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Preface 

Over the twelve years of clinical practice as a manual therapist, how I work with chronic 

musculoskeletal pain clients has evolved from a direct approach to an indirect approach. 

This is dramatically different to that of my original professional training in therapeutic 

massage with the New Zealand College of Massage. My practice evolved due to my own 

observations that massage therapy direct techniques, no matter how hard I would try, 

sometimes did not help (even temporarily) and occasionally caused harm, and with 

research the realisation that many of my techniques and their purported mechanisms 

were not supported by strong evidence.  

I then began to ‘really’ listen to clients. I sought to understand their problems, which lead 

to comprehension of the wider contextual factors. Occurring simultaneously over the 

years, I relaxed the amount of pressure I used whilst massaging. This led to my own 

increased palpatory sensitivity and detection of subtle changes in the tissues under hand. 

From reading experiences and reflection s of it is apparent other massage practitioners 

have evolved similarly. 

The most significant change in my own practice happened over one week in 2012, after I 

returned from a three day cranial sacral therapy course. By chance while working, as I 

went to manoeuvre an elderly gentleman’s arm, I allowed him to lift his own arm and 

shoulder as I gently supported the weight of it. He was laying prone and I had not given 

him any instructions. To my surprise, his arm did not simply move into the next position; 

instead the shoulder and elbow flexed and extended several times before coming to rest. I 

had maintained the gentle support of the weight of the arm throughout this movement. 

From this experience I realised irrespective of which modality is employed, manual 

therapists typically ask their clients to “relax” and “don’t help” or move their own bodies 

when they are being worked with or positioned. So, I trialled this alternative way of 

working several times over, with multiple clients. I would gently take the weight of a limb, 

I supported joints, or I gently lifted the head and, on each occasion patiently waited for the 

expression of any muscle contractions into movement (without giving verbal instruction 

or physical leading). Often non-volitional movement occurred, and it appeared that this 

approach had therapeutic value. I then observed that this movement was encouraged to 

occur when with my hands I applied gentle cross fibre tension to the surface of the body. 

Within one session, I observed clients increased their range of motion with no external 

forces being applied on the joints themselves. Many discovered improved abilities to 
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move previously stiff and painful muscles and joints. I concluded that the gentle cross-

fibre stretch of the soft tissues resulted in increased muscle tone and with body weight 

support, spontaneous movement was enabled to be expressed. 

Another significant change in my practice was a shift away from a strictly biomechanical 

model of pain. As the techniques induced a ‘reflex like’ response from the musculoskeletal 

system, my need for structural assessment fell away. I maintained basic observations of 

standing posture but no-longer needed to assess joint ranges of motion or use special 

orthopaedic tests. I found that all relevant information could be collected during the 

interview process and course of treatment. Clients provided information about activity 

restrictions during assessment interviews, condition of the soft tissues was assessed by 

palpatory feedback with basic massage, and joint ranges of motion were expressed with 

the application of the new treatment technique. My approach then became more 

standardised, varying mostly in the amount of time spent with each joint or body part, but 

always treating the whole body and every joint. I found well-functioning joints and 

muscles behaved differently to poorly functioning joints and muscles. With this basic 

observation my focus shifted to the restoration of pain-free movement, or rather restoring 

the possibility of pain free movement, by using techniques that supported the body to 

move pain free.  

I developed and recorded the principles that started to guide my practice and searched 

for recognition of it in the literature, with the new focus combining the mobilisation 

technique we have called Gravity Relief Mobilisation (GRM) with gentle massage 

techniques to lift and shift muscles, nerves, and fascia. All without using pain-causing 

force against tissue restrictions and barriers. I found that although it could be classified as 

a myofascial induction therapy it retained a novel status by the principles that the limbs 

or head are relieved of their weight against gravity through the entire application of the 

technique and that no specific a priori treatment agenda is being followed beyond it being 

a holistic (whole body) intervention.  

As a member of Massage New Zealand, I am ethically bound to apply evidence-based 

treatments. If none exists, then the next best thing is clinical experience and judgement. 

With my clients appearing to have benefitted from this new approach, and my ongoing 

use of it in clinical practice, I am driven to scientifically evaluate its effects and this has led 

to the writing of this treatment manual.  
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The manual therapy techniques (GRM and relaxation massage) employed are one aspect 

of the intervention characterised in this manual. Treatment sessions always include 

empathic listening to the client and provision of basic exercise and stretching advice. 

These aspects are integral to the professional practice of massage therapy. 

I would like to thank and acknowledge massage therapist and Otago University Research 

fellow Melanie Brown, for her input and editing of this treatment manual to make it 

comprehensible to my fellow massage therapy practitioners.  

 

Heidi H Verhagen  

Rotorua, New Zealand, 2017 
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GUIDE TO THIS MANUAL 

This treatment manual has been written to operationally define a massage practice 

intervention for low back pain being evaluated using systematic research methods. 

This intervention was developed over 12 years by the practitioner–researcher 

addressing non-specific low back pain with massage therapy-based treatments. The 

treatment manual is an attempt to standardise the intended intervention with each 

research participant in a series of single case experiments evaluating its effects on 

chronic low back pain.  

The intervention has been defined in terms of a proposed rehabilitation treatment 

taxonomy. The principle of the taxonomy links together treatment theory, 

ingredients of the intervention and treatment targets (Whyte et al., 2014). Other 

terms used are part of the manual therapy lexicon or have been coined by published 

manual therapy practitioner–researchers. 

The Manual is organised into seven sections. First is a guide to this manual and the 

intervention, including principles of treatment, and technical parameters. In the 

second section the intervention process is described in detail and involves: 

assessment, treatment planning, and treatment delivery. Additionally, the relevant 

clinical reasoning process that precedes the start of the manual therapy treatment 

is described. The next four sections contain chapters that detail each of the 

intervention component treatments: 1) Relaxation Massage, 2) Gravity Relief 

Mobilisation, 3) Breathing Education, and 4) Posture and Movement Education.   

Active practitioner instructions are highlighted inboxes. The novel ingredient of 

GRM is explained and detailed examples are given of how it can be applied to each 

body region. Video links are provided to demonstrations of the GRM technique 

being applied to the different body regions. There is no detailed instruction written 

about relaxation massage as it is assumed that the practitioner will have the 

necessary experience to apply these techniques. 

The last section describes the setting and generic materials used.  Non-essential 

ingredients of the intervention, such as massage balm and style of draping, are not 

covered. For researchers this information is contained in the intervention 

description of the thesis. Experienced practitioners will have a system and style that 
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works for them that maintains the comfort and sense of security for the client.  Also, 

it is assumed the practitioner understands the biopsychosocial model of health and 

disability and possesses the personal awareness and communication skills to 

establish a therapeutic alliance with the client.  
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Terminology 

Mobilisation  

The Guide to Physical Therapist Practice (2001) defines mobilisation as a skilled 

manual therapy technique that passively moves joints and muscles (as cited in 

Wise,2015). One definition of ‘passive’ (1982) in The Concise Oxford Dictionary (7th 

ed.) is inert or inactive; another, offering no resistance or submission. Oxford: 

Oxford University Press. The umbrella term ‘manipulation’ is stated by the 

American Physical Therapy Association to include mobilisation techniques and these 

are not specific to any profession (as cited in Wise, 2015). 

Body Structures 

Anatomical parts of the body such as organs, limb’s and their components (World 

Health Organization, 2001). 

Body Functions 

The physiological functions of body systems (including psychological functions) 

(World Health Organization, 2001). 

Body Region 

The body regions that are included in this intervention are not referred to by strict 

anatomical definition. Rather, layman’s terms are used, to reflect the typical aims of 

treatments and simplify client communication.  The correct regional terms (in 

brackets) are referred to in the ICF coding system when the body structures of 

treatment targets are defined. 

▪ The regions are specified as left or right: pelvis and hip; knee; foot and ankle; 

shoulder and thoracic; elbow, wrist and hand. Regions in the centre of the 

body are: head and neck; and lumbar. The abdomen is not targeted in this 

intervention. 
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Treatment  

Contact of a practitioner with a client to deliver a specific form of intervention 

(Whyte et al., 2014). Several treatments can be a part of any one treatment session. 

The treatments in this intervention are: Gravity Relief Mobilisation, Relaxation 

Massage, Breathing Instruction, Exercise and Movement. 

▪ Treatment group—Treatments containing similar ingredients and act in 

similar ways (Whyte et al.). This intervention has two treatment groups, 

manual therapy and education. The manual therapy treatment group 

contains relaxation massage and GRM, the education treatment group 

contains breathing instruction and exercise and movement practice.  

 

▪ Treatment session—Pre-defined period that a practitioner has contact with 

the client to deliver a single treatment group or combination of treatment(s) 

(Whyte et al.). 

 

▪ Course of Treatment —Repeated treatment sessions to effect change in the 

selected targets (Whyte et al.). Number of sessions is influenced by dosing 

parameters. 

 

▪ Volitional Treatments —Treatments that require conscious effort by the 

client (Whyte et al.). For example, exercise that the client performs. 

 

▪ Non-volitional Treatments —Treatments that do not require consciously 

directed effort by the client (Whyte et al.). For example, relaxation massage. 

 

▪ Treatment Target —Aspect of the clients functioning or personal factor that 

the purposely selected treatment intends to change (Whyte et al.).  

 

▪ Treatment Aims —Predicted effect of treatment ingredient that progresses 

towards a treatment target (Whyte et al.). A treatment session may have 

several aims. For example, the aims of improvement of the hip joint range of 

motion, and increase in strength of active hip extension, progressing to the 

target of improved efficiency of the sit to stand movement. 
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Ingredients  

Observable behaviours and actions of the practitioner or client that are part of the 

treatment session (Whyte et al., 2014). 

▪ Active Ingredients—Hypothesised or proven to exert an effect on the target 

of treatment (Whyte et al.). 

 

▪ Inactive Ingredients—Known or presumed to not influence target of 

treatment (Whyte et al.). 

 

▪ Essential Ingredients—Treatments unique to the intervention that are 

purposively applied by the practitioner to affect the target because they are 

necessary to the treatment theory’s mechanism of action (Whyte et al.). 

 

▪ Non-essential Ingredients—Moderate treatment effects and are common to 

multiple treatments (Whyte et al.).  

Mechanism of action  

The known or potential physiological system response to the treatment which has 

the desired effect on the target (Whyte et al., 2014). 

Dosing Parameters  

The quantifiable amount and intensity of a treatment to which a client is exposed 

(Whyte et al., 2014). This varies according to the response to treatments and is 

decided by the practitioner in consultation with the client; for example, the amount 

of time a client spends lying on their back and how long a body region is worked on. 

This intervention requires a holistic approach that works on all the body regions in 

each treatment session, therefore the 90-minute time limitation is a dosing 

parameter that will affect how long each body region is worked on.  
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Link to GRM Demonstration Videos 

Short videos (one-minute duration) are in collected in an album on the web-based 

video sharing platform—Vimeo. Each video is a demonstration of GRM being 

applied to different body regions, the practitioners subjective GRM activity level 

rating for these is 3–4 (GRM activity rating Scale is explained in the chapter on 

Assessment Table 2). The videos are password restricted, which is case sensitive. 

 
https://vimeo.com/album/5361259 

Password: 2018RX4BACKPAIN 

 

Abbreviations 

AmG  Amelioration of gravity 

CLBP  Chronic low back pain 

GRM  Gravity Relief Mobilisation 
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Required Skills 

This manual has been written for degree level massage therapy practitioners and 

physiotherapists who have some experience with indirect myofascial techniques. 

This is because these practitioners will already have the developed sensitivity to 

palpatory feedback required to apply the novel component of GRM. In this sense, it 

will not be a large departure from the techniques they are already familiar with.  

In addition, the practitioner will need to have a base level of physical strength and 

endurance to maintain holding of the weight of the client’s limbs or head for periods 

of time that are enough to cause muscle fatigue. The intervention is largely non-

prescriptive but does contain some guidelines for treatment planning within three 

stages of the treatment course. It requires communication and listening skills akin 

to client centred practice and knowledge of the modalities, techniques, and 

underlying principles of the rehabilitation process. This allows the appropriate 

selection of information and techniques to be used in each session. The pre-

requisite skills and knowledge required to apply the intervention are:  

• massage therapy and myofascial unwinding (or similar indirect manual 

therapy) techniques,  

• advanced palpation skills, 

• understanding of pain neurophysiology,  

• knowledge of, and ability to identify different types breathing mechanics    

• knowledge of, and ability to identify good posture and postural distortions,  

• in depth knowledge of muscle origins and insertions,  

• understanding of normal pathways of ranges of motion of joints, 

• ability to identify dyskinesis and pathomechanics. 
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Overview 

The intervention is clinic based with a rehabilitation focus. Its treatments and 

ingredients are listed in accompanying thesis Table 3.2 alongside the theoretical 

mechanism, treatment targets, aims and examples. The essential ingredient is a 

novel manual therapy called Gravity Relief Mobilisation (GRM) which elicits non-

volitional muscle contraction and relaxation. This is achieved indirectly by the 

amelioration of gravity (AmG) coupled with gentle holding and tissue stretch 

techniques. AmG is the defining ingredient of GRM treatment, it is the ‘taking up the 

weight of the limb or head’. GRMs unknown mechanism induces non-volitional 

motor activity and the resulting movement is the hypothesised active ingredient of 

the intervention. The other massage therapy ingredients of gliding and kneading 

are non-essential but are also active ingredients. The educational treatments are 

included if indicated in the assessment, so may or may not be essential for each 

participant. These ingredients aim to consolidate what was achieved with the 

manual therapy treatments.  

The 12 principles of the intervention are listed, and these underpin the clinical 

practice of the author. The novel technique of GRM featured in this CLBP 

intervention was borne from practice of these principles. The degree to which each 

contributes to the techniques’ theoretical mechanism is unknown. This list is not a 

hierarchy and all points are considered important to the delivery of the 

intervention. Following are technical parameters given as instructions to the 

practitioner.  

Successful delivery of GRM relies on a response from the client which has been 

observed to increase in strength over consecutive treatment sessions. Even if the 

practitioner faultlessly applies the techniques it is not guaranteed that non-

volitional movement of the body region can be elicited in every client at every 

session and in all the required body regions. Often the GRM response is elicited in 

people experiencing chronic musculoskeletal pain and appears low in people who 

are healthy, pain free and engage in activities that involve a variety of movements. 

In indicated body regions where GRM is unable to be elicited relaxation massage is 

applied and supplementary exercises are given. The areas are revisited with GRM 

next session working towards more movement with consecutive sessions 
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Principles of Treatment 

One of the interventions general targets is restoration of movement confidence that 

has become compromised for whatever reason.  Movement disorders interacting 

with psychological factors are postulated primary targets for CLBP interventions 

(Lederman, 2011, 2015; O'Sullivan, 2011; O’Sullivan, 2005). This means that how 

the client feels about the intervention is important and it is the practitioner’s aim to 

create the possibility of pain free movement within the treatment session. GRM 

aims to elicit improved ranges of movement in joints and tissues in a pain free-way. 

1. Treatment is within a biopsychosocial model of rehabilitation.  

2. Movement is the essential therapeutic ingredient. The intervention is 

comprised of both non-volitional (massage, GRM) and volitional (breathing-

posture-movement education and practice) treatments that involve moving 

in some way. 

3. Comfort of the client is a priority. 

4. The client is enabled and encouraged to make decisions about the course of 

the intervention, with guidance and information from the practitioner. 

5. The intervention is an interaction between therapist and client, rather than 

an operation being performed on the client (Jacobs, 2016). This means that 

everything the practitioner says and does is done so with the knowledge 

that it is responded to by the client (rather than thinking that what the 

practitioner does causes a change in the client). 

