
Superficial reflex techniques are those massage tech-
niques that engage only the skin and primarily affect level
of arousal, autonomic balance, and the perception of
pain. These techniques include static contact, superficial
stroking, and fine vibration. This chapter describes these

techniques, how to perform them, and how to apply them
in a practice sequence. A section on further study for each
technique discusses relevant outcomes and evidence, cau-
tions and contraindications, and how to use the technique
in treatment.

Chapter 7
Superficial Reflex 
Techniques
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✓: the outcome is supported by research summarized in this chapter. P: the outcome is possible. ?: the outcome is debatable (research results are absent or
inconsistent).

Summary of Outcomes for Body Structures and Functions 
for Superficial Reflex TechniquesTable 7-1

Impairment-Level Outcome of Care Static Contact Superficial Stroking Fine Vibration

Increased sedation ✓ ✓ ✓

Decreased anxiety ✓ ✓ P

Increased arousal ? ✓ ?

Counterirritant analgesia P P ✓

Increased local resting muscle tension or neuromuscular tone ? ? ✓

Decreased local resting muscle tension or neuromuscular tone > ✓ ?

Stimulated peristalsis P P P

Technique
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188 Outcome-Based Massage: From Evidence to Practice

municate clearly and carefully and explain the interven-
tion protocol fully. Offer her the option of doing the work
fully clothed. In addition, ask her which areas of her body
she does not want you to touch, or about which she 
has concerns. Finally, discuss the possibility of touch-
triggered memory and somato-emotional release with her. 

■ Once the patient is on the table, remind her where you
will be beginning. Gently apply static contact, and sustain
it for a couple of minutes or until the patient indicates that
you can proceed to an adjacent area. (The Practice
Sequence later in this section gives one example of how
you can proceed from place to place.) Communicate with
the patient to encourage breathing and general relax-
ation, or guide her awareness of the areas of her body
that you are treating. Allow the patient the freedom to talk
about her experiences as the need arises. Once you have
covered one region with static contact, apply superficial
stroking to it for a minute or so. Remind her which region
you will be treating next. Proceed through the regions of
the body using the allotted treatment time.

■ As this patient’s episode of care proceeds, you will likely
introduce other techniques, presented in later chapters,
in order to address the kyphosis and muscle tension. 
At that time, continue to begin each subsequent inter-
vention with several minutes of static contact and super-
ficial stroking to establish safety and relaxation. End each
session with static contact and superficial stroking to
allow the patient time to reflect and to obtain closure.

Theory in Practice
Superficial Reflex Techniques

Patient Profile

Your patient is a 35-year-old recently separated mother of
two adolescents. The psychologist who is treating her for
issues related to self-esteem, body image, and a history of
physical abuse has referred her for treatment.

Clinical Findings

Subjective:
Her medical history is unremarkable, other than having had
one Caesarean delivery. She requests help to cope with
stress, learn how stress affects her body, and alleviate
occasional neck pain and stiffness.
Objective:
■ Observation: Postural analysis shows a moderate kyphosis.
■ Range of motion: She has mildly limited range of motion

in her cervical spine secondary to elevated resting ten-
sion and muscle tightness.

Treatment Approach

■ Initial outcomes include: developing good rapport (trust),
fostering relaxation, and improving body awareness.

■ The patient’s history of physical abuse necessitates that
you pay special attention to the process of obtaining
informed consent. As you obtain informed consent, com-

Static Contact: Foundations

DEFINITION

Static contact: Motionless contact of the therapist’s hands
with the client’s body performed with minimal force.1–7

USES

Therapists use static contact to establish rapport, to 
promote relaxation, and to assist with client education. They
often use it when they must avoid more forceful techniques.

PALPATION PRACTICE

The following palpation exercises will help you develop
the manual skill and focus you need to perform static con-
tact well.

1. Mold the entire palmar surface of your hand to house-
hold objects of varying sizes and shapes. The aim is to
maximize hand contact without tensing your hand or
compressing the object.

2. Chaitow8 suggests palpating household objects made of
different materials (e.g., metal, glass, plastic) that you
perceive to be warm or cold when they are at normal
room temperature. What would explain the perceived
differences in temperature? Are different parts of your
hand more sensitive to temperature?

3. With your eyes closed and hands placed lightly on a
practice partner’s ribcage, monitor the breathing rhythm.
Try this with your hands more distant from the ribcage.
Can you detect the breathing rhythm when contacting
the pelvis, the knees, or the feet?

4. With your forearms supported on the table, cradle the
client’s occiput in both hands for 10 minutes. What
rhythmical movements can you detect?
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190 Outcome-Based Massage: From Evidence to Practice

MANUAL TECHNIQUE

In Figures 7-1 to 7-7, static contact is applied to the vari-
ous regions of the body. Figures are ordered from head to
foot in supine and then prone. Each figure illustrates most
of the guidelines for manual technique.

1. Use relaxed, full-hand contact that conforms evenly to
the surface contours of the client’s body.

2. In general, you place your hands on the client’s body in
a symmetrical position. This allows you to maintain
contact with the left and right sides of the client’s body
simultaneously (Figures 7-1A and 7-1B, 7-3, and 7-6).

3. Do not attempt to apply force or to manipulate the
client’s tissues physically in any way. The partial weight
of your hands may rest on the client’s body if the client
finds this tolerable.

4. Make and break contact with the surface of the client’s
body gradually and gently. To a large degree, the manner
in which you make and break contact contributes to the
client’s level of relaxation. Changing contact frequently
may decrease the sedative effect of this technique.

5. Hold your hands steady when they are in contact with
the client’s body. Your hands should not shake from
fatigue, even during prolonged application.

6. The author’s clinical observation suggests that you are
more likely to achieve the effect of deep relaxation when
you apply static contact for longer periods (5 minutes or
longer) at the midsacrum and/or occiput3 (Figures 7-1B
and 7-7). Contact with the client’s hands, feet, and face
may also be more likely to produce relaxation than other
areas of the body.3,9,10 This may be because of the den-
sity of nervous innervation in these areas (Figures 7-5
and 7-6).

