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Background: Our previous study evaluated the use of reflexology compared to progressive muscular
relaxation in improving the psychological and physical profile associated with multiple sclerosis. In this
paper audiotapes from the reflexology sessions have been analysed to give a picture of the nature of
interaction between patients and therapists during treatment.

Methods: A crossover design with two groups was chosen. Each participant received six sessions of both
interventions. All reflexology sessions were recorded and the tapes transcribed and analysed.

Results: Analysis of the available audiotapes (n ¼ 245) revealed that reflexology provided opportunities
for 48 out of the 50 participants to share worries and concerns. Recurring disclosure themes related to
physical symptoms and treatment, psychological concerns, home/family worries, and work/leisure
issues. Explorative analysis revealed some differences in the amount of disclosure over the weeks,
between for example the participant’s type of MS and time living with the diagnosis.

Conclusions: Reflexology appears to have created a space for patients to talk about their worries and
concerns, and to receive advice and support from the nurse therapists. This work contributes to the
debate about the role of the therapeutic relationship within reflexology practice.

� 2008 Elsevier Ltd. All rights reserved.
1. Introduction

For many people living with MS, medical interventions can elicit
differing responses, particularly given the variety and severity of
symptoms.1 Attempting to evaluate reflexology, a complex therapy
with numerous theories as to its mechanism of action, is also likely
to have differing outcomes.2 Our previous paper has reported on
data pre and post treatment sessions, using standard physiological
and psychological measures.3 The primarily purpose of the study
was to assess any added benefits when comparing reflexology to
progressive muscular relaxation (PMR). To investigate possible
therapeutic benefits of engaging in reflexology audiotape data was
collected during the actual treatment.

A common criticism of complementary therapies is the difficulty
in clarifying what might be the active component. Reflexology is
argued to be a package, which includes interaction as part of the
.
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process of assessing and treating reflex points.4 In the past
researchers have sought to exclude verbal interactions in an
attempt to evaluate reflexology.5 Understandably, particularly
when results are negative or inconclusive, reflexologists are likely
to say that such studies do not satisfactorily evaluate the therapy.
Cade6 believes that some practitioners view any attempt to impose
controls on treatment as ‘contradictory to the holistic philosophy of
complementary therapies’ (p. 5). Our literature review suggested
that patients receiving reflexology commonly share concerns and
worries with therapists.7,8 In this naturalistic study it was felt
important not to ignore this aspect by asking the question; Does
disclosure of worries and concerns occur or not during treatment
sessions? We examined this issue by:

– Describing the frequency of disclosure over the weeks
– Identifying disclosures themes and therapist –participant

interactions
– Exploring demographic/disease variables and disclosure rates

and frequency.
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Randomised at first available appointment n = 53

Group 1 n= 27 ( = 22  =5)
Weekly PMR for 6 weeks, a 4-
week break then weekly
Reflexology for 6 weeks 
(audiotaped) 

Group 2 n= 26 ( = 19 = 7)
Weekly Reflexology for 6 
weeks (audiotaped) 
4-week break then weekly
PMR for 6 weeks 

Dropped out after 1st week 
 n= 2  Reasons: 
1. Family illness 
2. Disappointment with PMR 

stDrop out after 1  week
n= 1  Reason:
1. Tiredness 

n= 25 ( =20 = 5)
119 tapes available for analysis

n= 25 ( = 18 = 7)
126 tapes available for analysis

Figure 1. Consort Trial Profile: randomization.
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2. Method

2.1. Study design

Senn9 argues that in chronic disease the crossover design is ideal
for investigating individual responses to different treatments, as it
allows each patient to be his/her own control and has the added
benefit of equity of treatment between groups. A crossover design
was therefore chosen and resulted in participants being randomly
assigned to reflexology, followed by a 4-week break, then PMR, or
a reverse arm with PMR first. Each participant received six sessions
of both treatments (Fig. 1). Audiotaping both the reflexology and
PMR sessions during pilot work revealed evidence of disclosures
during reflexology sessions only (PMR patients are asked to follow
instructions). In this study all reflexology sessions were audiotaped
and available recordings transcribed.
2.2. Variables