6. The practitioner accepts the condition of the client and does not try to fix it. 

7. The practitioner is acting in a support role for movement expression. 

8. The practitioner is actively providing this support. 

9. The intervention is holistic in that the entire body is treated. 

10. The body is viewed as a dynamic neuromuscular net that perceives and 

receives information. Careful attention is given to what information and 

sensations are conveyed. 

11. Supplementary activities aim to consolidate improvements in the condition 

gained from the manual therapy treatment sessions. 

12. Clients with chronic pain are referred to their primary health care provider 

if they are not, or have not been, under medical or physiotherapy 

management for their current condition. 
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Technical parameters 

1. Assess the client using the history and information form provided. 

Additional information may be included if relevant to the practitioner’s scope 

and skill level. 

2. Formulate a treatment plan after assessment (see 6.0) and explain to the 

client how the treatment will be approached, including a statement that no 

painful techniques or forced stretches will be used. 

3. The client has control of the session. Ask the client to speak up if the 

contact of the practitioner’s hands causes apprehension. Also check in with the 

client if they sense any tension or apprehension. 

4. First establish that the client is comfortable accepting their touch. This is 

the first step for chronic pain patients; it done at a rate which is easily tolerated 

by the patient and also controlled by them. This means body areas being 

touched, area of the practitioner’s hand that is in contact, and pressure being 

applied. 

5. Relaxation massage. May or may not be applied, depending on client 

preferences and treatment session targets. 

6. Amelioration of Gravity. Take up the weight of the entire limb or head 

when treating any associated muscles with GRM. The aim of this technique is to 

help and support muscles contract and relax again by relieving the body region 

being treated of its weight. Amelioration of gravity enables GRM.  

7. Holding with a cross fibre stretch. Apply the stretch by shifting the 

muscles and tissue mass in relation to the bone. These techniques are manually 

applied by the therapist with the hands to the body’s soft tissues. Use gentle 

pressure ≤ 5 on the pain/pressure scale. These techniques do not aim to modify 

the mechanical properties of the tissues (Lederman, 2011) instead they aim to 

stimulate the neuromuscular system (Klingler, Velders, Hoppe, Pedro, & 

Schleip, 2014). Holding techniques coupled with AmG enable GRM.  
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8. Gravity Relief Mobilisation. GRM is applied by coupling holding with the 

amelioration of gravity and then following the elicited movement. GRM is a non-

volitional treatment, meaning the client is not consciously directing the 

movements. It may be a subtle muscle contraction or tremor to begin with, 

which progresses to stronger contractions as GRM is applied. These movements 

are thought to be the kinematic expression of muscle tension. GRM supports the 

expression of movement. 

9. Joints are never actively moved by the therapist through resistance. 

10. Full expression of movements is supported. All muscular contractions 

and joint movements are allowed within the limits of the infrastructure and 

safety. For example, if a client is lying on the table, any movement that would 

cause them to roll off is prevented from expressing; in this case, the strategy 

would be to stop the session and provide a mat on the floor for the patient to 

move onto and the session may continue. The practitioner shall not resist the 

movement and shall not instruct the client to move their body in any way. 

11. Check conscious control of muscle tension. The practitioner may 

occasionally ask the client if they are able to relax. However the client is not 

required to relax as tension may be subconsciously held. General  

12. Work with subconscious muscle tension. The practitioner shall reassure 

the client that muscle tension is okay, it will relax when it is ready and we are 

looking for these areas of subconscious tension. They do not need to try and 

relax if they can’t. 

13. Progress from single joint to compound joints. Single joint movements are 

explored first before compound joint movements. This is determined by the 

position of the weight bearing points of contact the practitioner holds, that 

makes single or compound movements possible. For example, if the 

practitioner takes the weight of the client’s leg close to the knee, movement of 

the hip joint in flexion, extension, and rotation is possible. Conversely, if the 

practitioner takes the weight of the leg more distal to the knee joint, movement 

of the knee and hip in flexion and extension is possible. 
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14. Check range of motion status. Sometimes a joint or limb may be gently 

nudged in to check if wants to move in that direction. You are asking the body 

if it would like to move in this way and offering it support to do so, not 

directing the movement. If muscles begin to contract and move the body part, 

then the direction is simply followed not determined by the practitioner. Stop 

if there is even a slight resistance to the nudge. Resistance indicates muscle 

tension and either change hand positions to explore a different range of 

movement or apply further holding treatment to the associated muscle until it 

begins to contract. Note the exception for applying a ‘nudge’ is the head and 

neck.  

15. Be aware of movement limitations. Known causes of tissue apposition, 

such as joint replacement or osteoarthrosis means that more treatment will 

not improve the range of motion. Some ostensible causes, such as 

osteoarthritis and peripheral nerve pathology or injury, may be helped. 

Because joints are never pushed through resistance by external forces all 

these conditions are safe to treat with GRM as long as pressure applied in the 

holding technique is appropriate to the condition. 

16. Use caution when treating the head and neck. When the cervical spine is 

being treated, the weight of the head is held; subtle movement or more 

vigorous movements are only followed, never nudged in any direction. This is 

because of the high chance of creating muscle tension from the client’s feeling 

of apprehension about having the head and neck handled by the practitioner. 

This is likely due to the high level of inherent mobility of the cervical spine 

causing a feeling of vulnerability of the spinal cord, particularly in clients who 

have a history of head and neck trauma. 

17. Accept what is happening and don’t try to make things move. Still, 

paralysed, and spastic muscles are allowed to be as they are; they are simply 

held, and the practitioner has no expectation of movement. A sense of 

deadness or stillness can be felt, which may be accompanied by the feeling of 

cold to touch. An angular stretch may be applied with hands to the tissues, 

either simply taking up slack of the skin or, if pressed slightly deeper and in-

between two muscle bellies, the muscle is shifted relative to the bone 
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underlying it. The associated joints are supported in a comfortable position 

determined by the client. This may result in the muscle beginning to wake up 

and display an ability to contract and relax, or a therapeutic pulse may arise, 

or no response; this is recorded in the clinical notes to be revisited next 

session. 

18. Solicit feedback. Continuous feedback is sought from the patient to 

ensure they feel comfortable and in control of their choice to undergo the 

session. Techniques on a specific body part are ceased if they indicate they are 

fatigued or feel unsettled. The limb is gently laid back on the table to rest and 

work continues elsewhere.  

19. The GRM technique can be applied lying prone, supine or side lying. 

Different positions enable different scopes of movement. 

20. Educational interventions supplement GRM. Postural, and movement 

education aim to improve the treatments effectiveness as a CLBP intervention. 

During the treatment session take note of muscles that may be atrophied or 

are tight and would benefit from some home strengthening or stretching 

exercises. Then include this at the end of the session. Try to incorporate these 

into the client’s daily routine. Also respond to any request for exercises and 

the question “what can I do to help myself?”  

21. Delivery of the intervention is limited to the listed ingredients; all other 

massage techniques are prohibited. 
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THE INTERVENTION PROCESS 

The intervention process involves assessment, treatment planning, and treatment 

delivery (Table 1). The procedures of treatment delivery are used to treat body 

regions of the musculoskeletal system that are functioning sub-optimally, identified 

through ongoing practitioner–client interactions. These interactions begin with a 

comprehensive initial assessment to identify the intervention targets and treatment 

session aims. Furthermore, the client’s response to each treatment provides 

additional feedback which may modify the targets considered when planning the 

next treatment sessions aims.  

Table 1 Characteristics of Intervention Process During the Three Stages of Delivery 

Intervention 
process 

Treatment Stage 

 One (weeks 1-4) Two (weeks 5-8) Three (weeks 9-12) 

Assessment Pain history and 
location, posture, 
breathing patterns. 
Identify 
intervention 
targets. 

Response to 
treatment, 
breathing patterns.  

  

Response to 
treatment, joint 
alignment and 
range of motion in 
everyday 
movement 
patterns. 

Treatment planning Practitioner 
identifies aims, 
plans positioning of 
client, checks with 
client if they agree. 

Practitioner 
negotiates aims and 
positioning with 
client who is 
encouraged to 
contribute. 

Practitioner asks 
client what they 
would like to work 
on (aims and 
targets), with 
practitioner input. 

Treatment delivery All body regions, 

AmG essential. 
Targets determine 
the session focus.  

All body regions, 

GRM essential. 
Targets determine 
session focus. 
Breathing 
Education included 
if indicated by 
assessment. 

All body regions, 

GRM essential. 
Targets determine 
session focus; 
exercise education 
and everyday 
movement practice 
may be included. 
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The intervention is made up of four treatments: Relaxation Massage, GRM, and 

Educational components of Posture and Movement and Breathing. They each have a 

list of ingredient techniques or components. Each of the intervention ingredients 

target different factors that are thought to contribute to CLBP. Relaxation massage 

targets the client’s feelings of stress and tension. Directed breathing targets mal-

adaptive breathing patterns as well as stress. GRM targets joint ranges of motion 

and the ability of the soft tissues to contract as well as relax. Educational strategies 

to target basic postural muscles and muscles used in during everyday movements- 

further consolidate, in theory, a gain in movement confidence; these strategies are 

within the scope of massage therapy practice. Other psychological factors are not 

specifically targeted in this intervention; however their impact on CLBP is 

acknowledged and the fundamental guiding principle of the intervention is to 

provide comfort and caring.  

The processes of treatment and reassessment should engage the rehab cycle; this 

cycle continually assesses the response to treatment and adapts the next treatment 

accordingly (Steiner, Ryser, Huber, Uebelhart, Aeshlimann, & Stucki, 2002). For 

research purposes the intervention is divided into three stages, that are four weeks 

long, to allow for progression in the intervention whilst retaining standardisation of 

the ingredients. Each stage contains essential (compulsory) ingredients and non-

essential (optional) ingredients. In addition, at every treatment session it is 

essential that the entire body is treated; however, the length of time spent on each 

body region is at the discretion of the practitioner.  

Stage One of the intervention includes initial assessment and application of the 

techniques to elicit non-volitional movement. It is possible that despite the 

application of these techniques, non-volitional movement does not occur in Stage 

One in all body regions. Stage Two includes breathing education and the eliciting of 

GRM should now be achieved. This is in order for the client to have had a 

satisfactory number of GRM treatment sessions by the end of the intervention 

delivery period to satisfy exposure levels from which conclusions may be drawn. 

Stage Three aims to consolidate the gains of Stage Two with the translation of 

improved range of motion into everyday movements with movement education and 

practice. 
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The following chapters explain in detail the assessment process, treatment 

planning, and treatment delivery.  

Assessment 

Each treatment session begins with an assessment to review how the client is 

currently feeling and how they have been since the previous treatment session.  

Additional information and details can also be collected in the conversation that 

arises during treatment sessions and should be included in the practitioner’s 

clinical notes. The purpose of the assessments is to:  

1. Establish a common ground for communication according to the Hui 

process, University of Otago Standard for Clinical Interviewing (Lacey, 

Huria, Beckert, Gilles, & Pitama, 2011). 

2. Collect information that is needed to both safely deliver the intervention 

and maximise potential benefits. 

3. Identify the intervention targets. 

All of the assessment procedures give clues to how the treatment session is best 

tailored to achieve the treatment aims. A holistic approach is used to assess the 

impact of a selection of possible contributing factors on the client’s current pain 

condition. These are: client history, contextual factors, posture, neuromuscular 

tension, breathing mechanics, and current activities. It cannot be known which 

factors are determinants of the client’s CLBP, however at each treatment session the 

practitioner should try to identify the greatest limiting factor and prioritise this for 

treatment. If done well, and sometimes with trial and error, the focus of each 

treatment session will change. It is hoped an evolution will occur that sees the client 

develop their own pain management strategies, having gained confidence and 

knowledge to do so.  

Ongoing assessment includes the recognition and reporting of adverse effects. In 

some cases this will require referral to other practitioners, which must be recorded 

in detail in the clinical notes. In research it is preferable that participants do not 

receive alternate interventions but single case methodology is able to accommodate 

this if the intervention is not working as planned (Tate et al., 2016). 
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Initial Assessment 

The initial consultation begins with an interview, based on the information in the 

client history form. The Hui Process outlined by the University of Otago standard 

for clinical interviewing is the approach of this intervention (Lacey et al., 2011). 

Prior to the initial consultation the client is provided by hard copy or email of the 

client history form to complete. Following the review of the client history, a 

standing postural assessment is conducted. The physical examination continues 

during the treatment sessions as the practitioner collects palpatory feedback, and 

notes muscles and fascial contractility, tone and joint ranges of motion.  

The purpose of the standing postural assessment is to begin identifying body 

regions of the musculoskeletal system that may not be functioning well. Noted first 

are gross patterns of pelvic tilt, hemi-pelvis asymmetry, spinal curvatures, joint 

alignments, and the form of the longitudinal and transverse arches of the feet. This 

information is to be considered when deciding on how to begin the session, the 

positioning of the client, and treatment planning.  

Biomechanical factors are also assessed alongside psychological and contextual 

factors, considering how each may influence the other. For example: people who 

seem nervous or body conscious may be treated fully clothed without using 

massage techniques; an individual with pronounced forward head posture will be 

supported by a thicker pillow under the head when lying supine; a person with 

hyper allodynia will be treated with graded levels of touch; and each individual will 

need their positioning on the treatment table adjusted for comfort. For example, 

some individuals may not be able to lie prone, or need their knees and hips bent and 

supported when lying supine. It is expected that the practitioner has the clinical 

experience to make these judgements and implement the appropriate strategies in 

their treatment delivery to adhere to the guiding principle that the client must feel 

safe and comfortable. 

Client History 

Review of the client history is when the practitioner learns the client’s pain story. 

This intervention assumes that changes to movement patterns and posture due to 

life events and circumstances pre-disposes the individual to developing CLBP.  It is 

reasonable to assume that these events and circumstances will be a complexity of 
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biopsychosocial factors (Andersson, 1999; Borg-Stein & Wilkins, 2006; Hadler, 

2005) as the assessment will highlight. The client history form may be reviewed in 

any order, allowing for a natural flow of conversation. The domains of the client 

history form are listed below with guidelines on the approach that should be taken 

in its review. The practitioner should note any additional details on the client 

history form.  

Pain 

A variety of factors are important as they contribute to the entire musculoskeletal 

balance mechanism of the body. The body is in continuous motion, adjusting and 

balancing itself; if something is stuck and not moving in one area, the entire body 

must compensate for this because it is an integrated system (Myers, 2002b). This is 

the tensegrity principle (Buckminster, 1962; Chen & Ingber, 1999; Snelson, 1996), 

popularised in bodywork by Tom Myers by his writing and training workshops on 

Anatomy Trains ("Anatomy Trains: Courses and SI training programs for movement 

and manual therapists," n.d.; Myers, 2002a). 

Ask for more detail to the questions in the client history form. It will be useful to 

know if the pain had a sudden onset or a gradual onset. Sometimes people can 

relate the pain to circumstances or events and sometimes not. In both cases, 

predisposing factors likely have contributed to the chronicity of the pain. Keep 

this in mind, as it will affect the treatment planning and whether a positive 

response to the treatment is likely. Characteristics of new pains developing during 

the course of treatment will affect the dosage and intensity of the following 

sessions.  

Try to understand what aggravates the client’s pain; this will help with treatment 

planning. This intervention assumes that tissue pathologies exist that can be 

targeted by movement of those tissues; therefore identifying the target regions of 

the body is an important part of the assessment process. For example, if it is 

worse after sitting down then look to see if they have a fixed hip contracture and 

anterior tilt. Take note, how do they sit? Do they always assume one particular 

position on the couch watching television? Are they sitting or driving for long 

periods of time before moving? The point is to find out what types of behaviours 

may be limiting their movement patterns and what body regions present evidence 

of potential tissue pathologies that restrict movement. This limitation of and 
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restriction in movement may compromise recovery from CLBP. What other pains 

do they have? 