Figure 7-1 A. Hand position for applying static contact
to the occiput with the client in supine. Note that the
forearms are supported on the table. B. Static contact
applied to the occiput. This nonthreatening approach to
reducing spasm or hypertonicity in the client’s neck can also pro-
duce sedative effects.3

Figure 7-2 Static contact used to draw the client’s aware-
ness to the movement of the upper ribs and abdomen dur-
ing breathing.

Static Contact: Technique
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Figure 7-3 Static contact used to facilitate instruction of the client
in lateral costal breathing.

Figure 7-4 Simultaneous contact to the forehead and abdomen.

Figure 7-5 Appropriate contact to the hand(s) can be both intimate
and comforting.10

Figure 7-6 Bilateral static contact to the soles of the feet.

Figure 7-7 Prolonged simultaneous contact at occiput
and sacrum can produce relaxation in the client.3
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How static contact might work

Researchers are uncertain how this very simple technique
achieves its therapeutic effects. In other words: How do
cutaneous nerves generate a relaxation effect? It is possi-
ble that gentle stimulation of the skin boosts the activity of
the parasympathetic nervous system.11–14 This parasympa-
thetic activity may result in changes in the neuroendocrine
system such as reduced cortisol and increased serotonin.15

Practitioners of Reiki, Healing Touch, and Therapeutic Touch
propose that it is possible to use the simplest form of touch
to manipulate the energy field or magnetic field of the
client’s body. The questions this position raises are: Do
humans actually have a biomagnetic field? Can a skilled
therapist project a magnetic field from his or her hands?
Can this in turn affect the magnetic field of the client?
James Oschman reviews the scientific evidence for these
ideas at length in the book Energy Medicine: The Scientific
Basis and related articles.16–24

THERAPIST’S POSITION 
AND MOVEMENT

1. Use the basic positions described in Chapter 6, Prepa-
ration and Positioning for Massage, in the sections on
standing aligned, seated aligned, lunge, and lunge and
reach postures.

2. Select a posture that is comfortable and stable to mini-
mize inadvertent shaking of your hands when you must
sustain contact for longer periods.

3. You may prefer to sit when working on the client’s feet and
head or when working unilaterally. Sitting allows you to
support your forearms on the edge of the table, providing
increased stability and reducing the likelihood of arm
fatigue during the technique (Figures 7-1A and 7-1B).

PALPATE

As you perform the technique, palpate the client’s skin for
the following:

1. Skin texture
2. Skin temperature
3. Presence of perspiration and moisture

OBSERVE

As you perform the technique, observe the client for
changes in the level of arousal and autonomic balance that
reflect increasing relaxation. The signs listed below may
indicate increased relaxation:

1. Decrease in rate and depth of breathing
2. Deeper voice tone
3. Changes in skin color such as flushing. Pallor may indi-

cate an undesirable sympathetic response.
4. Systemic reduction of muscle resting tension, as evi-

denced by softening of the tissue contours or broaden-
ing and flattening of body segments

5. Muscle twitches and jerks
6. Increases in peristaltic noises
7. Decreases in heart rate, as evidenced by change in

pulses that are visible at the neck, wrist, and foot
8. Agitation or sweating, which may indicate an undesir-

able sympathetic response

COMMUNICATION WITH 
THE CLIENT

Communicate to encourage general relaxation, to guide
the client’s awareness of areas of the body, or to facilitate
the client’s breathing pattern. Here are some examples of
statements that you can use.

1. “Let your . . . relax, as much as you’re able.”
2. “Feel the weight of your body” or “Let your body sink

into the table.”
3. “Notice what’s occurring in your body. It’s not unusual

to experience sensations some distance from the loca-
tion of my hands.”

4. “Let your awareness move to . . .”

192 Outcome-Based Massage: From Evidence to Practice

Contact: Whole hand, fingertip(s), thumb
Pressure: Minimal
Engages: Skin
Direction: N/A
Amplitude/length: N/A
Rate: N/A
Duration: 60 seconds to 15 minutes or more
Intergrades with: Compression, vibration
Context: May be used alone. It is often used as a “framing
technique,” performed at the beginning and end of regional
or full-body sequences that use other techniques to engage
deeper tissues

Components of Static ContactBox 7-1
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5. “It’s not unusual to have emotions or feelings arise in
response to touch. Just observe them and express them
if you need to.”

6. “Deepen your breathing without forcing it in any way.”
7. “Notice how your ribs move here when you inhale.”
8. “What is happening with your pain?” You can use this

statement when you are applying the technique to
reduce pain. It allows you to check how the client per-
ceives that the intervention is affecting her pain at
intervals during the application of the technique.

Chapter 7 Superficial Reflex Techniques 193

A Practice Sequence for Static Contact

Practice time: 30 or 60 minutes per person.
Hold each position bilaterally for about 1 minute for a 
30-minute session or 2 minutes for a 1-hour session. Thera-
pists who use static contact extensively often recommend
a sequence that proceeds in a direction from head to toe,
as is described here. We suggest that students try differ-
ent orders and draw their own conclusions.

SUPINE PRONE
Vertex Vertex
Occiput Parietal bone
Eyes/frontal bone Temporal bone
Cheeks/jaw Occiput
Anterior neck Posterior neck
Anterior shoulders Upper trapezius
Upper ribs Mid and upper thorax
Lower ribs Lower thorax
Elbows Elbows
Dorsum of hands Palms
Upper abdomen Lumbar area
Lower abdomen Sacrum
Hips Gluteal area
Knees Knees
Ankles Ankles
Dorsum of feet Plantar surface of feet

Home study: Devise comparable sequences that:

1. Move in a toe-to-head direction
2. Incorporate more contact between joints
3. Spend half of the allotted time on a specified region

such as the legs

NAMES AND ORIGINS

Static contact is probably the simplest, oldest, and most uni-
versal of massage techniques. In other texts or massage-
related systems, the technique that we call static contact is
also known as “resting position,” “passive touch,” “superficial
touch,” “light touch,” “static touch,” “maintained touch,” or
“stationary holding.”1,3–7 It is used extensively in energetic
approaches, such as Therapeutic Touch, Reiki, and Polarity
Therapy, that attempt to regulate the magnetic or energy
field of the body.