In addition to recording the participant’s sex and type of MS,
time living with MS from diagnosis (MS Time) was identified at
baseline (see Table 1). The literature suggests that recent diagnosis
(‘5 years or less’) is a major stressor and a time of immense worry
Table 1
Summary of disclosure patterns for the variables.

n ¼ 245 Sex Group GHQ ‘Caseness’

Subgroups F
(n ¼ 38)

M
(n ¼ 12)

1
(n ¼ 25)

2
(n ¼ 25)

Non
(n ¼ 27)

Cases
(n ¼ 23

Week 1 0 7 2 5 4 7 2
1 23 8 14 17 13 18

Week 2 0 12 1 6 7 10 3
1 21 8 15 14 12 17

Week 3 0 15 5 10 10 10 10
1 15 6 9 12 12 9

Week 4 0 17 8 10 15 16 9
1 15 1 9 7 7 9

Week 5 0 12 7 12 7 11 8
1 16 3 7 12 7 12

Week 6 0 16 6 10 12 13 9
1 18 3 12 9 11 10

Sub totals 0 79 29 53 55 67 41
1 108 29 66 71 62 75

Totals 187 58 119 126 129 116

0, non-disclosure; 1, disclosures; B, benign; PP, primary progressive; RR, relapsing remit
about the future.10,11 Korneva et al.12 identified higher levels of the
stress hormone cortisol from 1 to 5 years after onset of MS symp-
toms compared with the 5 –10 year range. The General Health
Questionnaire (GHQ) 28 identifies ‘Caseness’ as a clinically impor-
tant level of ‘emotional disturbance’, with ‘Caseness’ ascribed to
scores of five or more from the four combined GHQ 28
subscales.13,14 Such ‘Caseness’ has been identified and validated
with an MS population.15
2.3. Analysis

To provide an answer to our questions it was important to assess
whether the patient’s entire conversation included examples of
appropriate disclosures. The CRC Manual (see Booth et al.16,17)
method of rating dialogue was used, this is based on language and
includes a method of rating verbal expressions of feeling in terms of
Levels 0–3 (see Box 1).

This concept was utilized to identify the tapes containing
conversation with Level 1 and over in terms of emotional disclo-
sure. Importantly, the dialogue needed to reveal a current illness
related concern/worry. This means that estimates of disclosure are
probably conservative because indications of worries/concerns had
to meet this benchmark before being counted. In effect the tran-
scribed statements must be able to show:

– a discernible predicament or concern relating to the participant
themselves (e.g. I am worried would be rated but my sister
worries would not).

– be current at the time of speaking (e.g. it was dreadful last year
would not rate)

– be relevant to the participant’s physical and/or psychological
well-being.

The process of analysis included validity/transparency and
reliability checks, with supervisory sessions to clarify interpretation
of the scale, discussion on the assessment of the transcripts and
agreement on the final rating in borderline cases. In exploring the
disclosure themes, the processes of content analysis were informed
by principles of naturalistic enquiry suggested by Colaizzi.18 First,
each transcript was read in turn for emerging themes. The tran-
scripts were then re-read for specific issues and perspectives. These
items were then clustered in areas of commonality.19 A second rater
assisted with the process by separately reviewing a sample of the
transcripts. Any differing views were discussed and agreement
MS Time MS Type

)
5 years or less
(n ¼ 22)

6 years plus
(n ¼ 28)

B
(n ¼ 5)

PP
(n ¼ 10)

RR
(n ¼ 17)

SP
(n ¼ 18)

0 9 3 1 1 4
17 14 2 6 12 11
4 9 4 2 2 5

13 16 0 7 11 11
5 15 2 6 3 9

10 11 2 1 11 7
10 15 5 5 6 9

9 7 0 2 7 7
8 11 3 2 7 7
8 11 2 5 5 7
8 14 4 3 8 7

10 11 0 5 8 8
35 73 21 19 27 41
67 70 6 26 54 51

102 143 27 45 81 92

ting; SP, secondary progressive.