 

Physical trauma 

Physical trauma at any time in life, which the client may think is unrelated to their 

back pain should be acknowledged and recorded. For example, injuries to the feet 

and ankles may have affected the mobility of ankle joint, causing pathomechanics in 

the leg and hip (Watson, 1995). It is possible this affects the sacroiliac joint function, 

translating into low back pain when it is assumed that an inability to move freely is 

the cause of pain. This may be compounded by biomechanical alterations of muscle 

activation caused by stress and poor breathing patterns (Bartley & Clifton-Smith, 

2006). The above example illustrates the accumulation of stress and injury 

contributing to the chronic low back pain problem. 

Make detailed notes at the initial consultation about any trauma history, include: 

site of trauma, how it happened, severity, how long ago, what treatment have they 

had and do they suffer from any effects now. Often during treatment sessions, 

clients recall old injuries; pay attention to areas of tissue adhesions, scarring, and 

muscle tension in the affected body regions. Note any new information and adjust 

the treatment plan if necessary.  

 

 

Current conditions 

Current Conditions are standard questions for any massage therapy screening form; 

this intervention has the same contraindications as massage therapy. In addition, it 

is important the following are noted: site of any numbness, tingling, or muscle 

weakness; sleep disturbance, whether this is a usual pattern or can be attributed to 

known causes.  
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Be on the lookout for evidence of stress due to contextual factors. Make a note of 

medications as they may have side effects that could be confused with 

musculoskeletal conditions or mood disorders. Note down precautions for 

treatment sessions, for example easy bruising, postural hypotension, joint ROM 

restrictions, body positions, and areas of altered sensation. Also ask about sleep 

quality, number of hours and if they wake feeling refreshed.  

 

 

Contextual Factors  

Contextual factors are defined by the International Classification of Functioning 

Disability and Health as both personal characteristics and the physical and 

attitudinal environment within which a person lives (World Health Organization, 

2001). In Stage One of the intervention, the practitioner will still be building an 

alliance with the client. Therefore, detailed contextual factors may come to light in 

the second stage of treatment after mutual trust is established and/or at a time 

these factors become pertinent. Common examples are changes in living, or 

employment relationships and circumstances. Personal factors include 

demographic details collected in the client history form and some of these will 

influence the intervention delivery. The older the person is, the more sensitive the 

practitioner needs to be to increases in back pain (Accident Compensation 

Corporation, 2004).  

Ask the client if they feel stressed or are they experiencing stressful situations. 

Stress causes psychological and physiological adaptations, and psychological 

factors are known to contribute to long term disability from low back pain 

(Andersson, 1999). Significant life stressors such as loss of a family member or 

pet, change of job situation, or moving to a new house need to be accounted for in 

your evaluation of response to treatment and how long you may make the 

treatment sessions. For example, if a person has had CLBP for ten years, is 

experiencing disability from the pain, and has considerable life stress, shorten the 

length of the session or exposure to GRM and increase time spent on relaxation 

massage. This is discussed further in Treatment Planning. A note of caution: be 
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alert for signs of dissociation or regression into previous trauma memories. This 

is discussed further in chapter 5: Treatment delivery. 

 

Depression and anxiety may be involved in coping strategies that hinder recovery 

from musculoskeletal pain and injury, such as drug use, poor nutrition, over-

exercising, and poor sleep hygiene to name just a few. This information will affect 

the intervention dose and intensity and whether a positive response to the 

treatment delivery is reasonable to expect. It is inevitable that the client will 

disclose certain information when asked how they are doing at the start of each 

session and it is not the role of the practitioner to counsel clients. However it is 

appropriate to listen and provide comfort and caring during the course of the 

intervention delivery (Smith,J., Sullivan, & Baxter., 2009). 

Note any increase or decrease in the client’s use of pain relief medication, as an 

indication of increase or decrease of pain levels.  

 

 

Environmental 

Environmental factors may or may not be under the direct control of the client. 

Some of the effects of these factors may be mitigated by exercise and activity. The 

intervention may help by making improved or increased movement and activity 

possible. Environmental contextual factors contribute to indication of treatment 

targets. 
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Find out what is the clients current or past occupation. What activities does a 

person do at work or in their daily living? Do they maintain the same position 

throughout the day, e.g. sitting or driving? Are they having to maintain 

uncomfortable positions for long periods of time? Are they using uncomfortable 

chairs or cars? Do they drive long distances a lot which causes the pelvis to tip 

down on one side due to the road camber? For example: in New Zealand, the left 

side of the road slopes down; the body works to level the eyes; and so, must 

maintain tension on the right side of the spine to keep the head perpendicular. A 

similar problem can be observed in people who run a lot on only one side of the 

road, developing tension in the lateral hip stabilisers on the high side. You will be 

able to pick up these clues with the questions “when is the pain worst” and “what 

makes it worse”. 

Consider the history the client has had with previous types of interventions and 

therapy. For example, have they a long history of regular weekly spinal 

adjustments with only very short term pain relief? It is hard to know what 

actually helps these people: whether it is simply ceasing spinal manipulations or 

not. Either way, it is reasonable to think that a gentler approach that encourages 

contractile tissues to work and move, as well as time for the client to tell their 

story, will aid them in gaining confidence to move their painful body again.  

Often clients will express their frustrations with the medical profession. It is 

important to realise that multiple factors contribute to chronic musculoskeletal 

pain and many interventions are not superior to simply allowing the problem to 

take a natural course of recovery (Hadler, 2005). Medical practitioners are likely 

very cognizant of this fact and have to balance the expectations of patients against 

the evidence that supports non-intervention. Massage therapists are in a position 

that many medical practitioners are not; they have a lot more time to listen and 

talk with clients and these elements, along with competence and professionalism 

in their manual therapy skill sets, are highly valued (Smith, J. et al., 2009).  

Any advice you give should be consistent with the current LBP clinical guidelines 

(Accident Compensation Corporation, 2004). Advice that is consistent with 

medical guidelines may help ease anxiety for clients about their condition, as they 

are not receiving conflicting information. When delivering this intervention, also 

ask if the client has previously experienced therapeutic massage or sports 

massage. People that answer ‘no’ may be nervous about being touched by another 
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person. In this instance, it is important to recognise if the treatment sessions 

should be conducted fully clothed, in which case ask the client to wear 

comfortable and flexible clothing. The essential ingredients of this intervention 

are not compromised in any way if the client is fully clothed. 

Clients can have an expectation that pain is a normal part of massage therapy; 

they may be expecting pain from this GRM intervention in which case it will be 

necessary to explain or reassure them that this intervention is aiming to avoid 

causing pain. Clients may be surprised of the effects of this indirect approach that 

can be perceived as very gentle and ‘not really doing anything’. Others may be 

relieved with the gentle approach and not feeling hurt by the treatment sessions. 
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Functional activities 

Similar to contextual factors of work and daily occupation, what the client is and 

isn’t able to do in regard to functional activities will help identify treatment targets.  

Ask the client about loss of function and movement. Are there things they cannot 

do because of their pain, and what things would they like to be able to do? For 

example, if a client can no longer hang out washing because of back pain, assume 

there are compromised extension movements in the indicated targets of the hip 

and shoulder regions. Tailor exercises and stretches to the activities that the client 

engages in normally, enabling recovery within the client’s own environment 

(Lederman, 2015).  

First address the target in a treatment session by focusing on the body region, for 

however long it takes to increase its range of motion. Next, support the clinical 

gains by prescribing an exercise or activity to practice at home. In the case of the 

example above, a treatment session would focus on work with the shoulder 

region. The client, and where the practitioner holds the arm, would both be 

positioned so that potential shoulder joint extension is possible with GRM. 

Prescribed exercises would be to work on shoulder extension within pain free 

range and, if possible, lower the washing line then gradually increase its height to 

bring increased shoulder extension into a functional activity. It is hypothesised 

that the experience of pain-free movement during treatment sessions will give 

people the confidence to increase ROM in their daily activities.  

Ask the client what makes the pain better. Moving may make it better or it may 

make it worse. Do they have pain lying on their front or back? Use this 

information to determine how the client is positioned for treatments. 

Do clinical assessments of functional movements before a client undresses, 

safeguarding the principle of comfort and safety for the client. Limit clinical 

assessment of functional activities to basic movements such as sit to stand, ability 

to raise arms over head, cervical rotation when driving, ability to grasp, lift, push, 

pull, and ambulation. Also pay attention to how a person gets in and out of their 

car, walking, sitting, and getting on and off the treatment table. These are good 

opportunities to assess functional activities as natural movement, when the client 

is not self-conscious of their movement.  
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Activities and Participation 

It is important to understand what activities and roles the client engages in. They 

are significant factors for consideration in treatment planning and scheduling 

appointments. For example, it may be important to offer appointments for 

treatment sessions that fit into the client’s lunch hour or before/after work. 

Delivering the intervention should not increase the stress of the client just getting to 

treatment session appointments. Additionally, consideration should be given to 

how their life roles will be affected if they experience an increase in pain the 

following day after the session; in this case, weekend appointments may be best. 

Ask if their work or daily activity is affected by their pain, and if leisure and 

exercise activities are affected pain. Can they still play golf? Are they becoming 

isolated from their social group because of the limitations and restrictions their 

pain is causing? Can they still walk their dog, ride their mountain bike, surf? 

Consider which activities are a priority for them, then tailor the intervention to 

target the pertinent body regions.  For example, a musician struggling to use their 

instrument will have different needs to someone who wants to enjoy golf again. 

Make notes on their activity and participation goals and the progress of these. 

Consider what the client will be doing three days after a treatment session when 

deciding on dose of the GRM active ingredient. Match the ROM achieved in 

treatment sessions with stretches and simple strength and conditioning 

movements. Progress to more complex movements that directly translate into 

functional movements of the activities the client enjoys.  

 

Posture 

Postural assessment begins the physical examination of the client and is a usual 

component of clinical massage therapy. Assessing standing posture can be useful to 

comprehend how clients hold themselves and move through the world, as well as 

indicators of body regions that have experienced previous trauma. This information 

is used in treatment planning to identify, treatment targets and appropriate body 

positioning on the treatment table. 
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Look for obvious imbalances and shifts away from a balanced standing posture. 

For example, an individual with pronounced forward head posture should be 

supported by a thicker pillow under the head when lying supine. During the 

treatment, a good deal of time may be spent working manually with the shoulders 

head and neck. The head is relatively heavy and, in order to prevent themselves 

from falling forward when standing, they may have developed a sway back 

posture to redistribute the weight of the head back over the centre of gravity, thus 

affecting the lumbar musculature. Then, consider reasons why they developed a 

head forward posture; perhaps they are quite anxious and always in hurry to get 

ahead of themselves, perhaps they work at a computer all day, perhaps they have 

poor eyesight.  Many possibilities exist; through assessment and by discussion it is 

possible to illustrate these to an individual developing their self-awareness and an 

understanding of potential exacerbating postural stressors of their pain condition.  

Simply observe how the person holds their body, look for clues that reflect their 

history of trauma injury and activity. For example, guarding patterns from old 

injuries or postures adapted to work or daily activities. Quickly collect 

information to augment the picture building from the client’s history review.  

When assessing symmetry in the frontal plane simply use the finger tips placed on 

the bony landmarks, then eyeball the lines and levels. Make note of noticeable 

distortions of: shoulder elevation, protraction retraction, and rotation, tilt of the 

head, lateral shifts of the pelvis, ASIS and PSIS levels, levels of the patella and if the 

feet are pronated or arches collapsed.   

Note significant varus and valgus knee alignment, as well as valgus big toes. There 

may be issues in the relative positions of the femur and the tibia and valgus big 

toes appear to be indicative of rotational restrictions in the hip joint. These are all 

pointers of where you may need to spend more time and the angle of the cross 

stretch that will need to be applied in relation to the underlying bone. For 

example, an internally rotated femur may be adducted and accompanied by an 

externally rotated tibia, over pronation of the foot and a valgus big toe.  

When conducting assessment in the sagittal plane check for gross deviations (a 

plumb bob is not necessary) from normal spinal curves and that the ear shoulder 

hip knee and ankle are aligned. As mentioned above information of the presenting 

spinal curves will inform the treatment planning and indicate whether postural 

education needs to be addressed in Stage Two of the treatment.  
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Orthopaedic tests 

Ranges of motion and special orthopaedic tests are not generally part of the 

assessment process even though they are part of clinical massage therapy practice. 

Information about range of motion is garnered from what aggravates the pain and 

what activities and function is compromised. In addition, the GRM movements 

demonstrate whether a joint has a restricted range of motion or not, meaning GRM 

is both diagnostic and therapeutic. 

Active ROM tests are permitted if it helps the person to illustrate their story. In the 

example of the person who cannot hang out their washing, they may wish to 

demonstrate how high they can lift their arms before feeling pain. Passive ROM 

tests are proscribed for this intervention. 

Assessment during treatment sessions 

Assessment continues throughout the manual therapy delivery process.   

Record observations in the clinical notes and it is it is acceptable to pause 

treatment delivery during the session in order to record notes. Even though this 

compromises the client’s experience of the massage, it is important to keep track 

of assessment data that is collected during the treatment session. 

 

 

GRM as an assessment technique 

The GRM technique is used to both assess and treat neuromuscular tension. If 

application of the GRM technique elicits non-volitional muscle contractions it is 

determined that neuromuscular tension is present. Neuromuscular tension may still 

be present but no GRM activity is elicited; in the experience of the author high 

degrees of muscle tone, in time, have always been observed to elicit very strong 

GRM activity levels. Multiple sessions may be required to elicit GRM in these cases.  
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GRM activity level is assessed and scored on a scale of 0 to 5 (Table 2). This is 

similar to the assessment techniques that feature in the Rathbone manual tension 

test (Hunt & Weber, 1964) except that this test uses a scale of 0 to 3.  

The GRM activity level is the only gauge at this stage of the client’s non-volitional 

response. For example, it will not be obviously visible to an observer how much 

weight the practitioner is holding which assists the non-volitional movement 

expression. If a low level of activity is noted throughout the intervention delivery, it 

may be that the intervention was not able to be successfully delivered or it is not 

suitable or acceptable for the particular client. Individuals appear to demonstarte 

varying levels of response. Level three appears most typical but it is not known if 

there is any correlation to GRM response and chronic pain. GRM is simply used to 

assess the range of non-volitional movement and contractility of tissues. Then iuts 

application aims to improve the clients ability to move in increased ranges of pain 

free motion. 

Make an approximation of the GRM activity level and record this is the clinical 

notes. If it is a level 2 in one part of the body but level 4 in another, note the range 

as 2-4. Note regions of level 0-1 separately because this is an inadequate level of 

activity and mobilisation of the region has not occurred. 

In addition to simple assessment of GRM activity level the practitioner is looking to 

identify joints with limited movement that may be modifiable through application 

of the GRM technique.  

Gently nudge a joint in a particular direction to test if it wants to keep moving 

non-volitionally or not. If you feel any resistance to the movement the answer is 

no, and you must not apply more force, this is a possible target for GRM. Pushing 

muscles to yield their tension is proscribed in this intervention because you are 

looking for where unconscious tension is being held. Your intention should be to 

facilitate the muscle tension to develop into a full isotonic contraction which in 

turn mobilises the joint or tissue without applying external forces (except for the 

slight cross-fibre tissue stretch of the holding technique and nudging). Remember 

you are constantly taking up the weight of the limb. 
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Table 2 Rating Scale of Practitioners Perceived Activity Level of Client Non-Volitional Movement with 
Application of Gravity Relief Mobilisation. 