OUTCOMES AND EVIDENCE

Static contact is the least mechanically stimulating of the
massage techniques. Therapists can use it to enhance the
flow of interventions, to achieve outcomes related to clients’
psychological and physiological impairments, and to clarify
client education. Clinicians can use static contact to facilitate
the flow and coherence of interventions in two ways: to estab-

lish a therapeutic rapport with the client9,25,26 and to reduce
anxiety and induce sedation11–14 at the beginning and end of
massage interventions that incorporate other techniques.1,3,4

Static contact has many psychological effects. Clinicians can
use it by itself to decrease anxiety and the perception of pain
in conditions in which the use of movement or force is
contraindicated or poorly tolerated. For example, it can be
used in situations of trauma, acute conditions, extreme or
intractable pain, illness, dying, postsurgery, systemic weak-
ness, convalescence, emotional distress, hypersensitivity, and
posttraumatic stress and when there is a history of violence,
sexual abuse, or poor physical self-image.27–34 Static contact
is also indispensable when teaching a client breathing tech-
niques (see Figures 7-2 and 7-3) or when cueing a client to
become aware of any body segment.35 Furthermore, clini-
cians can use it to facilitate movement. Finally, static con-
tact is integrated into therapeutic approaches such as
Therapeutic Touch, Reiki, and Polarity, which conceptu-
alize the philosophy of treatment in terms of energy or life
force.13–14,31–33,36–44 Table 7-1 summarizes the main outcomes
for body structures and functions for static contact.

Static Contact: Further Study and Practice
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areas of acute inflammation because of pain. Furthermore,
clients who are experiencing considerable pain or distress
or who are dying may not tolerate touch at all.

There are several cautions for the use of static contact.1

Because clinicians can use it with frail clients, high-risk
infants, or terminally ill clients, they need to be sensitive
to the emotional and physical needs of these clients. Sta-
tic contact looks deceptively simple and causes minimal
mechanical effects. Nevertheless, like all massage tech-
niques, it can give rise to very complex physical and 
emotional responses, including touch-triggered memory.45

As with all massage techniques, clinicians must obtain
informed consent from the client prior to using this tech-
nique. When the client’s condition results in an impairment
of the client’s cognitive function or level of consciousness,
the clinician may have difficulty obtaining informed con-
sent to treat. In addition, the clinician must maintain clear
and consistent communication with the client throughout
the intervention when she is applying the technique for long
periods or over large areas of the client’s body.

USING STATIC CONTACT 
IN TREATMENT

Before considering the use of static contact for treatment,
you should be able to perform diaphragmatic breathing
while standing and sitting. You should also know how to
assess and track autonomic function in a client.

Relaxation
There are several modalities that you can use in a comple-
mentary manner with static contact to promote relaxation.

1. You can use progressive relaxation or diaphragmatic
breathing35 prior to, or simultaneously with, static con-
tact to enhance sedative effects. For example, you can
combine prolonged contact with the client’s occiput,
ribcage, or abdomen with instruction on diaphrag-
matic breathing.

2. Moist hot packs can enhance sedation and analgesia, if
the use of heat is appropriate for the client’s condition.46

3. Some craniosacral therapy techniques may have a calm-
ing effect on the client.47

4. Instruct the client to rest from 10 to 30 minutes and to
resume activity slowly if experiencing the sedative effects
of static contact. 
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EXAMINING THE EVIDENCE

The Center for Complementary Care in the United
Kingdom performed an uncontrolled, preliminary
evaluation of “healing by gentle touch” in 35 clients
with cancer.34 Clinicians used “a simple repeating
pattern” of “non-invasive touch on the head, chest,
arms, legs and feet for approximately 40 minutes”
that would be difficult to replicate without reviewing
the references cited in the study. Outcome measures
included reasonable pre- and posttreatment mea-
sures of physical and psychological function. The
most pronounced improvements were seen in the
clients’ subjective ratings of perceived stress and
relaxation, severe pain/discomfort, and depression/
anxiety. This was particularly evident in those clients
who had the most severe symptoms on entry. This
research study was conceptually clear, relevant, and
well-reported. The study’s primary drawback was its
lack of a control group for its pretest, posttest design.
The authors concluded that a more rigorous evalua-
tion using a randomized pretest, posttest design
with a control group was warranted.

Weze C, Leathard HL, Grange J, Tiplady P, Stevens G. Evaluation
of healing by gentle touch in 35 clients with cancer. Eur J Oncol
Nurs. 2004;8:40–49.

Critical Thinking Question
What characteristics of static contact make it

well suited to the treatment of seriously ill people?

CAUTIONS AND
CONTRAINDICATIONS

Clinicians need clinical training and supervised practice
when learning static contact. Advanced training may be
advisable when dealing with pathological conditions. Sta-
tic contact is a reflex technique; consequently, the con-
traindications for the use of mechanical techniques do not
generally apply (see Chapter 3, Clinical Decision Making
for Massage).1 The primary exception to this rule is that
the use of static contact may be contraindicated locally in
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MANUAL TECHNIQUE

In Figures 7-8 to 7-15, superficial stroking is applied to the
various regions of the body. The order of figures is from
head to foot in supine and then in prone. Each figure illus-

trates most of the guidelines for manual technique out-
lined below.

1. Lubricant is not usually required to achieve glide
without binding.

2. Relax your hands when you use the full palmar surface
to perform the stroke. Use only enough hand weight
to ensure good contact with the client’s skin.

3. Perform superficial stroking in one direction, unless
the desired outcome of the intervention is stimula-
tion, since the reflex effects of superficial stroking are
dependent on direction.

4. Return your hands to the starting position in the air for
the return stroke. Use the same speed for the return stroke
as for the stroke itself because this encourages a stable
rhythm, which is necessary to achieve systemic sedation.