Box 1. Level of psychological disclosure

Level 0: neutral, no feeling at all – ‘‘My tests were done yesterday’’
Level 1: hint of feeling – ‘‘Don’t really like coming here to the clinic’’
Level 2: feeling explicitly mentioned – ‘‘I am upset about the news today’’
Level 3: feeling fully expressed – ‘‘I live in constant dread of what the doctor may say to me next’’ From CRC Manual.16
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sought on the final themes. The statistical analysis (using SPSS) of
the frequency of disclosures over the week and in relation to the
demographic variables are reported.

3. Results

3.1. Q1. Do disclosures occur, and if so, how frequent are they?

Two hundred and forty-five audiotapes of the total reflexology
sessions (n ¼ 300) were available for assessment. A total of 55
audiotapes were classified as ‘missing’, of which 45 were inaudible,
a further six were unaccounted for and four were blank because of
technical problems. During the reflexology phase for the entire
cohort between 7 (14%) and 12 (24%) tapes had missing data each
week.

A total of 137 tapes included one example or more of Level 1
disclosure for 48 (96%) of the participants. One hundred and eight
tapes were classified as ‘non-disclosure’ and included a small
number of sessions where the participant appeared to doze; this
was confirmed in all cases by the therapist’s reflective diaries. It can
be concluded that only two participants did not appear to disclose
at Level 1 or over; however both participants had at least one
audiotape that was not completely audible. One was a male patient
with Secondary Progressive disease and a wheelchair user, and the
other, a female with Benign MS disease, had mentioned tiredness,
but had stated that this was not a problem. Both had been diag-
nosed for over 10 years and neither was assessed on baseline GHQ
scores as ‘cases’.

3.2. Q2. Disclosure themes and therapist –participant interactions

Examples of dialogue from groups 1 and 2 have been included
to illustrate the type of disclosures (Box 3) and patient–therapist
interactions (Box 4). The therapist is labelled as T and participant as
P. Coding of the dialogue includes the participant’s identity number,
the group (either G1 or G2) followed by the session number (weeks
1 –6). The participant’s sex is indicated by F for female and M for
male. The statements in Boxes 3 and 4 were assessed as disclosures
at Level 1 and over, with the predicament(s) being current and
affecting the patient’s physical and/or psychological well being.

A common theme for most participants was the reported
experiences of being investigated and diagnosed with MS. Impor-
tantly, the CRC16 method of analysis also enables a test of ‘currency’,
this means only considering worries/problems which are presently
of concern to the patients. Typically, in the first session; a partici-
pant would share their experiences: ‘‘. it was horrid. I had no
Box 2. Themes

Physical health and treatment: symptoms such as fatigue, pain, bla
interactions with health professionals.
Psychological concerns: worry, anxiety, depression, anger, frustrat
Home and family: relationships, financial issues, domestic activitie
Work and leisure: retirement, being off-sick, part-time, work stre
activities.
strength . going to the doctors not sure what it was, I had a scan .
I couldn’t believe it’’ (81G2: 1 F). For one participant following an
annual meeting with a new consultant, it was clear that there was
currency: ‘‘I was told I’ve got MS . MS . apparently . it’s
progressive’’ (39G1: 3 F).

There was some disagreement over seven statements (approxi-
mately 5%), with differentiating between a physical or psychological
concern, which required further discussion and agreement. For
example one participant talked about swallowing difficulties, which
occurred during dental treatment; this had been investigated, with
no abnormalities detected, and guidance and reassurance given by
the MS Nurse Specialist. The participant discussed at length his worry
about being alone, drinking and possibly choking, which he admitted
was being over dramatic (10G2: 3 M). It was decided to assign this
disclosure to a psychological concern given the level of anxiety.