Level Perceived activity Description 

0 No activity Limb or head feels limp and heavy, 
full weight of limb is in practitioner’s 
hands; low muscle tone felt with 
palpation. 

1 Small to large amount of isometric 
contraction, very little or no 
movement. 

Limb or head feels like client is 
holding it up slightly, most of weight 
being supported by the practitioner, 
slight to moderate muscle tone felt 
with palpation. Joint is moving less 
than 30 degrees. 

2 Small amount of movement of head or 
limb joints. 

Limb or head feels like client is 
holding it up slightly, most of weight 
being supported by the practitioner, 
slight to moderate muscle tone felt 
with palpation. Joint is moving 
through 30 degrees. 

3 Definite movement of head or limb 
joints.  

Limb or head feels like client is 
holding it up slightly, most of weight 
being supported by practitioner, 
moderate muscle tone felt with 
palpation. Joint is moving through 
45 degrees. 

4 Strong movement of head or limb 
joints 

Limb or head feels like client is 
holding it up slightly, most of weight 
being supported by the practitioner, 
high muscle tone felt under 
palpation. Joint is moving 45 
degrees or more. 

5 Independent movement of head or 
limb joints, may include torso 

Limb or head not being held by 
practitioner, movement is in body 
region where AmG is not applied. 
Practitioner may still be applying a 
holding technique to the region or, 
hands may be contacting a region 
different to where the movement is 
occurring. 
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Joint Range of Motion 

The detailed osteokinematics and arthrokinematics of the body regions being 

treated are examined during the treatment session. As the therapist works with 

each limb, attention is paid to the range of motion the joint is moving through and 

how it compares to the contralateral limb. However, one or both sides may have 

problems that show up as compromised range of motion. These problems can be 

symmetrical; therefore, asymmetry is not the only joint ROM consideration. The 

amount of internal rotation is compared to the external rotation in a single joint. 

Similarly, joint flexion is compared to joint extension. As well as the gross joint 

movements, attention is paid to the pathomechanic relationships of adjacent bones 

along their longitudinal axes and the roll, glide and spin of the joint surfaces. For 

example, a hip joint tending towards internal rotation with GRM moving into 

extension, may be associated to a tibia that is externally rotated in relation to the 

femur during knee extension. In addition, the kinematics of the foot and ankle are 

affected, recalling the example of pathomechanics of the foot, ankle, knee and hip. 

The foot needs to be able to pronate in a controlled manner during the stance phase 

of the gait cycle; if this is compromised, tibial rotation will also be affected. External 

rotation of the tibia is coupled to internal rotation of the femur, and vice versa 

(Khamis, Dar, Peretz, & Yizhar, 2015). The key point is that it’s important to address 

joints that are supposed to perform subtle rotations along their axes. The rotational 

junctions of the upper and lower limbs can be GRM treatment aims.  This is 

discussed further in the treatment delivery chapter. 

Make a note of the body regions or joints that have limited ranges that have been 

treated. Also note the rotational junctions of the limbs are specifically treated in 

the session and any areas that need targeting at the next session. Note the 

significant limitations of the joint movements and particular muscles that are 

affected. Look to build up sonographic like picture of the condition of the joint; 

each movement is like a soundwave building up the complete picture. After 

several movements, try to get a sense of how the soft tissues limit the joint 

movements. Use this mental picture to determine which specific muscles or 

tissues to target with a cross-fibre stretch. Make a note of these muscles and 

which movements are limited. For example, gluteus medius and limited rotation 

of the hip when extended. 
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Palpation 

Palpation is an important assessment tool for the massage practitioner. It helps to 

localise the treatment aims by identification of specific muscles that require 

treatment. Other factors considered are muscle tone and the temperature of the 

tissues under palpation. High resting tone may be present in muscles that are 

locked long (Locked long, 2002) and muscles that are locked short (Locked short, 

2002). GRM treats both in the same way and a distinction between these two 

origins of presenting muscle tone is not required to identify treatment targets. Very 

low resting muscle tone may be a relaxed muscle or a dysfunctional muscle. 

Areas with high muscle tone or low muscle tone should be noted in the aims of the 

next treatment plan. High tone is identified with palpation, but simple muscle 

tightness that responds to basic relaxation massage techniques to restore resting 

muscle tone is not regarded as dysfunctional. Low tone may be identified with 

palpation and by observed muscle atrophy in comparison to the other limb. If a 

body region can reasonably be expected to have high tone because of trauma or 

injury history, but instead it is hypotonic, then suspect motor nerve injuries or 

compromise. Therefore a reduction of excess tone and an increase in low tone are 

potential treatment aims to improve passive and active joint ranges of motion. 

A sensation of cold to the touch is detectable by the therapist via palpation and is 

thought to be a decrease in the muscle tissues microcirculation. This appears to be 

regulated by local vasoconstriction due to stimulation of adrenergic nerve fibres 

(Henriksen & Sejrsen, 1977; Tanaka & Ito, 1977). Additionally interstitial 

myofascial mechano-receptors appear to play a role in regulating local tissue blood 

flow requirements (Schleip, 2003a).  

If muscles are unexpectedly low in tone or are hypotonic at rest, it is hypothesised 

that this dysfunction is direct inhibition of the muscle itself (Stokes & Young, 1984) 

or because of an imbalance in other muscles involved in the kinematic chain (Myers, 

2002a). It may also be caused by non-use syndromes that cause the brain to forget 

how to use particular muscles (Uswatte & Taub, 2005). This has been seen in cases 

that the muscles have experienced significant trauma (Sacks & Sacks, 1998). The 

client history may alert the therapist to these possibilities, which may also come to 

light during the session as the body regions are handled. The key point is that it is 

not always muscle tension and ROM restrictions that accompany CLBP, although 
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hypo-tonicity has not been observed as often as hypertonic muscles in the author’s 

clinical practice. 

Make a note of the muscles that present with marked higher tone than 

surrounding tissues, as well as unexpected low tone, or areas of fibrosis. These 

are identified targets for GRM. Palpate the areas around the lumbar spine, 

sacroiliac joint—These areas may have contracted tissue that demonstrates a 

therapeutic pulse when a holding cross-fire stretch is applied. The therapeutic 

pulse is explained in the massage section on holding technique. 

 

 

Assessment at Follow-up Sessions 

Assessment at the start of follow up treatment is brief. Postural assessment may be 

included if needed, but most objective information is gained from palpation and the 

continuous ROM and GRM activity level assessment that occurs during the 

treatment session. Rate of recovery from the previous session needs to be recorded, 

to decide whether the GRM dose needs reducing or can be increased. 

Limited joint ROM and high tone are identified as ongoing treatment targets. If the 

joint flexes or rotates easily to full natural range then it is considered either to be 

functioning well or lacking tone and contractility. If it is lacking contractility and 

accompanied by low muscle tone, it is identified as an ongoing treatment target and 

can be treated with holding techniques, and exercises until tone increases.  

Ask the client how they felt immediately after the last session and the following 

two to three days. Make a note of increases and decreases in pain and activity, 

alongside the timeframes that they occurred. An increase in pain is expected 

within three days after the session, followed by a dramatic improvement the next 

day. Continue to collect information about which daily activities are problematic 

throughout the course of the intervention and progress on these. Also note 

progress of the ongoing treatment targets. 



Intervention Process—Assessment 

34 

Assessment of Breathing 

Poor or sub-optimal breathing patterns are thought contribute in some way to non-

specific low back pain (Bartley & Clifton-Smith, 2006; Chaitow, 2004; Kolář et al., 

2012) and breathing patterns directly affect neck and shoulder and tension. 

Therefore, breathing patterns are potential target in this intervention. Breathing is 

assessed when the client is lying supine, within a treatment session of Stage One or 

Two of the intervention.  

Use this checklist to identify basic problems in breathing mechanics and make a 

note of treatment targets:  

1. Does the person breathe through their nose or mouth at rest?  

2. Do they have sinus problems or injuries to the nose and face that restrict 

airflow through the nose?  

3. Do they breathe paradoxally with the belly moving in with the breath in 

and moving out with the breath out?  

4. Do they breathe apically at rest moving the ribs and shoulders up with the 

in breath?  

Nose breathing, paradoxal breathing, and apical breathing at rest indicate 

breathing patterns as a treatment target. Sinus and other structural problems that 

restrict airflow alters the conclusion of question one. 
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Treatment Planning 

The course of the treatment is divided into three stages, as each stage progresses 

the client is encouraged to take more ownership of treatment planning. In Stage 

One, before each treatment session begins and after assessment, the practitioner 

should formulate a treatment session plan. The ability to do this on the fly improves 

with practice and it is very important to listen intently to the client. Most 

experienced practitioners will already be doing this and just need to accommodate 

more contextual factors and consider the process approach to rehabilitation 

problem solving (Lederman, 2011, 2015; Steiner et al., 2002). It is also appropriate 

to ask the client what they would like to focus on, particularly after they have 

experienced a few treatment sessions as their pain may have changed or shifted. 

Initially though people often seem lost and looking for more guidance from the 

practitioner. 

After the initial assessment, discuss with the client what you understand about 

how their problem may have developed, accounting for a multitude of factors and 

asking if that makes sense to them. Adjust your assessment if the client disagrees 

after asking for their own thoughts. Then lay out the treatment plan, what you are 

going to focus on, what position they need to be in, and if clothing is to be 

removed or remain on. Then ask the client, “are you happy with that?” . At 

consecutive sessions, once the client has built up experience of the treatment ask 

them, “what would you like to work on?” then formulate the treatment plan. 

Explain how and why body regions will be targeted.  

 

Each stage is four weeks long and has been designed to progress the client to 

functional pain free movement without overwhelming them with too much 

information and allowing for sufficient physical recovery.  Stage One is designed to 

familiarise the client with GRM and achieve the mobilisation of the muscles using 

GRM by Stage Two. Stage two includes breathing and postural education. Stage 

three progresses to movement re-education and practice.  

Application of GRM always treats the entire body if possible addressing the: hip, 

knee, foot/ankle, shoulder, elbow, wrist/hand, and the head/neck. The treatment 

targets for GRM are the body regions on which treatment is focussed with more 
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time spent on these areas. Movement and exercise supplements the GRM 

treatments. The treatment plan must account for: areas identified in clinical notes of 

the previous session that need more work, the client’s current concerns, pain 

location and severity, time available, and what the client is doing immediately after 

the session and the following 72 hours. Longer recovery periods are thought to 

jeopardize the client’s cognitive acceptance of the intervention and may result in 

drop out from the intervention. Dosing parameters are discussed in the next 

chapter. 

If recovery from the previous session was not within 72 hours reduce the dose of 

GRM in the associated body regions relative to the previous session. Plan for the 

next session, record treatment targets in the clinical notes as well as which 

treatment ingredients will be used. 
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Dosing parameters 

The number of treatment sessions and time between treatment sessions is 

influenced by three factors: recovery from previous session, convenience of client’s 

schedule, and number of sessions needed to achieve successful implementation of 

the treatment targets of each stage. As the intervention is an interaction between 

client and practitioner successful implementation of ingredients is not just 

something the practitioner is doing to the client. The client needs to be comfortable 

with the number and frequency of sessions and agree with treatment goals. 

At each session, enough time needs to be allocated to each treatment so that it can 

have an effect whilst leaving time available for other essential ingredients. The 

entire body should always be treated but more time is spent on areas that have 

been identified in the treatment aims. 

Intensity 

Each treatment session is generally between 60 and 90 minutes, with appropriate 

allocation of hands-on time given to each body region. Shorter sessions may be 

accommodated due to the client’s availability or if they are unable to tolerate the 

amount of time in static positions. This could be due to physical discomfort or 

psychological stress such as anxiety. For example the end point of the session is 

influenced by client tolerance for lying on the table, the time needed to reduce pain 

or discomfort in each region of the body, and how many body regions still to be 

addressed.  

It may also be appropriate to reduce the planned duration of the first two or three 

sessions due to the potential severity of adverse transient effects. The adverse 

effects that are possible is an increase in the number of painful sites and an increase 

in the severity of the pain, although the pain quality may change. Reduction of 

treatment session duration applies if the practitioner has concerns about the 

history of the original pain problem (five years or more) or severity of the pain 

(7/10 or greater on most days).  

Other factors to consider that may influence recovery are current level of 

movement and activity and general health. Treatment times can be titrated, with a 

maximum time causing a transient increase in pain severity that is considered 
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tolerable (but no more) by the individual. This strategy is rarely needed but 

represents a conservative approach to treatment beginning with 45-minute 

sessions. 

Allocation of Relaxation Massage Ingredients 

Relaxation massage techniques of gliding and kneading are applied to help the 

client feel comfortable and relax. They may be applied at the beginning of the 

treatment session and whenever there is a transition to another body region. It is 

also applied when needing to give the client a rest from the application of GRM. 

Apply relaxation massage techniques until you observe the client to relax and 

appears comfortable with touch and the position they are in. 

 

 

Holding 

Whilst holding is a massage therapy technique, it is not applied for the sole aim 

of relaxation as it is an ingredient of GRM. 

Transition to holding techniques after gliding and kneading. 

Apply holding techniques to areas that are not able to express joint movements 

because of the position of the body. For example the lumbar region, when lying on 

the treatment table.  If a therapeutic pulse is detected with palpation apply holding 

with a cross-fibre stretch, maintain holding until it subsides (Wise, 2015) or if the 

tissue becomes warm and relaxed. 

 

 

Allocation of Gravity Relief Mobilisation Ingredients 

GRM ingredients should make up the majority of the treatment session if possible, 

this will vary between clients. 
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Holding 

Holding techniques are applied with a tissue stretch and coupled with AmG until 

non-volitional movement begins. Holding also shifts the muscle in relation to the 

underlying bone to achieve access of deeper layers of the tissue. 

Apply holding continuously throughout the GRM mobilisation in order to increase 

or maintain GRM activity level. Alternatively if the movement is vigorous then 

stop application of holding techniques and focus on holding up the weight and not 

dropping the limb or body part.  

 

 

AmG 

When AmG is applied subtle movements in the tissues may be detected but no 

actual joint flexion and extension occurs. This can be expected in the first one or 

two treatment sessions. AmG is maintained throughout GRM, and one limiting 

factor is the practitioners own muscle fatigue. Non-volitional movement of body 

parts can occur without AmG as GRM activity level intensifies.  

Keep up the weight support of the body parts being treated and follow the 

movements.  Use strategies to prevent your muscle fatigue, for example support 

the weight of the client’s leg, you can put the client’s knee over your shoulder and 

follow the movement through your squatting and lunging. Another strategy is to 

hook the elbow under the client’s knee to ease the load on the bicep muscle 

compared to holding the lower leg with the hands.  

 

 

Mobilisation with Non-Volitional Movement 

The number of repetitions of GRM movements (flexion and extension of a joint) is 

determined by: if the treatment target has improved, time needed to spend on other 

body parts, and practitioner fatigue. 
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Withdraw AmG if a body region or limb being treated stops moving and returns to 

resting position. Also if you can’t safely hold it up anymore and risk dropping the 

limb or body part. 

Withdraw GRM if a satisfactory reduction in pain is reported by the client that can 

be either local or distal to the joint or limb that is being treated. Ask them how 

that feels, is it “better, worse, or stayed the same?” 

Withdraw GRM if a satisfactory improvement in range of motion of the joint or 

limb being treated has been achieved. Assess the symmetry of the joint 

movement, the range it is moving through, and how it compares to the 

contralateral limb. The aims and targets of the treatment session dictate how 

many different ranges of motion are explored. For example, just flexion and 

extension of the hip or also internal and external rotation. 