5. Although responses vary from person to person and
with the context of treatment, you can achieve different
effects by adjusting the type of contact, rate, and direc-
tion of the stroke.1,3–7,48 Palmar contact, slow steady rate,
centrifugal direction on the limbs, and caudal direction

Superficial Stroking: Foundations

DEFINITION

Superficial stroking: Gliding over the client’s skin with
minimal deformation of subcutaneous tissues. Therapists
usually apply this stroke unidirectionally over large areas
of the client’s body.

USES

Therapists can use superficial stroking to reduce pain and
to relax or stimulate clients depending on the contact,
direction, and rate of application. It may also have effects
on resting muscle tension and neuromuscular tone.

PALPATION PRACTICE

The following palpation exercises will help you develop the
manual skill and focus you need to perform superficial
stroking well.

1. Stroke a carpet or broadloom and determine the direction
of the nap. Stroke textured woven fabrics and attempt to
describe the pattern of the weave by palpation alone.

2. With closed eyes and constantly moving palmar con-
tact, run your hand over large objects maintaining con-
stant light pressure: car bodies, furniture, and wood and
metal sculptures. Form a mental image of the shape.
How much detail can you discern about the surface fin-
ish without using your eyes?

3. Stroke the bare limb of a practice partner in one direc-
tion. Try to perceive variations in temperature and tex-
ture between areas. Do you come to the same judgments
if the stroke goes in the opposite direction?

Figure 7-8 Slow, bilateral superficial stroking of the face with palmar
contact can produce sedative effects.1,3,5

Superficial Stroking: Technique
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on the back tend to produce sedation (Figure 7-13A).
Conversely, fingertip contact, fast or irregular rate, cen-
tripetal direction on the limbs, and cephalad direction
on the back tend to produce arousal (Figure 7-14).
Fingertip stroking is usually stimulating and may some-
times be irritating (Figures 7-9, 7-13B, and 7-14).

6. You can substitute a succession of overlapping short
strokes for a single long stroke (Figure 7-15). The tech-

196 Outcome-Based Massage: From Evidence to Practice

Figure 7-12 Superficial stroking can be applied through fabric, and
the practitioner may choose a seated aligned posture.

nique of breaking up a long stroke into overlapping
shorter ones is called “layering,” “shingling,”3 or “thou-
sand hands.”7,48 This technique enables you to cover a
large area with less reaching for each stroke, and it creates
a sensory experience that may help some clients to relax.

7. On the abdomen, you may perform the stroke across
the abdomen or in the direction of colonic flow (Fig-
ures 7-10 and 7-11).48

Figure 7-10 Dorsal and palmar contact surfaces alternate during
transverse, bidirectional superficial stroking of the abdomen.

Figure 7-11 Continuous hand-over-hand palmar superficial stroking
of the abdomen in the direction of colonic flow.

Figure 7-9 Fingertip superficial stroking of the face 
and scalp can provide a refreshing end to a massage
sequence.
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Figure 7-13 A. Slow, regular palmar stroking down the
spine produces sedative effects.3 The return stroke in the
air (dotted line) is made at the same rate as the stroke.
B. Fingertip contact can yield a more stimulating effect
than palmar contact, with other components being the same.1,3,5

A

B

8. Contact with the spinal column from occiput to
sacrum, hands, feet, and face may produce stronger
clinical effects than that with other areas of the body,
possibly because of the density of nervous innervation
in these areas (Figures 7-8, 7-9, and 7-13A).

9. You should use superficial stroking with caution on
the plantar surface of the feet.

10. You can apply superficial stroking effectively through
the client’s clothes or a sheet (Figure 7-12). In this sit-
uation, take steps to prevent bunching of the fabric
over the skin, since this will detract from the regular-
ity of the sensory input that the client receives during
the stroke. You may tuck the drape securely or use one
hand to tighten the intervening fabric while your
other hand performs the technique.

How superficial stroking might work

The “gate theory of pain” first proposed by Melzack and
Wall provides an explanation for the use of superficial
stroking to reduce pain. Superficial stroking supplies a
barrage of sensory information carried on large-fiber

Figure 7-14 Fast, multidirectional, superficial fingertip stroking can
be very stimulating and may be used judiciously to produce increased
arousal in sedated clients.

1

2

3

4

Figure 7-15 For long regions such as the posterior leg,
the therapist may use overlapping short strokes instead
of one long stroke.
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cutaneous afferents that may reduce the transmission of
pain impulses through the same level of the spinal chord 
to the higher centers of the central nervous system. Re-
searchers have recently questioned whether the gate the-
ory is the mechanism for massage’s analgesic effects.15

Nonetheless, stroking may reduce pain49–53 by boosting lev-
els of oxytocin.49–52

Superficial stroking adds components of rate and
rhythm to the light touch of static contact. Could the ele-
ment of periodicity cause a relaxing effect beyond that of
the touch itself? Consider the idea of entrainment—the
alteration of a biological rhythm in response to an external
stimulus.54–57 Research suggests that listening closely to
music or sounds of specific frequencies can alter biologi-
cal rhythms of the body such as breathing and heart
rate.1,56,57 Perhaps a rhythmical kinesthetic stimulus such
as superficial stroking induces effects comparable to a
rhythmical auditory stimulus, entraining the autonomic
system towards a state of relaxation.

Critical Thinking Question
Why is stroking usually performed down the

limbs?

THERAPIST’S POSITION 
AND MOVEMENT

1. Use the basic positions described in Chapter 6, Prepa-
ration and Positioning for Massage, in the sections on
standing aligned, seated aligned, lunge, and lunge and
reach positions.

2. Keep your shoulders and arms relaxed during the
stroke, without straining to reach at the end; never fully
extend your elbows.

3. It is easier to perform long strokes by using a relatively
wide foot placement and shifting the weight of your
upright torso from one leg to the other as the stroke
proceeds.