There were a number of ‘current’ concerns identified across the
transcripts, with four main themes emerging (see Box 2). Inevitably
there were examples of dialogue that included more than one
theme. For example physical and psychological health concerns
were sometimes discussed in relation to work, family or social
activities. It is important to acknowledge that there were a myriad of
symptoms reported by participants. Across the 137 tapes that con-
tained examples of verbal disclosures, there were 567 that related to
the Physical health and treatment theme. There were 221 for the
theme Psychological concerns and 205 Home and family concerns.
Finally, for the theme Work and leisure there were 126 items tran-
scribed. The counts for the four disclosure themes may well have
been higher given the number of tapes ‘missing’ or inaudible.

3.3. Patient–therapist interactions

From the transcripts it appears that disclosures were made
spontaneously by patients, and at other times were triggered by the
therapist making direct enquiries related to the reflexology inter-
vention. Therapists also enquired about the patients’ wellbeing
without reference to reflexology; this was sometimes related to
a prior disclosure. Therapists also acknowledged disclosures and
offered advice on occasions (Box 4). Incidental to the project it was
noted that patients also asked questions about the therapist’s work,
family and social activities. Given the social nature of reflexology
this was to be expected, and indeed seemed appropriate.

3.4. Q3. Variables and disclosure rates and frequency

There were patterns of difference amongst the various
subgroups over the weeks. The Fisher’s exact test was used to
dder and bowel problems, diagnosis experience, treatment and

ion, future, body image, isolation and loss issues.
s.
sses, reaction from colleagues, effects on social and leisure



Box 3. Themes and patient concerns

1. Physical health and
treatment

2. Psychological 3. Home and family 4.Work and leisure

. the neck . pain in the right
arm . in my shoulder .
doesn’t help with working and
problems with my eyes . my
eyes are painful (31G1: 1 F).
As soon as I walked through
the door he was like, ‘its injec-
tion day’. It was like a slap in
the face, you know, a reminder.
I thought we might as well get
it over and done with. But
because it stung I was like,
crying, like dead hard (34G 2: 3
F).
. when I go for a wee I have
got to wait for it . its like
a delayed action . I hope I
don’t become incontinent. Its
one of my fears (8G1:2 F). I’ve
had pain in my back. I got rid of
it and it came back . it gets me
down (15G1: 2 F).
. one of the biggest problems
with MS . tiredness . wake
up in the morning and still feel
tired (83G1:4 F)

My brain is fogging up. It really
upsets me. I can’t find words. I
have lost vocabulary. It really
frustrates me (58G2: 2 F).
I get very angry with it [MS].
Frustration, why can’t I do this?
Why can’t I do that? (15G1: 5 F).
. I wake up and think I haven’t
got it and then I try to get up
and nearly fall. You know I
used to change the light bulbs
(16G1: 3 M).
[has swallowing problems]
Well I live on my own . I do
worry in case I have a drink and
I’m on my own and I choke to
death . I might be being a bit
dramatic but it does cross your
mind, it’s very bad if you take
a lot the wrong way, you can
drown (10G2: 3 M)

He wants the person I was .
the damage is done now . I
really resented asking [partner]
for help . he finds it difficult. I
think he would have to have
MS to understand (56G2: 6 F).
. just can’t accept MS; he
[partner] pretends it does not
exist (15G1: 5 F).
She [ex-partner] was finding it
difficult to cope with my
symptoms you see, and this
week I talked to her and we’re
not having reconciliation or
anything like that so it’s
been a bad week coz of that
(10G2: 3 M).
He [son] doesn’t always take in
what he has been told . he
says ‘are you going to sit there
and drink coffee through
a straw (16G1: 3 M). [on callers]
. by the time I’ve got there,
they’ve gone. I’m like, ‘Hey’
(2G1: 5 F)