Divide the time of the session to cover the entire body if possible and focus 

treatment on the identified targets.  

 

 

Allocation of Directed Breathing 

The time spent on breathing technique education and practice is determined by 

whether the client is able to demonstrate diaphragmatic and nose breathing 

techniques, both lying supine.  

Whatever level they start at, aim to see a small improvement during the treatment 

session and ask them to continue with practice at home. Once you see an 

improvement in breathing pattern and they are able to demonstrate this for 5 

breathes, continue on with the rest of the treatment.  
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Allocation of Exercise and Movement 

The time spent on an exercise is determined by whether the client is able to 

demonstrate the correct movement or exercise. 

Ask them to continue to practice this at home. Ask them if they understand and 

can remember the exercise. If they answer yes continue with the rest of the 

treatment, if no, write some notes, or supply a picture. 

 

 

Posture 

Posture is part of the Exercise and Movement treatment. The time spent on posture 

education and practice is determined by whether the client is able to demonstrate 

movement from their usual posture into a better posture. 

Whatever level they start at, aim to see a small improvement during the treatment 

session and ask them to continue with practice at home. Once they are able to 

demonstrate moving into a better postural alignment without cues, continue on 

with the rest of the treatment. 

 

 

Scheduling of Follow-up Appointments 

Follow ups are generally scheduled one to three weeks apart. This determined by 

the resolution of any discomfort or pain experienced after the treatment session or 

by the length of time it takes for symptoms to reoccur. The response to treatment is 

also considered. If a significant increase in pain was experienced after the last 

treatment session, the next session will not be scheduled at any time that would 

interfere with important roles and responsibilities of the individual. The scheduling 

of appointments is titrated and gradually pushed out another week as the client’s 

pain levels stabilise at lower manageable levels. Sessions are discontinued when the 
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client feels that they are happy with the outcome or don’t wish to receive any more 

treatment.  

 

At the end of the first treatment session, ask the client for a suitable time and best 

way to contact them to check how they responded to the treatment session and to 

schedule the next appointment after their treatment response is known. If 

possible do this on the third day after the session. The next appointment should 

be no sooner than one week and no later than three weeks from the previous 

session. At consecutive sessions schedule the next appointment at the end of the 

session, making sure that the time and day fits in with the client, preferably ask 

them when they would like to come in after telling them you would like to see 

them between one and three weeks.  For non-research purposes always ask, 

“would you like to book a follow-up appointment or would you like to get back to 

me if you feel you need some more help.” Tell the client your assessment on what 

treatment targets you think you can help with and what progress has been made 

in that session. It is important to empower the client to determine their own 

course of therapy. They may or may not feel comfortable with you as a 

practitioner or with the treatment. 
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Treatment Delivery 

Before the first treatment session the practitioner needs to inform the client of what 

is required from them and what is going to be delivered during the session. A more 

conservative approach to draping is used than in usual clinical massage sessions. 

The chest and buttocks are covered at all times, holding and kneading techniques 

are applied over the top of the draping. This is because the client must be made to 

feel safe and comfortable at all times, therefore exposure of known vulnerable parts 

is avoided.  

In a treatment session, if massage is being applied the client will be asked to remove 

outer clothing. They will be given specific instructions, then left in privacy to get on 

the treatment table and arrange themselves under the draping supplied. The 

session may be fully clothed if this is preferred by the client. 

After deciding the treatment plan and the client has agreed on the approach. Set 

up the treatment table with bolsters and draping, tell the client: “I will leave you 

to undress and get on the table while I go and wash my hands, leave on 

underwear, and socks if you have cold feet.” For women: “bra can be on, if it 

unclips at the back, or off, whatever is comfortable for you. We will keep you 

covered through the session.”  

If they are going to be starting the treatment lying supine, use the top draping to 

demonstrate how the draping is going to cover their chest and instruct them: 

“your arms go over the top like this,” place sheet across your own chest as you 

stand and tuck it under your armpits with arms over top. Then complete set up of 

the draping before going to wash your hands. 

 

 

Positioning on therapy table 

The most comfortable position for the client on the treatment table is taken from 

the client history form, whether it be prone, supine, or side-lying. The client may 

move if they become uncomfortable, and the therapist needs to adapt the treatment 

plan and assist the client with positioning, draping, and bolsters if necessary. 
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Instructions are given on how linen is to be used for draping, the position to lie, and 

where the placement of the pillows are to go. For example, if lying supine they will 

be told to lie on their back, head on the end pillow, and knees over the other pillow. 

If lying prone, the instructions are to lie face down using the face hole (provided 

this is comfortable, alternatively a flat pillow is provided) with a pillow under the 

abdomen, and feet on the end pillow. They are then left in privacy whilst the 

therapist leaves the room to wash hands. Elderly clients, or anyone needing 

assistance to undress, are helped with this process. Once on the table, further 

adjustment to bolsters and positioning is made for maximum comfort.  

When lying supine: appropriate height pillows are used as bolsters under the knees 

and head; the feet section may be tilted up to between 45 to 60 degrees so that the 

feet rest flat with the knees and hips bent to 45 to 60 degrees; the head section may 

be tilted so that the client is supported in a semi sitting or inclined position. 

When lying prone: appropriate height pillows are used as bolsters under the 

abdomen and feet to ease low back tension; head piece may be angled up or down 

to the most comfortable level; further supports or bolsters are used under any joint 

or limb to create a relaxed and pain-free position for the client. Comfort is 

prioritised over a need to access any particular body part. 

If no massage techniques are to be used, the client is instructed that they do not 

need to undress. In particular, clients with allodynia are always treated with gentle 

touch and fully clothed in their most comfortable position; massage is the last 

technique introduced into the course of treatment or treatment session (instead of 

the first), or not all depending on the client’s preferences. 

After returning from washing your hands, make the final adjustments to the 

pillows and bolsters, secure draping under the arms, and adjust table sections and 

height. Ask the client if they are warm enough and comfortable. Make sure they 

are in a relaxed pain free position, you may need to add more bolsters under the 

knees or pelvis for people to ease low back pain positional stress. 

 

Sitting and standing positions may also be utilised. Different ranges of motion in 

each of the joints become possible due to the different positions of the client’s body 
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and limbs relative to the treatment table. The less the restriction of clothing, 

infrastructure, and draping, the greater the range of motion that is possible. 

However, other aspects of the treatment delivery become compromised such as 

comfort, modesty, and ability to relax. For example, moving a person from lying 

supine to seated may cause the draping to fall away from the chest and might not be 

as comfortable even though a better range of motion is possible to achieve when 

working with the shoulder joint. In this case, a note can be made to begin the next 

treatment session while the client is still clothed and in a seated position before 

asking them to undress to continue the treatment. 

Execution of treatment plan 

Particular attention is paid to a client’s physical and psychological comfort; they 

must feel safe in order to be able to relax. It is the therapist’s responsibility to check 

in with their client and attend to their needs. Once the treatment plan is executed, it 

may be adapted as continuous assessment proceeds, or if the client’s levels of ease 

and comfort change. The practitioner should ask questions throughout the 

treatment session. Breathing education and directed breathing are integrated into 

the time spent delivering the manual therapy component when the client is lying 

supine. Details are covered in 8.0. 

When a new level of pressure is applied check in with the following questions:  

▪ How does this pressure feel?  

▪ Is this comfortable? 

▪ Are you okay with this or shall we go a bit lighter? 

If uncertain about how the pressure is being received use pain-pressure scale of 

1-10. This is important for working with people who experience allodynia. 

When a new body region is being addressed check in with the following 

questions: 

▪ Is this comfortable or would you like me to change my hands? 

▪ Are you comfortable? 

After a body part region has been worked on for 10 minutes or it is apparent that 

the client’s muscles are fatiguing, check in with the following questions: 

▪ How is this feeling? 
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▪ Are you okay for me to finish with this now or would you like me to do a 

bit more? 

Before moving onto a new body region check in with the following questions: 

▪ Is there anything else with this [state body region] you would like me to 

work on? 

▪ How does that feel compared to the other side? 

▪ If you are uncertain ask, “how does this feel, better, worse, or has it stayed 

the same?”  

Areas with high muscle tone or absent muscle tone are worked on. High tone is 

identified by the occurrence of spontaneous isometric or isotonic muscle 

contractions and non-volitional movement with GRM. During the course of 

treatment, absent tone may be identified by palpation or by atrophy in comparison 

to the other limb. If a body region is known to have a significant injury history (such 

as major trauma or surgery) and compared to the contra lateral side is atrophied 

and/or is much lower in tone, motor neuron pathology may be suspected. Muscles 

with low tone may be dysfunctional rather than just relaxed.  

Caution: When working on a body region if the client begins to show signs of 

dissociation, (disorientation from their present surroundings and/or flashbacks 

to previous trauma events) it is very important to change to a relaxation massage 

technique on a completely different part of the body. Work with the feet or hands 

and talk to them to bring the person back to conscious awareness of physical 

sensations from your massage application. The key is to bring their awareness 

back to current surroundings and stop the regression to reliving their trauma, the 

strength of their emotional response may require professional supervision that 

unless you are equipped with the necessary skills you must change the treatment 

session focus. Ask the client if they are happy to continue. These incidents are 

very rare and easily managed if you are aware of what’s happening.  Remember to 

move confidently and slowly as you change to other body regions to not startle 

the client. If you are concerned about this at all refer the client to discuss the 

incident with their GP who will be equipped to make an appropriate referral to 

psychological health services. 
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Always finish with relaxation massage strokes, in the same manner a relaxation 

massage session is ended. When you have concluded the manual therapy 

component of the treatment session, drop the table to a height that allows the 

client to easily place both feet flat on the floor in a seated position. 

Advise the client to: “Stay there for a moment while I tell you what happens next. I 

am going to wash my hands and leave you to get dressed. When you get up roll 

onto your side first, then slowly sit up and swing your legs to the floor. This is so 

you do not use your hip flexors. Then place both feet flat on the floor and stand 

with equal weight distribution on your feet. Just take about 20 seconds to feel for 

a balanced standing position and let your body adjust to any changes of muscle 

length and tension.” 

Then ask the client if they are happy to get off the table by themselves if you 

suspect they may have trouble; this would apply to some elderly and disabled 

people. After returning from washing your hands and the client is dressed, ask the 

client how they feel and proceed with the remainder of the treatment session 

aims if posture and movement education has been indicated. You likely won’t 

have to repeat these instructions at consecutive sessions, it is important initially 

because the author in their clinical experience has observed occasionally people 

feel nauseous and light headed after a treatment session. 

Conclude with information of what they may expect to feel over the next 2–3 days. 

This could include an increase in pain or a feeling of fatigue; some people 

comment that they felt like they had been hit by a bus. Reassure them this will 

quickly resolve the following day and they should be in touch if they have any 

concerns.  

Arrange a time for the next session, or if it was their first treatment arrange to call 

them in three days’ time to check on their recovery and then arrange the next 

session once they have fully understood the treatment and follow up effects.  
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Addressing Contextual Factors. 

When working with a client, pay attention to any contextual information about the 

client’s home, social, and work environments. With the amount of time massage 

therapists spend with people, you will naturally learn so much more about a 

client’s life than many other health care providers. Realise that difficulty with 

stairs or getting out of chairs may discourage clients from moving at all. You may 

simply need to ask them if they are having problems and does this prevent them 

from going for a walk or going out? 

Listen to them, let them talk and tell you their story, ask them why they think they 

have back pain. But be careful: some people will be so distressed and confused 

that they need reassurance and to be told what to do initially. This means initially 

you will be directing the entire treatment plan, over time let them take over 

determining the focus of the treatment session. As this intervention has been 

observed to cause a shift in pain location, the focus and targets of the sessions will 

shift also. 

During sessions, make appropriate decisions about whether to use music or not, 

considering if the client seems tired and wants to zone out or if they want to chat 

and talk. If they are having difficulty relaxing, then negotiate some time with them 

when they don’t talk and instead practice breathing and relaxing. State this openly 

and ask if they are willing to try; put on some relaxing music. Sessions may need 

to be shorter at first if the client struggles to be still for extended periods of time. 

Managing this type of situation will come naturally to experienced massage 

therapists who maintain a person-centred practice. 
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RELAXATION MASSAGE TREATMENT 

This intervention is a massage-based therapy and was developed to work within 

massage therapy scope of practice. Therefore it is appropriate to define it within a 

massage therapy context. Massage therapy scopes several modalities and 

techniques only a few are used the GRM CLBP treatment. Table 3 lists the essential, 

non-Essential, and excluded massage techniques of the GRM CLBP intervention 

Massage techniques of gliding and kneading are used for relaxation effects, holding 

is an ingredient of GRM but also can be used in relaxation massage. These 

techniques likely work through fascial mechanoreceptor mechanisms (Jacobs, 2016; 

Schleip, 2003a, 2003b; Tozzi, 2015a, 2015b). They may be applied to individual 

regions of the body before GRM is employed allowing the acclimatisation of the 

client to the therapist’s touch before limbs are lifted or deeper tissues are accessed. 

The focus is on moving and lifting the tissues when gliding or kneading, and when 

holding traction on the skin is maintained to apply a gentle stretch to the underlying 

tissues. Longitudinal strokes along the length of the body or limb are generally used 

to apply massage balm to accustom the client to the therapist’s touch before 

progressing to the other ingredients. 

Holding techniques can be used on tense or fibrotic tissues in the lumbar region 

either own its own or when GRM is being applied to adjacent joints. If holding is 

applied to muscles adjacent to the lumbar spine the practitioner can feel a sensation 

of warming under hand and a pulse, as the “amplitude of this therapeutic pulse 

increases and subsides … the tissue tension release occurs” (Wise, 2015) p340.  

Relaxation massage then is also a communication with the body’s nervous system 

and the intention is to create a relaxation effect, not cause a “release” of tension. It 

may be better described as relief from tension using gentle gliding and kneading 

techniques that simply feel good.  

All other massage techniques are either proscribed or excluded in this intervention. 

The GRM CLBP intervention essential, non-essential, proscribed and excluded 

massage techniques are listed in Table 6.1. The massage therapy techniques are 

from the massage taxonomy (Sherman, Dixon, Thompson, & Cherkin, 2006). For 

brevity they are listed by their group names when applicable. Techniques described 
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by Sherman et al.(2006) as using deep pressure are defined for these purposes as 

being pressure that is greater than five on a pain/pressure scale.  

Table 3 Essential, Non-Essential, and Excluded Massage Techniques from GRM Intervention 

Massage Technique Essential Non-essential / 
permitted 

Proscribed or 
excluded 

Application of heat or cold 
Heat, cold, or vascular flushing. 

  Incompatible  

Compression pumping 
Rhythmical pumping of muscles with 
light pressure as in lymphatic drainage 
or pumping with greater force as in 
mobilisation of joints. 

  Incompatible 
or interferes   

Compression Static—light 
Shortening muscle length by applying a 
pressure to ‘dent’ muscle or fascia. Light 
compression ≤ 5 on pain/pressure scale. 

Component of 
treatment 
ingredient— 
holding. 

  

Compression Static—firm 
Shortening muscle length by applying a 
pressure to ‘dent’ muscle or fascia. 
Compression > 5 on pain/pressure scale. 

  Interferes 

Cranial sacral techniques 
Techniques that follow the cranial sacral 
rhythm and cranial sacral still point 
induction. 

  Incompatible 

Directed breathing 
Instructions on breath control whilst 
manual therapy techniques are applied. 

 Part of 
Breathing 
education 
treatment. 

 

Direct pressure 
Pressure >5 on pain/pressure scale, 
applied leaning into tissues without 
movement across tissues. Distinct from 
holding techniques by greater level of 
pressure per square centimetre than 
holding techniques. 