PALPATE

As you perform the technique, palpate the client’s skin for
the following:

1. Skin texture
2. Skin temperature
3. Presence of perspiration and moisture
4. Slight horizontal stretch of the skin that occurs in the

direction of movement. Because of the light pressure
and relatively fast rate, this stretch does not approach
the elastic barrier of the skin.

OBSERVE

As you perform the technique, observe the client for
increases or decreases in the client’s level of arousal and
autonomic balance. The following signs may indicate
increased relaxation:

1. Change of rate and depth of breathing
2. Changes in voice tone
3. Changes in skin color such as flushing or pallor
4. Systemic reduction of muscle resting tension, as evi-

denced by softening of the tissue contours or settling of
body segments

5. Muscle twitches and jerks
6. Peristaltic noises
7. Change in heart rate as evidenced by change in pulses

that are visible at the neck, wrist, and foot
8. Agitation or sweating may indicate an undesirable

sympathetic response

198 Outcome-Based Massage: From Evidence to Practice

Contact: Palmar surface of your hand, or fingertips
Pressure: Minimal
Engages: Skin only
Direction: Usually parallel to the long axis of the body seg-
ment being stroked
Amplitude: The full length of the body segment
Rate: 5 to 100 cm/second
Duration: 10 seconds to 10 minutes or more, depending on
the therapist’s intention
Intergrades with: Superficial effleurage
Combines with: May be combined with fine vibration or
shaking
Context: May be used alone. Therapists often use it as a “fram-
ing technique,” performed at the beginning and end of regional
or full-body sequences that incorporate deeper techniques

Components of Superficial StrokingBox 7-2
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COMMUNICATION WITH 
THE CLIENT

Communicate to encourage general relaxation or guide
the client’s awareness of areas of the body. Here are some
examples of statements that you can use.

1. “Let your . . . relax, as much as you’re able.”
2. “Feel the weight of your body” or “Let your body sink

into the table.”
3. “Notice what’s occurring in your body. It’s not unusual

to experience sensations some distance from the loca-
tion of my hands.”

4. “Let your awareness move to . . .”
5. “It’s not unusual to have emotions or feelings arise in

response to touch. Just observe them and express them
if you need to.”

6. “What is happening with your pain?” You can use this
statement when you are applying the technique to
reduce pain. It allows you to check how the client per-
ceives that the intervention is affecting her pain at
intervals during the application of the technique.
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A Practice Sequence for 
Superficial Stroking

Practice time: 30 to 45 minutes per person.
Begin with palmar stroking down the spine from the crown
to the sacrum. Begin at a fast rate (100 cm/second) and
decrease the rate gradually over a period of 10 minutes
until it is very slow (5–10 cm/second). Follow with 5 min-
utes of static contact at both the sacrum and occiput.

After communicating changes in your intentions to
your client, experiment with a variety of combinations of
contact, rate, and direction that include different regions
of the body in any orderly sequence. Examples of these
combinations are:

Moderate rate, palmar, layered from occiput to sacrum
Fast, palmar, across the back
Fast and irregular, fingertip, on the back
Slow, fingertip, down one limb
Fast, palmar, up the opposite limb
Moderate rate, palmar, across the abdomen
Slow, palmar or fingertip, up the face and scalp

Finish with palmar stroking down the spine and static con-
tact at the sacrum and occiput. Ask the client for feedback.

Note: It takes time and repetition to produce sedative
effects; it takes neither to achieve increased arousal.

NAMES AND ORIGINS

In other texts or massage-related systems, the technique that
we call superficial effleurage is known as “light stroking,”
“feather stroking,” “nerve stroking,” or “reflex stroking.”7,48

Some authors do not distinguish between stroking and
effleurage1,6 or consider stroking to be similar to effleurage
without the restriction of the direction of the stroke.7,48 This
is discussed further in Chapter 8, Superficial Fluid Tech-
niques. This book uses Mennell’s58 definition, which consid-
ers superficial stroking to be a distinct reflex technique that
is performed with a lighter pressure than that used with
effleurage.

OUTCOMES AND EVIDENCE

Clinicians can use superficial stroking to change the
client’s level of arousal, for pain reduction, and to facilitate
changes in muscle resting tension and neuromuscular tone.
Since superficial stroking can result in sedation or stimu-
lation, depending on the contact, direction, and rate of
application,7,48 clinicians often use it at the beginning or
end of an intervention session to adjust the client’s level of
arousal. Like static contact, this technique is well suited to
difficult situations in which the use of pressure is con-
traindicated. Frequently, superficial stroking has been
incorporated into interventions, such as the “slow-stroke

Superficial Stroking: Further Study and Practice
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back rub” described in the nursing literature,59–67 that are
used to improve mood and relieve anxiety in the critically
ill.60–63 Superficial stroking that can stimulate the client’s
level of arousal,7,48 when judiciously applied, may tempo-
rarily ameliorate some symptoms of debility, convales-
cence, lethargy, and depression. Superficial stroking may
have a role in treating pain when mechanical techniques are
contraindicated. In this case, pain relief may occur because
light touch and vibration increase large-diameter afferent
nerve input and may reduce the transmission of “slow”
pain impulses through the spinal gate of the segment being
touched.5,7 It may also occur because stroking boosts levels
of oxytocin.49–52 Superficial stroking may minimally facili-
tate or inhibit local muscle tone via musculocutaneous
reflexes and may reduce spasm. Finally, clinicians can use
it locally and over the posterior primary rami to decrease
limb spasticity.3,68

Research also suggests that superficial stroking and
gentle passive movement (infant massage) can have a
positive effect on the physiological and psychological
development of premature infants,69–85 ill infants,86,87 and
full-term infants,88–95 while enhancing maternal health
and mother–child interaction.96–101 Leading researchers93

suggest that “light” (superficial) pressure is less effective
in promoting weight gain than “moderate” pressure for
normal infants.

Table 7-1 summarizes the main outcomes for body
structures and functions for superficial stroking.