I was working full-time
and was very tired . so I
did take time off .
2 months . you can’t teach
when you are tired all the
time (97G2: 1 F).
I can’t work now . I adored it
so I find it difficult now .
what else can I do? (58G2: 2
F).
. if you go for a night out,
first thing I do is work out
where the toilets are,
because if you’ve got to fly
it’s a bit of a problem (98G1:
3 M).
[One of those] bad days . I
am a musician I do drums, it
takes a while to get my feet
going (1G2: 1 M).
We all go out for a meal
somewhere. So I’ve lost that.
What I wanted to do all along
was I didn’t want MS to rule
my life which for the last few
weeks it has (53G2: 5 F)
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identify any statistically significant relationships in the data over
the 6 weeks for the various subgroups. Table 1 summarises the
distribution of disclosure (1) and non-disclosure (0) patterns across
the weeks, listed under each of the demographic subgroups and the
two treatment groups.

The MS Time ‘5 years or less’ group (n ¼ 22) had a lower inci-
dence of non-disclosure and nearly as many disclosures overall
than the ‘6 years plus’ group (n ¼ 28). During the first week all 17
patients in the MS Time ‘5 years or less’ sub group disclosed at
a statistically significant level (p ¼ 0.005 Fisher’s exact test)
compared with the ‘6 years plus’ group.

The GHQ Cases group (n ¼ 23) had lower incidence of non-
disclosure and more disclosures overall than the GHQ Non-cases
group (n ¼ 27). In the second week 17 out of 20 participants,
assessed as GHQ Cases, disclosed worries and concerns ; compared
with 12 out of 22 non-cases, this was just statistically significant
(p ¼ 0.047 Fisher’s exact test).

The pattern of disclosures and non-disclosures varied amongst
the four MS types over the 6 weeks. In the third week 11 out of 14
disclosed in the MS Type Relapsing Remitting group (n ¼ 17 ); this
difference compared to the other groups together was statistically
significant (p ¼ 0.033). Additionally, those participants with MS
Types Benign (n ¼ 5) also had a different picture in terms of ratio of
disclosures and non-disclosures over the weeks from the other
three groups together. In the second week there was no audible
evidence of participants with benign disease disclosing worries or
concerns; compared with the other groups together, this difference
was statistically significant (p ¼ 0.017 Fisher’s exact test).

In comparing rates of disclosure and non-disclosure between
the sexes over the 6 weeks, differences failed to reach statistical
significance but the proportion of males disclosing was higher in
weeks 1 and 2 ; by week 4 it became lower than females with just
one male disclosing out of the nine audible recordings. Subgroups
aside there were patterns of changes in disclosures across all
6 weeks. First, there were 14 patients who made disclosures in
week 1 but did not in week 4, and 11 disclosed in week 4 but did not
in week 1. Second, there were 12 who made disclosures in week 1
but did not in week 5, and 14 who disclosed in week 5, but did not
in week 1. There was a statistically significant difference in the
number of patients who made disclosures comparing week 1 to
week 4 (p ¼ 0.001), and comparing week 1 to week 5 (p ¼ 0.035)
see Table 2.
4. Discussion

Disclosures of worries and concern occurred in one or more
taped reflexology sessions, for 48 of the 50 participants. There were
examples of disclosures occurring spontaneously, triggered by
reflexology related enquiry and prompted by the therapist without
audible reference to the treatment. There were examples of all
three therapists facilitating discussion on diet, health worries and
practical and social concerns. It is important to acknowledge that
many of the audiotapes included a great deal of dialogue about
social and domestic activities, shared interests between patient and
therapist, such as television programmes and news events. It has
been argued that social interaction is in itself of therapeutic value
for people who feel isolated by chronic and enduring illness.20

The statistical analysis of the data suggests that the demo-
graphic variables may have had influence on disclosure rates in the
early weeks, with the more recently diagnosed and those assessed
as GHQ ‘Cases’ sharing their worries and concerns. The numbers of
individuals disclosing varied each week, with a trend for a gradual
reduction over the weeks. It may be that in the early weeks
demographic variables played a role in that there may have been
more concerns to share. Therapists might have asked more ques-
tions to get to know patients in the early weeks. It is important to
note that some individuals may have not disclosed until later,
possibly needing time to become comfortable with the therapist
and the treatment.