  Interferes 

Energy Techniques hands off 
Techniques that have no physical 
contact with the body 

  Incompatible  

Friction 
Pressure applied by small area (for 
example stacked thumbs) that moves 
across the tissues, transverse, 
longitudinal or circular. Also includes 
friction scraping and friction J-stroke. 

  Interferes 
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Massage Technique Essential Non-essential / 
permitted 

Proscribed or 
excluded 

Gliding 
A gentle technique that glides over the 
body’s tissues, also called effleurage. 

 Part of 
relaxation 
massage 
treatment. 

 

Gliding—Deep 
Firm pressure >5 on pain/pressure scale, 
whilst gliding or stripping. 

  Interferes 

Hand rolling 
Rotating wrist or knuckles on body 

  Interferes 

Holding 
Gentle pressure applied by broad area 
(for example palm of hand or fingertips 
of digits 2, 3, and 4) that is direct, cross 
fibre, or longitudinal. Distinct from direct 
stretch by lesser level (only moving 
within first barrier) of pressure per 
square centimetre. Is static, practitioner 
does not move hands. 

GRM treatment 
ingredient. 

  

Kneading  
Skin rolling (This is grouped by Sherman 
et al (2006) with kneading, however its 
differences with kneading are relevant in 
this context and so it is included 
separately.) 

 Part of 
relaxation 
massage 
treatment. 

 

Lymphatic drainage 
Specific gentle pressure techniques that 
target the lymphatic system. Includes 
lymphatic: pumping, compression and 
rebound techniques. 

  Incompatible 

Positional release 
Therapist passively positioning placing 
body parts in position of maximal 
comfort. Different to ensuring client is in 
a comfortable position on the table. 

  Permitted if 
being used to 
maximise client 
comfort. 

Incompatible if 
used as a 
treatment,  

Percussion 
Fast and rhythmical blows to muscles. 
Also called tapotement. 

  Interferes 

Skin rolling 
Lifting and rolling (between thumbs and 
fingers) of the skin and superficial fascia. 

  Interferes 

Stretching—Resistive and passive 
Flexion or extension of a joint to 
lengthen muscle to a point of resistance, 
resistive is coupled with isotonic 
contractions of muscle. Includes 
contract–relax, reciprocal inhibition, and 
contract–relax–antagonist relax. 

  Interferes 
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Massage Technique Essential Non-essential / 
permitted 

Proscribed or 
excluded 

Stretching—Direct manual gentle 
Application of a firm manual stretch ≤ 5 
on pain/pressure scale. Stretch is 
applied to the tissues in any direction by 
shifting the tissues with the hands. It is 
coupled with holding techniques. 

 Component of 
treatment 
ingredient— 
holding. 

 

Stretching—Direct manual firm 
Application of a firm manual stretch > 5 
on pain/pressure scale. Stretch is 
applied to the tissues in any direction by 
shifting the tissues with the hands. The 
forces applied are greater than a gentle 
cross fibre stretch described above. 

  Interferes 

Traction 
Application of a stretch on joints by a 
mechanical pull. 

  Interferes 

Vibration 
Rhythmical movements of tissue which 
involves continuous contact with tissues. 
Includes flopping, rocking, jostling and, 
shaking Distinct from percussion. 

  Incompatible 

 

Compression which is listed as one technique for these purposes is divided into 

light and firm so that each may be individually coded. Direct manual stretching that 

for example is used in direct myofascial release techniques has also been divided 

into light and firm. 

 Proscribed techniques are hypothesised to interfere with the GRM treatment 

mechanism, but this is unknown. Incompatible techniques are hypothesised to be a 

different treatment mechanism and therefore excluded for research purposes. 

Essential techniques are hypothesised to be active ingredients that contribute to the 

elicitation of the GRM movement response. Relaxation massage, gliding and 

kneading may be thought of as active in that they are used to invoke a relaxation 

response, but these techniques are not essential to the GRM treatment or the CLBP 

intervention. 

For example - It is unknown how heat or cold would affect the body’s reflex 

response involved in GRM. Hands off techniques (including the use of tools) may 

alter the client’s acceptability of the treatment session.  
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Use only relaxation massage techniques. Do not use direct compression, trigger 

point therapy, stripping, friction, and skin rolling. Do not use ‘deep tissue 

massage’ techniques even if the client requests this. Explain that you are going to 

help the tissue to get moving rather than compressing it. 
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GRAVITY RELIEF MOBILISATION 

Introduction 

This chapter describes the treatment called Gravity Relief Mobilisation (GRM) used 

for some types of chronic musculoskeletal pain, particularly chronic pain that 

extends beyond time of healing and neural injuries. Mobilisation is defined in this 

context as: to make volitional pain-free movement possible. 

GRM can be classified as a form of myofascial unwinding (although the term 

unwinding is nominal as no actual unwinding or lengthening of fascia has been 

observed; however fascia is known to contract and relax) (Schleip, Klingler, & 

Lehmann-Horn, 2005). GRM aims to fully exploit a non-volitional movement 

response to tensioning the myofascial system that also appears to be influenced by 

gravity. It is thought to be similar to an apparent self-correction mechanism at work 

in other manual therapy techniques, as the application of GRM is consistent with 

descriptions of other myofascial unwinding techniques. These also induce 

spontaneous movements in clients in response to the application of gentle hand 

pressure, stretching connective tissue at a specific angle, and includes the lifting or 

positioning of body parts ameliorating the forces of gravity known to influence 

postural control (Minasny, 2009). The novel component of GRM is the maintenance 

of the support of the weight of the limb or head continuously until the induced 

movement comes to rest, or the client indicates experiencing muscle fatigue, or the 

movement pattern oscillates in a fixed plane unchanged for approximately two 

minutes. Whilst GRM is used to support non-volitional movement, making it easier 

for the body to express this, holding and cross fibre stretch techniques applied to 

the tissues appear to cause the triggering of a cascading effect of this reflex like 

muscle activity. It may be that this continuous bodyweight support causes an 

increase in the amplitudes of the movements, compared to other myofascial 

unwinding techniques. 

The objectives of GRM are to increase the mobility of joints and tissues by 

facilitating muscle contractions that are neither passive nor conscious movement, 

and work in combination with neural dynamics. Three theories have been identified 

that explain these non-volitional movements: ideomotor theory, neurogenic 

tremoring, and pandiculation. Ideomotor movement is thought to be a significant 
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analgesic mechanism (Dorko, 2003) and neurogenic tremors are identified as 

having significance to somatic trauma therapy through reflex type activity (Ross & 

Ware, 2013; Scaer, 2014). Pandiculation is self-corrective reflex like stretching if 

muscles observed in both people and animals (Bertolucci, 2011). 

Even though there is a paucity of empirical evidence to support these mechanisms, 

they appear to have therapeutic value and this is currently being investigated with a 

series of single subject clinical trials. The intervention being trialled features GRM 

primarily, but includes other components of relaxation massage, educational 

interventions, and home-based exercises that are within the scope of massage 

therapy practice and easily included in a therapy session. Relaxation massage is a 

valuable tool to engage clients in a therapeutic alliance (Smith, J., et al., 2009); other 

components enable clients with self-care activities to reduce anxiety and 

biomechanical stress factors that are thought to contribute to chronic low back 

pain, although this is not strongly supported by evidence (Guzmán, Esmail, 

Karjalainen, Malmivaara, Irvin, & Bombardier., 2001; Mehling, Hamel, Acree, Byl, & 

Hecht., 2005; O’Sullivan, 2005; Van Middelkoop et al., 2011; Van Tulder, Koes, & 

Bouter, 1997). As such, GRM is being considered an adjunctive technique that 

employs an indirect, interactor approach to manual therapy. This manual lists the 

principles of GRM, technical parameters, describes how it is applied to regions of 

the body and how it may be operationalised in a clinical setting. 

Overview 

GRM can be applied in any comfortable position for the client: standing, sitting, or 

lying. The therapist takes the weight of the limbs or head and follows the 

movements created by spontaneous muscle contractions. Essentially the effects of 

gravity are ameliorated, allowing neuromuscular tension to fully express as non-

volitional movement. Movement of the torso is achieved standing or lying with 

knees bent, as the client discovers and then increases free expression of movement.   

GRM is intended to be used in conjunction with other non-invasive manual therapy 

techniques. Its development has arisen from a biopsychosocial model of 

rehabilitation, and any effects or therapeutic benefit may be contingent to this. Its 

application requires constant self-discipline by the therapist to put aside their own 

agendas and ask, listen then follow the client’s needs. This does not mean that 
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biomechanical considerations are ignored, simply that biomechanical factors are 

not default primary concerns.  

The entire body is treated in, but not limited to, this order: 

Hip joints, knee joints, feet and great toe joints, then all of these combined. 

Lower back, shoulder joints, elbow joints, wrist joints, thumb and/or finger joints, 

then all of these combined, Neck and cervical region, Diaphragm and ribs.  

This order works from the larger and proximal muscles affecting the lower back to 

the smaller and more distal muscles affecting posture and balance. The somewhat 

standardised process relies on the body’s self-correcting mechanism to rediscover 

movement in joints and tissues with the support and aid of the GRM techniques. 

Therefore, specific muscle imbalances of strength or flexibility are not assessed 

prior to the treatment delivery, as the interventions objective is to assist the client 

in rediscovering pain-free movement and increase movement confidence during the 

treatment. Once this is re-established, it would be expected that the client would 

return to, or seek, activity or exercise that will strengthen their ability to move well. 

This activity may require a biopsychosocial approach.  

How to Use the GRM Technique 

The GRM technique ameliorates the forces of gravity on a limb or body part. It can 

be coupled with holding and angular stretch techniques or applied on its own. The 

combination of techniques is applied using a stepped model approach. This means 

that the techniques are additionally applied in succession until the objective of non-

volitional is achieved. GRM is then maintained on its own or the hands remain in 

place applying holding or angular stretch to particular muscles being addressed. 

Additionally when working each body region ranges of movements are ‘explored’, 

meaning the practitioners hand placement alters the potential movement. Each 

potential movement direction is tried to see where it goes, by a gentle starting 

nudge in that direction if needed. If any resistance is met then it is not pushed 

further. A nudge is not used routinely, only if no movement starts in response to the 

holding and AmG.  

If GRM is being applied on its own it is because the movement has become vigorous 

and it is difficult for the practitioner to maintain the specific placement of their 
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hands. The practitioner will be occupied with just holding the weight of the limb in 

free space making sure the client does not hit the table. 

 

Holding 

Palpation of the tissues is used to detect the level of tension and sense the 

temperature of the tissues. The tissues may present as cold, warm, or tense. It is 

thought cold indicates tension. Heat at first touch indicates inflammation is present 

in the tissues. This is then left alone and addressed at a later session once the 

inflammation has resolved.  

The hand is placed on the body, pressure can be applied from superficial too deep in 

order to shift the position of the muscle, in contrast to techniques of massage 

therapy that apply compression directly into the muscle. This shifting of the muscle 

is the application of the gentle cross-fibre stretch and allows deeper access to 

tissues without causing pain. The therapist should ask each time they press a bit 

deeper if the client is comfortable, and to back off if they tense at all. A pain 

pressure scale of 0 to 10 is utilised (0 being no pain and 10 unbearable pain) if the 

practitioner is in any doubt about the client’s response; this is most important with 

clients who experience allodynia. After the first session, the practitioner should 

develop a feel for the client’s sensitivity and the client will have developed an 

understanding that this treatment intentionally avoids causing pain in order to be 

effective. This should be explained at the outset. Note that deeper tissues often are 

accessed with only superficial contact; this registers in the practitioner as a 

sensation of connection to the tissues although no pressure is being applied beyond 

the resting of the hand on the body.  

Amelioration of gravity 

Amelioration of gravity (AmG) is applied gently taking up the weight of a limb or the 

head by lifting it just a few millimetres from the therapy table.  If a muscle 

contraction ensues that directs the head or limb further, this is supported.  

Whichever direction it wishes to move is followed whilst the therapist maintains 

holding its weight. The direction can be changed by shifting hand positions which 

has the effect of changing which muscles are experiencing the amelioration of 
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gravitational forces. These muscles are relieved of the weight they are maintaining 

and so express tension that is acting on the joints as movement.  

GRM maintains for several minutes the lifting with support of the body part and this 

appears to result in an escalation of the reflex activity. It is hypothesised that this 

escalating activity is due to the pandiculation (Bertolucci, 2011) mechanism and 

results in a type of neurogenic tremor seen as chaotic muscle activity (Ross & Ware, 

2013).  

If the reflex activity does become chaotic and vigorous the therapist needs to be 

well positioned and firmly holding the limbs to continue following the movements. 

Beyond this the therapist stops following the movements and simply holds the 

weight of the limbs securely and ensures the client does not hit any hard parts of 

the treatment table by deflecting the limb away.  

 Gentle cross-fibre stretch 

A cross-fibre stretch can be coupled with holding and with GRM. Application of the 

stretch is similar to the light compression applied in other gentle myofascial 

unwinding techniques, however its direction is specified in relation to the 

underlying bones. It is used to tension the neuro-myofascial system that induce the 

non-volitional movement GRM capitalises on. Cross-fibre stretch is used if no 

movement occurs with just the lifting and holding of a limb. It is used to increase 

the amplitude of the movement’s activity and helps direct the range of motion that 

is being expressed by changing the angle it is applied. 

Palpation is used to determine the level of tension in the tissues. If this is perceived, 

then enough pressure is applied to gain traction on the skin so that the hands do not 

slip; this can be applied from superficial too deep within the lower threshold of 

pain. A very gentle stretch is applied at a variable angle to the direction of the 

muscles underneath. The angle is changed depending on the direction that the 

correction of the joints orientation needs to occur. 

What this means is that a very gentle stretch is applied to move the muscles being 

targeted in a specific direction. The problem is visualised as the muscles being a 

wetsuit over the bones and they have been pulled over the arms or legs become 
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twisted and glued down. So when working on the muscles, they are shifted in the 

direction they are twisted to free up the adhesion to the bone underneath.  

The muscles are moved in the same direction that they feel like they pull on the 

bones so that the bone relative to the muscle underneath is able to shift in the 

opposite direction. This is a hypothetical extension of the logic underlying other 

myofascial unwinding techniques that aim to position the tissues in their most 

comfortable position (Overmyer, 1988).  

For example, with the client lying supine an internally rotated femur is treated at 

the hip joint by applying an angular stretch to the quadriceps. The muscles are 

shifted in the direction of internal rotation around the femur. Effectively the femur 

will be externally rotated relative to the quadriceps. Application of the GRM 

technique at the same time involves first lifting and supporting the weight of the leg 

with the forearm or shoulder and then application of the angular stretch technique 

being held in place. The induced muscle reflexes that follow are supported by the 

practitioner maintaining the weight of the limb, so they are expressed as movement 

by the changing muscle tone which rhythmically contracts and relaxes the muscles, 

flexing and extending the associated joint. In our example of the internally rotated 

femur, this will be the hip and knee joint. It is hypothesised that the contracting and 

relaxing muscle then frees up the adhesions within itself and to the bones. Or 

possibly, it simply regains a different muscle fibre firing pattern and the neural 

tissue is actually what glides more freely. 
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Summary 

Take the weight of entire limb 

Follow any movement 

If there is no movement apply a stretch to the tissues can be superficial or deep 

(shift the muscles and tissue mass in relation to the bone) in a cross-fibre 

direction. 

A non-optimal direction of tissue stretch won’t disrupt the process but to achieve 

best results aim to explore new range ranges of motion rather than allowing 

repetition of the same range. The placement of the hands, points of the body that 

are being supported, and surface contact points with the treatment table both 

limit and change the potential movement range. 