CAUTIONS AND
CONTRAINDICATIONS

Clinicians need clinical training and supervised practice
when learning superficial stroking. Advanced training may
be advisable when dealing with pathological conditions.
Superficial stroking is a reflex technique; consequently, the
contraindications for the use of mechanical techniques do
not generally apply (see Chapter 3, Clinical Decision Mak-
ing for Massage).1 The primary exception to this rule is that
the use of superficial stroking may be contraindicated
locally in areas of acute inflammation because of pain. In
this situation, treat the client’s pain by performing the tech-
nique on adjacent areas as tolerated by the client. Further-
more, clients who are experiencing considerable pain or
distress or who are dying may not tolerate touch at all.

There are several cautions for the use of superficial
stroking.1 When the client’s condition results in an impair-
ment of the client’s cognitive function or level of con-
sciousness, the clinician may have difficulty obtaining
informed consent to treat. Because clinicians can use
superficial stroking with frail clients, high-risk infants, or
terminally ill clients, they need to be sensitive to the emo-
tional and physical needs of these clients. Although recent
myocardial infarction was once considered to be a con-
traindication for massage, light massage is now considered
to be permissible. A further cardiac-related caution is that
a 48-hour wait is advisable after coronary artery bypass
surgery.102 Finally, if superficial stroking is being used for
reflex stimulation, the clinician needs to ensure that the
application of the technique does not become irritating.
Ticklishness frequently occurs in areas where there is
underlying muscular tension. If the application of super-
ficial stroking tickles the client, the clinician should try the
following strategies: switch to a broader contact, add lubri-
cant, check that the stroke direction does not run against
the grain of the client’s body hair, or change to a technique
that uses more pressure.

large enough to show statistical significance in daily
weight gain between the massage and nonmassage
groups. Overall, this study is succinct, complete, and
rigorous.

Dieter JN, Field T, Hernandez-Reif M, Emory EK, Redzepi M.
Stable preterm infants gain more weight and sleep less after five
days of massage therapy. J Pediatr Psychol. 2003;28:403–411.

EXAMINING THE EVIDENCE

In a recent randomized controlled trial, researchers
at the University of Georgia and the University 
of Miami’s Touch Research Institute examined the
effects of 5 days of massage therapy on stable pre-
term infants who averaged 30 weeks at delivery.70

The 15-minute intervention consisted of 5 minutes
of “moderate pressure stroking with the flats of the
fingers of both hands” that covered the whole body,
5 minutes of passive flexion/extension movements
of the limbs, and 5 more minutes of stroking. The
intervention was performed three times a day. The
16 massaged infants gained 53% more weight and
slept less than 16 infants in the control group. No
placebo treatment is described for the control; pre-
sumably, the researchers had a “no massage” con-
trol group. The small sample size was nonetheless
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USING SUPERFICIAL
STROKING IN TREATMENT

Before considering the use of superficial stroking for treat-
ment, you should be able to perform diaphragmatic breath-
ing while standing and sitting, and you should know how to
assess and track autonomic function in a client.

Relaxation
There are several modalities that you can use in a complemen-
tary manner with superficial stroking to promote relaxation.

1. You can use progressive relaxation or diaphragmatic
breathing35 prior to, or simultaneously with, superficial
stroking to enhance sedative effects.

2. Moist hot packs can enhance sedation and analgesia, if
the use of heat is appropriate for the client’s condition.46

3. Some craniosacral techniques may have a calming
effect on the client.47

4. Instruct your client to rest from 10 to 30 minutes and
to resume activity slowly if experiencing the sedative
effects of superficial stroking.

Chapter 7 Superficial Reflex Techniques 201

DEFINITION

Fine vibration: A fast, oscillating or trembling movement
that is produced on the client’s skin and that results in
minimal deformation of subcutaneous tissues.103–128

USES

Therapists can use fine vibration to achieve pain relief and
produce changes in neuromuscular tone.

Fine Vibration: Foundations

MANUAL TECHNIQUE

In Figures 7-16 to 7-21, fine vibration is applied to the var-
ious regions of the body. The order of figures is from head
to foot in supine and then in prone. Each figure illustrates
most of the guidelines for manual technique outlined here.

1. The amplitude of fine vibration is scarcely visible and is
generally less than 1 to 5 mm. Fine vibration exerts minimal
mechanical effects beyond the surface of the client’s skin.

2. Use your forearm and wrist to produce the motion, with
as little recruitment of your shoulder muscles as possible.
One efficient method of generating fine vibration is to
use a rapid, low-amplitude, alternating pronation and
supination of the forearm—a “flutter” (Figures 7-16A
and 7-16B). Do not attempt to compress and release the
client’s tissues with the whole contact surface during the

application of fine vibration. This action will usually
recruit your shoulder muscles and result in a more vigor-
ous and fatiguing manipulation that has mechanical
effects on the client’s subcutaneous tissues.

3. Your two hands are rarely even in ability. You can
improve the ability of the less competent hand by prac-
ticing the application of fine vibration with both hands
together in mirror image. Some therapists choose to
use only their dominant hand for fine vibration.

4. If you cannot produce an even vibration, try reducing
the speed of the oscillation. It is preferable to produce a
slow, controlled vibration than a fast, uncontrolled one.
Control and speed of application come with practice.

5. You can combine fine vibration with superficial stroking
to yield a “running” vibration whose reflex effects will
also depend on the contact, rate, and direction of the
stroking (Figure 7-18).

Fine Vibration: Technique
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How fine vibration might work

The gate theory of pain first proposed by Melzack and
Wall provides an explanation for the use of machine-
produced fine vibration to reduce pain. Fine vibration
supplies a barrage of sensory information that is carried
on large-fiber cutaneous afferents and reduces the
transmission of pain impulses through the same level of
the spinal cord to the higher centers of the central ner-

vous system. Researchers have recently questioned
whether the gate theory is the mechanism of massage’s
analgesic effects.15 However, one recent study found that
ipsilateral and contralateral applications of 100-Hz vibra-
tion produced equally significant changes in pain asso-
ciated with temperomandibular joint dysfunction. This
finding suggests that some type of central nervous system
mechanism is at work129 other than endorphins or another
endogenous opioid.114,119–122

202 Outcome-Based Massage: From Evidence to Practice

1

1

2

2

Figure 7-16 A. To create a fine vibration, the practitioner may use low-amplitude alternating pronation
and supination of the forearm. B. Or the practitioner may use alternating radial and ulnar deviation of
the wrist or forearm.