Box 4. Examples of interactions during reflexology sessions (disclosures in italic type)

1. Reflexology related enquiry 2. Therapist prior enquiry 3. Advice giving 4. Project comments

T. That’s going over the eye
area. Is it quite tender? P.
That’s quite painful; my eyes
have been quite bad. T. Have
they? P. I couldn’t read all
over Christmas. T. Really?
(90G2: 5 F).
P. That’s a bit sensitive, what’s
that? T. That’s the bladder area.
P. I have felt for months now
that I don’t have the bladder
control that I did have. When I
want to go to the toilet I have to
go immediately, which is very
annoying (58G2: 1 F)

T. Well how are things going
now? P. I made the mistake of
saying we are thinking of
moving to Scotland. I don’t
think we should have done it.
. I just wanted to get it off my
chest because I couldn’t sleep
. I think they’re even more
angry. Because you know
people have said to me ‘well
they have moved nearer to
you’ and I said ‘but I didn’t ask
them to. I don’t want them
coming and looking after me.
That’s not how I want it. I’m
sorry but they can come and
visit but I’m not having them,
you know, me ending up in
a wheelchair, pushing me
around all over the place, no
thank you (65G1: 6 F).
T. How is your MS? P. I take
sleeping tablets . one of my
problems, a problem with MS
. is like fire in my hands, you
rub it and it won’t go away; the
tablets help . then I can’t
sleep. Heat is a problem it
affects the MS [description of
a social event in a very warm
room] . I had to crawl away
(10G2: 1 M)

T. What do you do then? Just
put up with it? P. Keep moving.
T. And drink plenty of water as
well. P. I try. T. Do you take cod
liver oil and eat plenty of fish?
P. No I should do. T. Eat
mackerel (81G2: 3 F).
P. It’s yellow tablets. I don’t
know what it’s called . I just
swallow it, you know. I sort of
get this nausea feeling. I hate it.
T. Yes that can happen from
antibiotics. P. Can it? T. Yes P. I
was just wondering whether I
should take any more. T. Oh,
yes you have to finish the
course (4G2:3 M)

P. It’s nice. T. What this? P.
Yeah. T. And the PMR? P. I
thought ‘That’s it!’ T. Did you
think so all the way through?
It did nothing for you? P. No.
It didn’t do anything at all
(39G1: 6 F).
P. It’s great when I come out
of here, because I float . I
feel dead refreshed and
invigorated . So I will
pursue this, without a doubt
. having reflexology [is] like
having a holiday from the MS
(8G1: 5 F)
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Reflexology, provided by nurse therapists created space and
opportunities to engage in health promotion and advice. Partner-
ship, intimacy and reciprocity have been suggested by Muetzel21 as
three key elements to a nurse–patient relationship, coming together
in a therapeutic encounter. Traditionally nurse–patient relation-
ships are based on implicit preconditions; that nurses will be helpful
and patients need assistance.22 It is not useful to stereotype people
with disabilities as needing professional emotional support, but it is
likely that people with MS will encounter distressing life experi-
ences. There has to be a balance struck between meeting unmet
need and not pathologising impairment. Dyck23 concludes from two
in-depth case studies that MS can ‘shrink’ lives and individuals
require support to live more fully rather than be hidden and con-
strained by chronic illness. In helping people cope with the diag-
nosis of MS counselling is recommended;24 this study has identified
a ‘counselling’ element to the intervention. Atkins et al.,25 from the
experience of a pilot counselling project for people with chronic
illness (including MS), reports that some counsellors had concerns
about their own knowledge base, about for example the complex-
ities of illness, with worries and fears about client’s physical needs
and underlying disease processes. The high level of disclosures
related to the physical health and treatment, identified in our study,
clearly highlights the need for therapists to have a safe knowledge
Table 2
Disclosures patterns using McNemar’s test.