If you’re not getting results by shifting the tissue mass in one direction try a 

different direction. 

Work from large and most implicated joints to smaller joints.  

Problem movements are identified by palpation of tissues or client history, GRM 

ranges of movements being expressed and, palpation of contractile tissues. 

Identify the tight muscles that would contract and relax if they could. 

Think about what is the joint range of motion that the corresponding tight muscle 

would move if it could. 

Support the limb/joint to move non-volitionally in this range. 

Think about treating the muscles, tendons, and fascia with holding techniques (all 

contractile tissues), not the passive treatment of the joint.  

Assess the quality and the range of the non-volitional movement. Do all the tissues 

slide and move: muscles, tendons, fascia, nerves? 
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Regional components of the treatment 

In the following sections how each of the body regions are addressed is described. 

Demonstrations of GRM being applied to the various body regions can be found at 

https://vimeo.com/album/5361259.  (Password: 2018RX4BACKPAIN). These 

videos are variations of the following descriptions. 

 Hip and knees 

The first joint that is addressed is the hip, this is because hip flexion activity is 

observed to coincide with parasympathetic nervous system activity (Berceli, 2008). 

It is not determined that hip flexion muscles contribute to LBP however engaging in 

the process of stimulating the healthy function of these muscles may be helpful for 

LBP by reducing physiological response to stress (Nourbakhsh & Arab, 2002; 

O'Sullivan, 2011; Olson, Solomonow, & Li, 2006). The purpose of first addressing 

the hip flexor muscle group is to stimulate a reduction of para-sympathetic nervous 

activity and assist with relaxation. 

If the client is lying supine, the lower leg is elevated by hooking n elbow under the 

client’s ankle joint, supporting the weight of the leg with the forearm and hand, 

whilst the calf muscle is cupped just distal to the knee joint.  Slowly the weight of 

the leg is taken up until a point where resistance in knee or hip flexion is felt (Figure 

1). This position is held and the opposite hand placed over the anterior superior 

iliac spine (ASIS); with gentle fingertip applied to the tensor fascia latae (TFL) or 

quadriceps origin (whichever feels tauter). The fingertips of the hand cupping the 

calf muscle are gently pressed into the space between the tibia and fibula. This is 

held until non-volitional flexion of the hip or knee occurs. Alternatively, if hip and 

knee flexor contraction occurred whilst taking the weight of the leg, the weight is 

further supported with following of the movement translating to the joints by the 

muscle contraction.  The weight of the leg is maintained as the hip and knee flex, 

some of the mechanical effort for the knee and hip flexion may be assumed by the 

therapist. 
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Figure 1 Hand Positions for Application of GRM to Hip and Knee Supine 

Knee and hip flexion is allowed to continue until the neuro-muscular tension is 

reduced. To test this, the therapist directly attempts to flex the hip and knee joints 

holding the entire weight of the leg. If neuromuscular tension is still detected, the 

process is repeated perhaps with a shift of hand positions. A similar process is 

followed with hip rotation but the weight of the lower leg is placed on the 

therapist’s shoulder and the opposite hand is wrapped around the musculature just 

superior to the hip joint (Figure 2). 

Hand positions are changed to address different muscle groups or to allow for the 

exploration various ranges of motion: flexion, extension, abduction, adduction, 

internal, and external rotation. 

When the client is lying prone, the knee is bent to 90 degrees and the foot rested on 

the practitioner’s shoulder or forearm. The corresponding hand is placed under the 

knee, being slid in from the medial side of the leg (Figure 3). The palm or fingers of 

the opposite hand is pressed onto the musculature around the hip joint into any 

part of the gluteals, tensor fasciae latae, or the lumbar spine. The weight of the 

upper leg is taken up by the hand cupping the knee. 
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Figure 2 Alternate Hand Positions for Application of GRM to Hip and Knee Supine 

Any ensuing movements that are felt as muscle contractions are followed and 

explored so that the associated joints are supported through flexion and extension 

movements. Hand positions are changed to address different muscle groups or to 

allow for the exploration various ranges of motion: hip joint internal and external 

rotation, abduction and adduction, hip extension, hip flexion combined with 

abduction and external rotation.  

Both hands may also be placed and gently pressed and held onto the gluteal, 

piriformis, sacroiliac and lumbar regions. This is held until a softening of the tissue 

is detected. The muscles of the thigh may also be addressed in the same manner. 

  
Figure 3 Alternate Hand Positions for Application of GRM to Hip and Knee Prone 
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Feet and ankles 

The feet and ankles are addressed by the practitioner facing the feet and standing 

side on to the table. The lower leg is lifted and supported by the forearm. The great 

toe is held and wrapped by the therapists opposite hand (Figure 4). Additional 

support of the lower leg is achieved by cupping the heel and taking more weight 

with the same supporting forearm. 

 
Figure 4 Hand Positions for Application of GRM to Foot and Ankle Supine 

Again, any movements or muscle contractions are followed. If the contraction of the 

hip and knee flexors is quite strong and a larger range of motion is being expressed, 

the therapist may turn to face the client whilst maintaining contact under the calf 

muscle with one hand and clasping the great toe with the other continuing to hold 

the weight of the foot (Figure 5).  

 
Figure 5 Taking the Weight of the Lower leg with Strong Hip and Knee Contractions 
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Lying prone allows easy access to the foot and ankle, with the knee flexed and 

supported by the table. The palm is pressed into the longitudinal arch of the foot 

and the fingers press gently into the ligaments surrounding the ankle joint whilst 

the heel is cupped. The opposite hand is pressed into various positions of the feet or 

lower leg musculature (Figure 6). Any ensuing movements are followed and 

explored. Hand positions are changed to address different muscle groups or to 

allow for the exploration of various ranges of motion: flexion, extension, pronation, 

supination, and rotation. 

  
Figure 6 Application of GRM to the Lower Leg, Foot, and Ankle Prone 

Both hands may also be placed, gently pressed and held onto the anterior and 

posterior aspects of the lower leg. This is held until a softening of the tissue is 

detected. The muscles of the feet may also be addressed in the same manner using 

the finger tips.  

Lumbar spine 

The lower back then is addressed in a similar manner to the hip joint while lying 

supine but the opposite hand is slid under the clothed client (Figure 7), or under the 

linen covering the table and the fingers are pressed gently onto the soft tissue 

surrounding the lumbosacral joint. 
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Figure 7 Treatment of the Lumbar Region Supine 

Lying prone, both hands may also be placed and gently pressed and held onto the 

sacroiliac and lumbar regions to assess the tension and compare left to right side 

(Figure 8). This is held until a softening of the tissue is detected. 

 
Figure 8 Treatment of the Lumbar Region Prone 

In addition, one hand can be placed in the lumbar region and the knee flexed by the 

opposite hand taking the weight of the lower leg (Figure 9). If knee flexion occurs, 

this is followed and explored. Internal and external rotation of the hip may also be 

explored. The hip can mobilise into flexion, extension, abduction, or adduction 

while the reflex muscle contractions are followed. The fingers feel for stiffness in 

the tissues as the hip flexes, extends, and rotates. Under palpation this may initially 

feel stiff, and little movement or sliding of the tissues is noticed. As this softens, 

sliding and movement of the tissues can be felt under the fingertips. This process is 

repeated by pressing the fingertips gently onto the tissue just lateral to the superior 

aspect of the sacroiliac joint. Hand positions are changed to address different 

muscle groups or to allow for the exploration of various ranges motion. This may be 

at the knee, hip, or shoulder joint whilst one hand remains placed on the 

musculature surrounding the lumbar spine: quadratus lumborum, obliquus 

abdominis, latissimus dorsi, and erector spinae. 
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Figure 9 Treatment of the Lumbar and Sacroiliac Region with GRM of the Hip Prone 

Shoulders 

The next joint to be addressed is the shoulder, with the weight of the arm is taken 

up by the MT grasping the wrist and supporting the forearm on the MT forearm. 

The fingers press into the palm of the hand with the opposite hand being placed on 

the pectoral girdle (Figure 10). Alternatively one hand can grasp the clavicle and 

trapezius muscle (Figure 11). 

Again, if any muscle contraction occurs, this movement is supported and followed 

through its full range. The opposite hand is then placed on other parts of the 

shoulder musculature, depending on where tension is held. This may be the 

trapezius, deltoids, subclavius, pectoralis minor, or brachialis.  

The hand may also be slid under the shoulder to address the rhomboids, latissimus 

dorsi, or rotator cuff muscles. Hand positions are changed to address different 

muscle groups or to allow for the exploration of various ranges of motion: flexion, 

extension, abduction, adduction, and rotation. 
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Figure 10 Hand Positions for the Application of GRM to the Shoulder and Thoracic Supine 

 
Figure 11 Hand Positions for the Application of GRM to the Shoulder and Clavicle Region Supine 

Lying prone one hand is placed on any posterior aspect of the shoulder with the 

palm or fingers pressed gently onto the muscles. The opposite hand clasps the 

forearm and gently takes the weight of the arm by lifting the arm and supporting 

the weight of the arm with the flexing of the elbow (Figure 12).  

Any ensuing muscle contraction is followed and explored. Hand positions are 

changed to address different muscle groups or to allow for the exploration various 

ranges of motion: flexion, extension, abduction, adduction, and rotation. 
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Figure 12 Hand Positions for the Application of GRM to the Shoulder and Thoracic Prone 

Elbow, wrist and hands 

The elbows wrists and hands are most easily addressed lying supine. The upper 

arm is cupped with one hand around the triceps and the opposite hand grasps and 

wraps around the thumb, with the fingers gently pressed onto the muscles. The 

weight of the arm and hand is taken up and any ensuing movement is followed. 

Each finger may be held individually in a similar fashion (Figure 13). Hand positions 

are changed to address different muscle groups or to allow for the exploration 

various ranges of motion: flexion, extension, pronation, and supination. 

  
Figure 13 GRM Treatment of Elbow, Wrist, and Hand 

Head and Neck 

The head and neck are most easily addressed lying supine with sliding the fingers 

under the occiput to gently take the weight of the head, removing the supporting 

pillow with the other hand. The forearms can be rested on the table, to avoid 

suddenly shifting the head. The occiput is cradled and fingers are gently pressed 

onto the soft tissues at the base of the cranium (Figure 14). 
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Figure 14 Treatment of the Neck and Head 

 

Any resistance or muscle contractions are felt for and followed; this may be neck 

rotation, flexion, or extension. The occiput is cupped with one hand and the 

opposite hand placed on the trapezius, with the thumb pressed gently into the 

muscle; any movements are again supported or followed (Figure 15). 

 
Figure 15 Treatment of the shoulder Muscles Inserting into the Neck with GRM of the Neck and Head 

 

Next the palm of one hand is placed gently on the sternum whilst the opposite hand 

securely cups the occiput; the process of holding and following any ensuing 

movement is repeated. Each vertebra may be addressed in a similar fashion, with 

the occiput supported and the fingertips of opposite hand very gently pressed onto 

the musculature posterior to the vertebrae. Hand positions are changed to address 

different muscle groups or to allow for the exploration of various ranges of motion: 

flexion, extension, and rotation.
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BREATHING EDUCATION 

Breathing practice is a part of various cultures and somatic traditions around the 

world. Clinical trials of yoga for chronic low back pain feature breathing practice as 

an integral component. It is thought that, due to the common origin with the lumbar 

musculature, a dysfunctional thoracic diaphragm contributes to low back pain 

(Bartley & Clifton-Smith, 2006). Additionally, somatic therapies that focus on 

breathing are a part of practices that have neuropsychological effects to ease 

anxiety and promote coping in people with chronic low back pain (Chaitow, 2004; 

Mehling et al., 2005). 

This intervention includes breathing education as part of its holistic approach. 

Whilst a paucity of evidence exists to directly support breathing practice for the 

treatment of low back pain (Mehling et al., 2005) it has been shown that low back 

pain has a higher association to breathing disorders in middle aged and older 

women than either activity levels or body mass index (Smith,M., Russell, & Hodges, 

2006). One plausible mechanism is the reduced contribution of the diaphragm to 

lumbar postural control in people experiencing breathing disorders when under 

load (Chaitow, 2004). Also, relaxed abdominal breathing has been demonstrated to 

reduce sympathetic nervous system activity that decreased hypertension which is 

strongly related to stress (Wang et al., 2010). 

In addition to improving lumbar stability and easing anxiety, breathing exercises 

are used to help a client relax neck and shoulder muscles in order to reposition the 

head in neutral alignment with the body and retract the shoulders. Balanced 

posture positions the heavy cranium over the body’s centre of gravity, thereby 

reducing the load on the back extensors. It is easy to visualise the increased demand 

on the posterior chain muscles if the head is in a marked forward position. 

The dysfunctional apical breathing pattern utilises the scalenes, pectoralis minor, 

and sternocleidomastoid muscles to lift the ribs, causing shoulder protraction and a 

head forward posture (Bartley & Clifton-Smith, 2006).  

Following is an adaptation of the simple steps for teaching basic breathing that are 

described by Dr Jim Bartley and Physiotherapist Tania Clifton-Smith (2006) in their 
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book Breathing Matters. Basic breathing is also known as slow abdominal breathing 

or diaphragmatic breathing. 

 

These steps should be followed in order, but not all of them must be incorporated. 

1. Ask the client to close their mouth and inhale three breaths through their 

nose. 

2. Return to their normal breathing and ask what they experienced, was it 

easy or difficult? 

3. With the client lying supine, the therapist asks permission to position one 

hand in the centre of the back at the level of the 12th ribs by sliding the hand 

under the bottom draping sheet or outside of the clothing. Then, the therapist 

asks to place the palm of the other hand at the base of the sternum superior to the 

umbilicus.  

4. Observe the usual breathing pattern and the movement of the top hand. 

Assess whether this is apical or paradoxal. Remember, apical patterns involve a 

lifting of the ribs on the in breath and this may be further complicated by a 

sucking in of the belly on the inhale and pushing out of the belly on the out breath, 

called paradoxal breathing. 

5. Repeat step 1. Observe the breathing pattern and whether the breathing 

pattern improves. 

6. Decide what cues you will use to encourage abdominal breathing through 

the nose. For example: 

▪ “Now I would like you to breathe into my hands.” 

▪ “Allow the belly to rise as you breathe in and feel the breath expanding 

into my hands.” 
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▪ “Close your eyes, relax your shoulder, back of your neck and jaw muscles, 

and breathe in through your nose allowing your belly and ribs to expand 

into my hands.” 

7. The top hand may be shifted to different aspects of the thoracic region in 

order to feel for restrictions in rib movements (Figure 16).  

8. The next instruction controls the outbreath pursing the lips slightly to 

resist the air flow. 

a) “Slowly breathe out through your mouth blowing gently almost whistling” 

9. To increase the power of the inhalation now ask them to breathe out 

followed by momentary empty retention, before breathing back in through the 

nose. Repeat three times. Remove your hands if you are going to use these cues as 

they will be a distraction. 

b) “Keep breathing out, completely empty, keep going, keep blowing out 

squeeze all the air out.” 

c) “Close your mouth and now breathe in strongly through the nose.” 

10. Repeat the verbal cues as you move from encouraging abdominal 

breathing to different aspects of the ribs with the intention of using the breath to 

mobilise the intercostal muscles. 

11. Now remove your hands and ask the client to place their own hand/s on 

their belly and practice again 5-10 breaths through their nose into their hands.   