Figure 7-17 Fine vibration with stabilized fingertip contact applied to
the abdomen.

Figure 7-18 Fine vibration may be combined with
stroking to produce a “running vibration,” here shown
on the quadriceps and anterior leg.
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Figure 7-19 Whatever the manual method, posture must
be aligned (standing or seated), and particular care must
be taken to let the shoulders relax.

Figure 7-20 A handheld device for producing fine vibration.

THERAPIST’S POSITION 
AND MOVEMENT

1. Use the basic positions described in Chapter 6, Prepa-
ration and Positioning for Massage, in the sections on
basic standing aligned and seated aligned postures. See
also Figure 7-19.

2. Relax your shoulders (down) and flex your elbows. You
will experience less fatigue if you engage your shoulder
muscles as little as possible.

Figure 7-21 Coarser types of vibration that move subcutaneous
tissue—such as the repeated rapid pumping of the ribcage shown
here—have significant mechanical and proprioceptive effects and
are discussed in later chapters.

Contact: Palmar surface or fingertips are most common
Pressure: Minimal
Engages: Skin
Direction: N/A
Amplitude/length: Less than 1 to 5 mm
Rate: 4 to 10 Hz or more for manual vibration; 100 Hz is
common for machine-produced vibration
Duration: 5 to 40 minutes for analgesia
Intergrades with: Shaking
Combines with: Can be combined with superficial stroking
or compression
Context: Machine-produced vibration can be used alone.
Manual fine vibration is often alternated with superficial
stroking and/or static contact in situations in which the
indications for treatment are similar

Components of Fine VibrationBox 7-3
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3. You may find it helpful to sit with your elbow or part of
your forearm resting on the edge of the table.

4. Your body position must be stable, since inadvertent
postural shifts will detract from the intended effects of
fine vibration.

PALPATE

As you perform the technique, palpate the client’s skin for
the following:

1. Skin texture
2. Skin temperature
3. Presence of perspiration and moisture

OBSERVE

As you perform the technique, observe the client for
decreases in level of pain or general signs of relaxation. The
following signs may signal this.

1. Decrease in rate and depth of breathing
2. Deeper voice tone
3. Changes in skin color such as flushing. Pallor may indi-

cate an undesirable sympathetic response.
4. Systemic reduction of muscle resting tension (see

Observe sections in previous parts of this chapter), as
evidenced by softening of the tissue contours or broad-
ening and flattening of body segments

5. Muscle twitches and jerks
6. Increases in peristaltic noises
7. Decreases in heart rate as evidenced by change in

pulses that are visible at the neck, wrist, and foot
8. Agitation or sweating, which may indicate an undesir-

able sympathetic response

COMMUNICATION WITH 
THE CLIENT

Communicate to monitor the client’s pain and to encour-
age general relaxation. Here are some examples of state-
ments that you can use.

1. “What is happening with your pain?” You can use this
statement when you are applying the technique to
reduce pain. It allows you to check how the client per-
ceives that the intervention is affecting her pain at
intervals during the application of the technique.

2. “Deepen your breathing without forcing,” “Let your
body sink into the table,” “Let yourself relax com-
pletely” can be used to facilitate relaxation. Altered
autonomic functioning may, in turn, affect the percep-
tion of pain.

204 Outcome-Based Massage: From Evidence to Practice

A Practice Sequence for Manual 
Fine Vibration

Practice time: 15 minutes per day for several days.

1. Stand with your shoulders down and elbows flexed to
90 degrees. Breathe deeply. Try to make an even
vibration of only your hand of less than 1 cm in the air.
The wrist and forearm will move slightly, too. Continue
for 1 minute, and then rest for a minute.

2. Begin again. Try to generate an equal movement of the
two hands. Continue for a minute and then rest again.

3. Begin again. Slightly flex and extend your shoulders,
then your elbows, and then your wrists. Move through
various combinations of shoulder, elbow, and wrist
flexion while continuing the vibration. Rest.

4. Place one hand on the opposite posterior deltoid.
While vibrating with the free hand, can you tell if you
are recruiting any shoulder girdle muscles to pro-
duce the vibration? Gradually increase the amplitude
of the vibration to discover when your shoulder mus-
cles begin to tense. Decrease the amplitude of the
vibration and find the position and manual technique
that recruits your shoulder muscles the least. Switch
arms. Practice this sequence once a day, gradually
extending the time for which you can perform the fine
vibration continuously without fatigue until you have
reached 5 minutes. Then begin practice on clients,
alternating periods of fine vibrations with superficial
stroking.

Note: Remember to relax, breathe, and let your shoulders
drop.
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NAMES AND ORIGINS

In other texts or massage-related systems, the technique
that we call fine vibration is known as “vibration,” “mechan-
ical vibration,” “cutaneous vibration,” “transcutaneous
vibration,” or “vibratory stimulation.”103–130 The term “vibra-
tion” has been used by some authors3,5 to denote markedly
differing techniques that involve shaking, compressing, or
percussing the client’s subcutaneous tissues with consider-
able force, as illustrated in Figure 7-21. This text distin-
guishes between fine vibration and the more vigorous
forms of vibration, which have mechanical effects and are
described in Chapter 9, Neuromuscular Techniques, Chap-
ter 11, Passive Movement Techniques, and Chapter 12,
Percussive Techniques. Recent research addresses fine
vibration produced by small portable devices operating at
frequencies varying from 20 to 200 Hz, with 100 Hz being
the most commonly used.103–129 The documented effects of
machine-produced vibration, often referred to as mechani-
cal vibration, cannot be extrapolated to manually produced
fine vibration except with caution.

