to note that 70% of our participants who had completed
diploma level reflexology training felt confident or moderately
confident about their knowledge of clinical application at a level of
7.43 out of 10 (SD¼ 2.07). This being the case, it suggests that those
who completed the Diploma in Holistics or certificate training may
need to upgrade their training to diploma level prior to taking
advanced courses.

Education, training and continued professional development
(CPD) for reflexologists and other complementary therapists have
l reflexologist: An exploratory survey, Complementary Therapies in



J. Charlton et al. / Complementary Therapies in Clinical Practice xxx (2010) 1e54
been a key issue in the greater integration CAM. The House of Lords
Report3 highlighted the great variety of training courses available,
inconsistencies in curriculum content and continuing education
provision. 10 years on, we seem a little closer to resolving these
issues; the reflexology core curriculum has been launched but the
self-regulation of reflexology remains a process shared across
a number of professional bodies, each with their standards of
training and CPD requirements. It could be argued that diploma or
certificate-level training is not sufficient preparation for working in
a clinical setting, such as cancer or maternity care. CPD is an area of
great importance for an occupation claiming to be a profession,4

and reflexology is no exception. CPD requirements vary across the
many reflexology professional bodies, but the importance of CPD is
gaining recognition. Post qualification courses are frequently listed
on organisations’ websites and in the professional journals; these
include study days on ‘advanced’ techniques and specialist events
on maternity and cancer care. The authors involved in this paper
are regular contributors/teachers to these programmes both
nationally and internationally.
5.2. Support, supervision and journals

The survey did not gather information about continuing
education activities other than access to literature and supervision/
peer support arrangements. It is encouraging to note that many of
the respondents reported either being in supervision, having access
to network group or receiving clinical support at their place of
work. The frequencies and type of supervision (e.g. 1:1, group, peer
etc) were not asked for. The quality and value of these arrangements
do require further investigation. Supervision and support systems
are recommended as a means of encouraging and developing
therapists’ analytical and reflective skills.2,13 It has also been argued
that ongoing supervision and support help to reduce practitioner
burnout, help clarify professional boundaries and assists in
improving patient care.7 85% of participants reported having access
to one or more professional journal; with Complementary Therapies
in Clinical Practice included in the titles read. Additionally, partici-
pants also accessed reflexology specific journals; including Reflex-
ions and the Journal of the Clinical Association of Reflexology.
5.3. Referrals from healthcare professionals

Slightly more than half the sample rarely or did not receive
referrals from health professionals. Our respondents may have
come to the conference to hear about reflexology provision in
healthcare settings, networkwith service providers and understand
the processes of delivery in specific areas of clinical practice. Most
reflexologists work in the private sector and may have little contact
and/or experience of working with other health professionals. The
patient centred model requires cooperation between healthcare
professionals as part of a multi-disciplinary team (MDT); working
together to provide the highest standard of care.5Within healthcare
settings there is a culture of mandatory and continuing education
for staff with mandatory training provided internally e.g. fire, first
aid, moving and handling etc. Healthcare professionals are required
to maintain a portfolio of ongoing education. If reflexologists and
other CAM therapists are to become a welcomed presence in MDT
team they too will need to comply. Although it is not within the
remit of this paper to discuss the training ofmedical professionals, it
is pertinent to mention that the House of Lords Report3 called for
medical undergraduates and other health professionals to be fam-
iliarised with CAM.
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5.4. Finally the term ‘clinical reflexologist’

Attending a conference with the title of ‘Clinical Reflexology’
would suggest a level of interest in this approach in practice. The
use of the term ‘Clinical Reflexology’ should not be divisive, because
it denotes an advanced level of practice rather than the place of
practice. Indeed, private practitioners may have greater freedom to
practise clinical reflexology in its totality, although whether or not
they take clinical responsibility for their practice could be chal-
lenged. The majority of our respondents appeared to be largely
accepting of the term ‘Clinical Reflexology’; this finding cannot be
generalised to a wider reflexologist population given the title of the
conference.

6. Limitations

The questionnaire used was a modified version of one used in
a survey of delegates to a Clinical Aromatherapy conference at the
same centre with some similar findings in terms of gender distri-
bution, years of experience and areas of practice.1 Respondents in
this study were self-selecting in that they elected to attend the
conference and clearly had an interest in clinical reflexology. We
did not ask respondents if they had health professional training.
The questions about contact with health professionals did not go
into any detail, for example, for what reason or by whom
(e.g. doctor, nurse etc). The questionnaire did not ask if participants
also had a nursing or allied health professional qualification. Some
organisations only allow reflexologists with a nursing, midwifery or
physiotherapy qualification to practise in the clinical settings
unsupervised. This is a subject for further debate. The finding and
observations cannot therefore be generalised to a wider or inter-
national population of reflexologists.

7. Conclusion

The term ‘clinical reflexology’ denotes an advanced level of
practice rather than the place of practice, and therefore includes
reflexologists in private practice who practise at an advanced level.
Questions arise from this study as to what constitutes adequate
training (i) for clinical or advanced practice, (ii) for practising in
a clinical environment and whether a reflexologist also needs to be
a registered nurse, midwife or allied health professional to practise
in a clinical environment. Importantly, views on core competencies
were not gathered. We need to be cautious about the findings and
comments, given the respondents chose to attend the conference
and training event. Below are some recommendations to explore
some of the key issues raised in the formulation and analysis of the
questionnaire data.

8. Recommendations

� Further exploration is needed into the extent to which clinical
reflexology is integrated in supportive and palliative care
settings in both charitable organisations and the NHS.

� The level at which reflexology is practised should be congruent
with the therapists’ levels of training and experience.

� Further exploration/debate onwhether a reflexologist needs to
be a registered nurse, midwife or allied health professional, in
order to work in a specialist clinical environment, without
direct supervision.

� All reflexologists working in clinical practice should have
access to mentoring/supervision/research and training
programmes.

� The formulation of policies for safe and effective practice
should involve reflexologists
l reflexologist: An exploratory survey, Complementary Therapies in
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� Further research is required, out with a wider population of
reflexologists, to gather views on the term ‘clinical reflexolo-
gist’ and the training needed to develop the role in healthcare
settings.
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