Week 1–2 Week 1–3 Week 1–4 Week 1

Na 36 34 32 33
Exact significance (2-tailed) 0.727 0.065 0.001 0.035

a Numbers vary with sessions missing/inaudible therefore Cochran’s Q not used.
base and the ability to know when and how to refer on to health
professionals.

In a previous paper we reported reductions in outcome
measures associated with stress, anxiety and well-being, as being
significant over the weeks and following each treatment session.3

Moderate and chronic stress appear to have an effect on exacer-
bations on MS, but there are a number of factors that can moderate
the response to stress in MS. It has been suggested that distraction
and social support may help limit or reduce frequency and duration
of MS exacerbations.26 The challenge for people living with MS is
that they are faced with varied health problems over many years.27

In our study, patients had a range of symptoms and levels of
disability, with many disclosing changes in relationship and
seeking support. In the absence of a cure and limited conventional
treatment there needs to be focussed attention on maximising
wellness and maintaining independence.

The psychological merits of supportive interventions clearly
need evaluating; this study for the first time attempted to open
a window on the dialogue between therapists and their patients, in
a clinic setting and whilst receiving reflexology. The data collected
in the audiotapes revealed well recognised concerns and worries
that preoccupy many people living with MS;10,27 this included the
most common theme of distress caused by MS symptoms and
–5 Week 1–6 Week 2–3 Week 3–4 Week 4–5 Week 5–6

34 36 35 33 33
0.146 0.077 0.267 0.581 0.508
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treatment. Many participants articulated the current and enduring
frustrating effects of the disease on their independence and ability
to participate in normal social activities. Fears for the future , such
as increasing disability, isolation, inability to work, as well as
sustaining personal and family relationships were also disclosed.
We were encouraged by the very good retention of participants in
this study, so it would seem that the crossover design combined
with both interventions and the support from the therapists
appeared to work well and was appreciated.
4.1. Limitations

A number of challenges arose in developing this study. First, it
was clear that ‘sham’ reflexology is not possible as the receivers
(and giver) are having sensory experiences. Second, the relaxation
technique (PMR) was different from reflexology given that it
neither involved touch or the potential for dialogue. Third, to
respect the naturalistic approach taken, the therapists were
allowed to practice normally, without interference from the
researcher. Therefore no sessions were completely alike; this was
demonstrated in the variability of disclosures over the weeks, and
possible influence, albeit with analysis based on small numbers, of
demographic variables. Audiotaping proved to a crude method of
data collection, with some recordings missing and at time inau-
dible. It is important to acknowledge that whilst investigating the
therapist’s communication skills was not the purpose of this study,
it was impossible to ascertain whether therapists ignored,
encouraged or blocked the conversation by non-verbal cues; for
example eye contact/no eye contact or nodding/not nodding, etc.
Future researchers may wish to include videotaping and/ or
observational work to explore the interactions between patients
and therapists. The statistical analysis of the data for the demo-
graphic and disease variables needs to be viewed with caution
given the unbalanced numbers in the subgroups (e.g. MS Type and
Sex). A reduced level of significance to account for multiple
comparisons was not used since this was deemed inappropriate
given the small numbers in each subgroup.
5. Summary

In this study the treatment sessions clearly provided a ‘social
space’ where patient and nurse-therapist got to know each other.
The majority of participants clearly found themselves in a safe and
supported space in which to confide current difficulties. It was clear
that most participants were struggling with a variety of concerns,
both physical and psychological, and for some this impacted on the
ability to work and cope with personal and social relationships. Our
previous paper identified changes in anxiety and cortisol levels and
blood pressures recordings, which would suggest that the inter-
ventions were of value to wellbeing. Additionally, retention of
participants was high, which suggests that the crossover design
incorporating both interventions was popular. Further research is
warranted to explore these complex processes which clearly have
the potential to help people with chronic illness. The findings
reported here add to debate about the role of the therapeutic
relationship within reflexology practice.
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