12. Ask if they feel confident to practice this at home and suggest that before 

they go to sleep at night practice ten breaths. Or more if they wish, but it should 

be easy and simple. Each session, ask how it is going and check their breathing 

again with steps 6, 7 and 8. In reality people will do a few exercises at home until 

they get the hang of it but no more. 
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Once they are able to practice abdominal breathing at will, at some point during 

the course of the treatment sessions you can bring up how slow abdominal 

breathing practice is useful to engage when they find themselves feeling stressed. 

Epidemiological studies of chronic low back pain have shown that people with 

increased levels of anxiety experience higher levels of pain and it is more 

bothersome (Rabey, Smith, Beales, slater,& O’Sullivan., 2016). 

 

 

Figure 16 Hand Positions During Directed Breathing 

A gentle expansion should be felt with abdominal breathing and the ribs should feel 

like they expand and press onto the bottom hand as the posterior thoracic also 

gently expands. The tips of the fingers may be placed between the ribs, gently 

pressing on to the intercostal muscles. Costocartilage, sternoclavicular joints may 

also be addressed by gently placing the hand or fingers over them. In each instance 

an angular stretch can be applied taking up the slack of the skin in the same 

direction of the restriction, upwards or inwards towards the midline. Then, as the 

thoracic expands, a gentle stretch of the underlying fascia occurs and mobilises 

these tissues with the muscle activity of breathing.  

No more than 10 minutes should be spent working with the breath, as the impact of 

this manual therapy is minimal and should be used to help the client gain 

awareness of how they breathe and where they hold tension, followed by learning 

abdominal how to engage in abdominal breathing themselves in order to practice it. 

If the treatment has been effective the hands can be noticed to gently move, where 

ever they are placed and most definitely when placed on the belly. 
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POSTURE AND MOVEMENT EDUCATION 

The manual therapy component of the intervention provides the stimulus and 

support for people to discover pain-free movement. People with chronic low back 

pain are reported to have higher levels of anxiety, depression, and/or fear of 

movement, and low self-efficacy (Rabey et al., 2016).  

The next step in the treatment plan is all about developing self-awareness and 

learning self-management. Assisting people to find what helps them is a pragmatic 

clinical approach that efficiently individualises treatment. In this patient centred 

approach, it could be argued that each client is their own sub-group and the ideal 

course of rehabilitation for each will be differentiated from one another (O'Sullivan, 

Caneiro, O'Keeffe, & O'Sullivan, 2016).  

Helping people become educated in what detrimentally impacts their muscular 

skeletal system and finding strategies to self-manage these is operationalised by 

daily practice of targeted exercises. The purposes of the exercises are to help a 

person learn to move with more ease, by increasing awareness of how stress causes 

changes in posture and breathing, and by correcting biomechanical habits that 

cause muscle tension—keeping in mind that tension often relates to psychological 

states, with the exception of muscle tension from sustained postures such as sitting. 

This is not a counselling session; as a manual therapy practitioner, it is important to 

keep any desire to fix or solve other people’s problems in check. The therapist must 

remain an observer of themselves and, if helpful, seek feedback on their own 

practice from an esteemed colleague or professional supervision counselling 

service.  

The underlying psychological factors which cause individual mood states to 

manifest as stress may or may not be related to both client’s and the therapist’s 

personality, upbringing, and/or current working and living environment (Rabey et 

al., 2016). Many of these are normal individual differences and simply require self-

knowledge so that each person is able to choose how they self-manage. However 

some serious psychological issues may exist for people with chronic pain 

(Andersson, 1999) and if the therapist has concerns about being extended beyond 
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their scope of practice, referring people back to their GP is a good strategy whilst 

remaining open to people returning for manual therapy. 

Postural Education 

Individual variation in standing posture to the ideal is not necessarily treated. Gross 

deviations from posture identified in the assessment should be pointed out to the 

client, along with how to move out of it, described above. Excess spinal curves in 

one part of the spine always translates into other compensatory curves in other 

parts of the spine or head positioning in order to stay upright and keep the eyes 

level. Postural imbalances become problematic if they are habits maintained 

through the day or they are more fixed positions from tissue contracture. Fixed 

positions may be helped with GRM to encourage contraction and relaxation of the 

muscles. Habits require education bringing awareness to the area, preventing it 

becoming fixed. Over time when working with people, the practitioner should 

notice postural habits and be able to assess any possible impact they have on their 

low back pain. 

Below are common postural patterns that could indicate treatment targets. 

Examples are given on how to cue clients to move out of fixed positions and self-

mobilise body regions. They then can self-assess whether this has beneficial effects 

on their pain. This is not an authority source or list of problems, merely an example 

of types of problems and ways for the practitioner to think about how to bring the 

client’s awareness to postural stresses that may be changed through self-awareness 

and movement practice. 
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Excess lumbar lordosis: Ask the client to tuck their tailbone under, tilting the 

pelvis posteriorly into a neutral position and back again to their usual position. 

Check knee bend and correct hyperextension or bent knee positions. 

Excess thoracic kyphosis: Ask the client to imagine a cord pulling up the top of 

their head to the ceiling, lengthening the spine and then relax again into their 

usual position. Follow this with some abdominal breathing. 

Shoulder protraction: Ask the client to roll their shoulders up, back, and down, 

in order to find a relaxed position for the shoulders. Prescribe pectoral stretches 

to be practiced at home to lengthen the shoulder protractor muscles and 

incorporate abdominal breathing. Here is another exercise that combines 

shoulder retraction and abdominal breathing: Ask the client to take a breath when 

standing, then exhale as the shoulder are lifted forward and up towards the ears, 

as they inhale again through the nose pull the shoulders back and down. Then 

repeat inhaling and drawing the shoulder forward and up and exhaling rolling 

them back and down.  

Thoracic extension: Many people extend their thoracic spine in an effort to 

reduce apparent excess thoracic kyphosis created by shoulder protraction. Ask 

the client to keep their ribs down and do not allow then to pop up and then 

correct the shoulder protraction. 

Cervical kyphosis: Commonly seen in conjunction with thoracic extension. 

Correct the thoracic extension then ask the client to lift the chin slightly, extending 

the upper cervical vertebrae. 

Head forward: Ask the client to retract their chin and bring the ear back in line 

with the centre of the shoulder, make sure they keep their eyes looking up and 

forward preventing them from dropping the chin down which flexes the neck. 

Another method is using the wall as a guide described below. 

Sway back: Ask the client to stand with their back against the wall. Position their 

heels slightly forward of the wall and ask them to contact the wall with their 
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buttocks, shoulders, and head. People with gross sway back postures will be 

amazed at how far back they need to position their pelvis. 

Hyper extended knees: Ask the client to draw up the kneecaps by contracting 

the quadriceps. They may also need to engage in some hamstring strengthening.  

Bent knees: Ask the client to press themselves up onto their tip toes and 

straighten their knees, then keep the knees straight as they lower the heels back 

down to the floor. Alternatively, point out that they are standing with bent knees 

and ask them to straighten them. If the pelvis shifts and the back sways when they 

do this, prescribe hamstring stretches.  

Lateral pelvic shift: People quite often stand more on one leg, with the pelvis 

pushed out to one side. Ask them to stand with feet hip width apart and rock from 

side to side, transferring their weight from one side to the other and back again. 

Ask them to gradually reduce the amount of sway to eventually come to rest in the 

centre with even weight distribution over both feet.  
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Exercise and Movement 

Multi-disciplinary interventions and individualised exercise programs that focus on 

functional restoration show the most promise in improving pain and function for 

patients with non-specific low back pain (Guzmán et al., 2001; Hayden, Van Tulder, 

Malmivaara, & Koes, 2005). These programmes are more effective if they are 

intensive, and adherence is thought to affect their efficacy. Therefore, any 

movement training or exercise prescribed must relate directly to an individual’s 

activities of daily living or recreation. Better still, it should be able to be performed 

in this context. 

Simple things can make a difference that help people avoid getting stuck in 

positions that strain the muscular skeletal system. The purpose is to help form 

behaviours that support the consolidation of improvements gained from the clinical 

treatment sessions. Alternatively, it may simply be an increase in strength and 

fitness that makes an activity or function easier for the client, increasing the 

likelihood of engagement in a variety of movements that have therapeutic effects. 

Also, it is reasonable to think strength deficiencies that make it difficult for an 

individual to negotiate their environment is causative to immobility, contributing to 

back pain chronicity. Therefore, improvements in functional strength, particularly 

for older adults, may be key in rehabilitating low back pain. 

Adopt a problem solving approach to help an individual come up with strategies 

to engage in exercise that will improve their ability to engage in leisure and daily 

activities. The aim is to create movement habits that ease back pain; it is likely to 

involve both moving more and moving better. The targets are not limited to the 

lower back region. If no movements ease pain then you may need to identify more 

manual therapy targets before exercises can be beneficial. 

 

People are often aware of difficulties they are experiencing, whether of a 

psychological or physical nature, but have not related this to contributing to back 

pain. The accumulation of stress and injury may have preceded non-specific low 

back pain or may have made them susceptible to incidence or an accident resulting 

in low back pain.  
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In cases where sustained postures and repetitive movements feature, the client 

should be encouraged to find a strategy that lengthens and/or relaxes the muscles 

that have been held in shortened positions. It may be stretching, walking, or finding 

better positions to sit or stand when they do their activities. Some muscle stresses 

may be caused by muscle weakness, and in these cases the practice of movements 

in a way that will increase the muscle strength and endurance is appropriate. 

Activities that do not involve movement such as driving can be adapted by bolsters 

or taking breaks to get up and walk around. Different tasks will and will not be 

doable and suitable for various individuals. Ultimately it will be what the client does 

on a daily basis that is going to be effective rehabilitation. 

This type of movement education is all within the scope and training of massage 

therapists. Following is a list of the most common movement or lack of movement 

problems observed in my clinic that chronic low back pain clients experience. This 

is also not an authority source or complete list of problems, merely an example of 

common types of problems and ways for the practitioner to think about how to 

bring the client’s awareness to postural stresses that may be changed through self-

awareness and movement practice. 

Daily activities involving mostly sitting, with few breaks to stand and move 

around. 

▪ If they sit at a desk, suggest that every time the phone rings stand up and 

divert attention from computer screen or roll the shoulders backwards. 

What cues can a person use in day to day activities to become aware of 

muscular stress and tension? 

▪ If they drive a lot for their job, suggest simple pain management strategies 

they may not have thought of. For example, folding a small towel and 

placing it under the side of the left buttock to level the pelvis when driving 

roads with a camber sloping to the left. 

▪ Educate the client on the importance of taking breaks, ask people who are 

on the road often travelling the same route to identify the rest areas they 

can stop to walk around for five minutes.  

▪ Did they indicate high levels of stress on their client history form?    Do 

they feel hurried? If so, discuss this with them; often anxiety of getting 
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something finished or arriving at a destination causes people to not take 

breaks and this is compounded by the accompanying anxiety which can 

cause increased muscle tension and altered breathing patterns.  

▪ Some sport and recreation involve the maintenance of a seated position, 

such as cycling and paddling sports. Individuals may try stretching gently 

the hip flexor muscle groups that have been held in shortened positions 

after these activities. What may be equally beneficial is going for a short 

walk.  

Daily activities that require mostly work in front of the body. 

▪ Are they at a computer all day? Most tasks in our day to day living are in 

front of the body. Unless people participate in some form of exercise that 

requires pulling motions, it is likely that the shoulder protractors are 

dominant.  

▪ Daily activities which require a small amount of forward trunk flexion. For 

example, jobs that require the person to lean forward slightly to perform 

tasks for extended periods of time such as nurses, massage therapy, 

surgeons, technical assembly jobs etc.  

▪ The problem may be helped with a change in the ergonomic set up of their 

work station, but also how the person maintains postural control may 

need to be adapted. Online resources are useful to help educate people 

about work habits and self-management for low back pain 

(http://www.habitatwork.co.nz/).  

▪ In some cases, improvements in general muscle strength and balance can 

support forward flexion of the trunk by increasing the strength of the 

posterior kinetic chain. Whilst literature supports the improvement of 

back extensor strength and endurance for the treatment of low back pain 

(ref) there are indications that specific exercises for non-specific low back 

pain are not superior to other types of exercise (Saragiotto et al., 2016; 

Van Middelkoop et al., 2011; van Middelkoop, Rubinstein, Verhagen, 

Ostelo, Koes, & van Tulder, 2010). A more generalized approach of 

strengthening the posterior chain allows a functional integration of back 
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extensor strength and endurance activities that can be worked into daily 

living.  

Weak plantar flexion with ambulation 

▪ This is seldom equated to being a contributing factor to low back pain. 

However, the walking gait is most vulnerable to plantar flexor weakness, 

followed by the hip abductors.  

▪ Weakness in these muscles increases muscle stress in other groups that 

must compensate (van der Krogt, Delp, & Schwartz, 2012).  

▪ As this intervention treats the body holistically, the improvement of 

plantar flexion strength may be included in the treatment plan in order to 

improve the quality of ambulatory movements. It may be that improving 

ambulation assists in making every day walking easier, and movement is 

beneficial for back pain.  

▪ Other more direct mechanisms are possible, however to cover this in 

depth goes beyond the scope of the treatment manual. 

Compromised sit to stand movement and extensor strength 

▪ Weakness in the knee extensors causes adaptive sit to stand strategies 

(Meijer, Willems, & Savelberg, 2009) 

▪ Difficulty moving from a sitting to a standing position is evident when a 

person uses adaptive strategies to execute the movement, such as using 

momentum generated from the upper body to stand (Hughes, Weiner, 

Schenkman, Long, & Studenski, 1994). Other strategies that I have noticed 

are, using the arm rests to push themselves up or the knees may collapse 

together in order to brace the legs against each other before able to stand. 

▪ Educating the individual in sit to stand strategies that enable them to 

recruit more hip extensors and plantar flexors will compensate for a lack 

of knee extensor strength (Meijer et al., 2009). Practice of this movement 

can then be integrated into daily activities. Note plantar flexor strength 

may need to specifically be addressed also, along with practicing keeping 

the knees hip width apart through the movement. 
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SETTING AND MATERIALS 

The room is always kept warm or a fan is used for air circulation in the summer. Air 

circulation is thought particularly in. Lighting is low with no overhead lighting. 

Music is played if this is client’s preference, whatever genre they enjoy. It is turned 

off during conversations so that the client can feel heard.  

Materials 

Draping 

Warm polar fleece sheets for warmth or polycotton sheets. The polar fleece 

material has some stretch and give which means that the draping can be securely 

held against the body and wrapped around the limbs whilst still allowing for 

unhindered movement. This secure fastening of the draping contributes to the 

sense of safety that a client experiences. 

Polycotton sheets are used during warmer temperatures and are large enough to 

maintain cover while the limbs are moved. 

Two blankets or sheets are always applied, one lengthways over the body and one 

across the chest with the arms overtop; pinning the covering securely under the 

armpits is important for women to feel comfortable. 

 

Bolsters  

Microfibre down alternative, hypoallergenic pillows: One medium used under the 

knees lying supine and used under the ankles lying prone; one soft used under the 

abdomen lying prone or used for the head and neck lying supine. 

Memory foam contour pillow: for head and neck support for those with a head 

forward posture or excess thoracic kyphosis; also used for lactating women and 

women requiring breast support lying prone. 
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Massage balm 

Enough to provide glide over body hair and skin, but not so much that traction is 

lost. This intervention uses a lot less balm or oil than relaxation massage, as traction 

on the skin needs to be maintained.  

 

Treatment plinth 

The three section and height adjustable treatment table is an essential component 

for this intervention. This means that the table can be adjusted for maximum 

comfort of the client and assists the practitioner to maintain holding the weight of 

the limbs by being able to adjust the table height to most ergonomic position for 

them. 

Also the table needs to be adjusted in height for people with limited ability to move 

to get on and off without strain or fear of falling. 
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