OUTCOMES AND EVIDENCE

Clinicians can use machine-produced vibration to achieve
pain relief and changes in neuromuscular tone. Machine-
produced vibration can be an effective analgesic for acute
and chronic pain of various causes such as dental pain, phan-
tom limb pain, myofascial pain, tendinous pain, neurogenic
pain, and idiopathic pain.103–123,129 Although the mechanism
of analgesia is not well understood, researchers have noted
that the reduction of pain and accompanying elevation of
the pain threshold can persist for some time after the inter-
vention.114,121,122 Analgesic effects are increased with sus-
tained application of machine-produced vibration for 15 to
30 minutes or longer.109,112 In addition, clinicians can obtain
analgesic effects when they apply machine-produced vibra-
tion to different regions of the client’s body in relation to the
site of pain, including direct application to the site of pain
over a large area, distal to the site of pain, to the antagonist
muscle group, to adjacent dermatomes, or even contralateral
to the site of pain.107,113,114,116,123,129 Combining the vibration
with moderate pressure, if the client’s condition permits,
may enhance the analgesic effects of the vibration.106,109,112,113

Machine-produced vibration can result in an eleva-
tion of resting tone of the muscles under the site of appli-
cation.124–126 This effect may be used, when treating clients
with neurological conditions, to promote more balanced
movement and to prepare the client to perform functional
activity.125,126 Other effects ascribed to fine vibration are
reflex relaxation, especially when it is applied to the feet,127

healing of chronic peripheral nerve lesions,128 and reduc-
tion in frequency of postsurgical complications.130 Table 7-1
summarizes the main outcomes for body structures and
functions for fine vibration.

Effective application of manual fine vibration, using the
technique described earlier, takes much practice. In addi-
tion, it requires considerable skill on the part of the clinician
to perform sustained application of manual fine vibration
for more than a few minutes, hence the frequent use of
machine vibration. The light touch of superficial stroking is
a less taxing manual alternative to manual fine vibration
that also produces large-fiber afferent input.131 Consequently,
clinicians may alternate superficial stroking with, or substi-
tute it for, fine vibration. In this situation, they may obtain
similar analgesic effects if the duration of application is
comparable.

Critical Thinking Question
How could you use a fine vibration device 

during an intervention without reducing the time you
have available to perform other hands-on techniques?

Fine Vibration: Further Study and Practice

EXAMINING THE EVIDENCE

A recent small (n = 17) uncontrolled study compared
the ability of machine-produced 20-Hz vibration,
100-Hz vibration, and control treatment to reduce
pain (both “magnitude” and “unpleasantness”) in sub-
jects with temporomandibular disorders (TMD).129

Visual analog scale ratings and drawings both showed
that pain was reduced by 100-Hz vibration but not by
20-Hz vibration. The results and analysis of spatial
and temporal patterns of analgesia hint at the com-
plexity of both the phenomena of pain and of its mea-
surement. Spatial analysis showed that ipsilateral
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and contralateral effects of vibration were statisti-
cally equivalent for subjects with chronic temporo-
mandibular joint pain. This suggests that vibratory
analgesia for chronic pain relies, in part, on central
nervous system mechanisms. Analgesic effects were
statistically significant but judged to be too modest to
be of clinical significance. However, this study used
10-minute applications of vibration, a much shorter
time than previous researchers have recommended
for maximizing analgesia using this technique.109,112

It would be worthwhile to repeat this study using
longer vibration times and including a separate con-
trol group.

Roy EA, Hollins M, Maixner W. Reduction of TMD pain by high-
frequency vibration: a spatial and temporal analysis. Pain.
2003;101:267–274. Erratum in: Pain. 2003;104:717.

client may find the weight of the clinician’s hand or a
mechanical device intolerable. In this situation, the clini-
cian should administer fine vibration in adjacent areas as
tolerated by the client.

USING FINE VIBRATION 
IN TREATMENT

Analgesia
Before considering the use of fine vibration for treatment
of pain you must perform a basic pain assessment and
attempt to discover the cause of the client’s pain. It is
important to distinguish between acute nociceptive pain,
chronic pain, and chronic pain syndrome. There are sev-
eral modalities that you can use in a complementary man-
ner to enhance pain relief while using fine vibration.

1. Application of transcutaneous electrical nerve sti-
mulation (TENS) increases the analgesic effect of fine
vibration.119,120

2. A variety of applications of heat, such as moist hot pack,
fluidotherapy, and whirlpool, can enhance sedation and
analgesia in the client.47,132 Applications of cold, including
cold packs, ice massage, and cold baths can enhance
analgesia in the client.47,132 You must ensure that the
selected modality is appropriate for the client’s condition.

3. You can instruct the client in the home use of a vibrat-
ing massage device and in appropriate hydrotherapy
for analgesia.
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Clinical Case

History of Present Illness
A 44-year-old male with late-stage AIDS who has been admitted to hos-
pice from home for palliative care.

Subjective
■ General complaints of pain and stiffness at rest and with activity
■ Complaints of pain during examinations of range of motion and functional activity
■ Complaints of anxiety and depression regarding terminal condition
■ Complaints of difficulty sleeping because of pain and anxiety

CAUTIONS AND
CONTRAINDICATIONS

Clinicians need clinical training and supervised practice
when learning fine vibration. Advanced training may be
advisable when dealing with pathological conditions. Fine
vibration is a reflex technique; consequently, the con-
traindications for the use of mechanical techniques do not
generally apply (see Chapter 3, Clinical Decision Making
for Massage). If, however, the clinician is using fine vibra-
tion to treat pain in a client with an acute condition, the
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Objective
Impairments

■ Marked wasting of upper and lower extremity muscles
■ Range of motion—active and passive within normal limits in upper and lower

extremities (pain throughout range)
■ Mild muscle tightness in upper and lower extremities
■ Generalized weakness of upper and lower extremities; strength is grade 2–3/5
■ Exercise tolerance: General debility, complains of fatigue and pain with less than 

5 minutes of activity

Functional Limitations

■ Bed mobility: Requires moderate assistance of one person
■ Activities of daily living: Requires moderate assistance of one person for dressing and feeding
■ Requires maximal assistance of one person for lying to/from sitting and sitting to/from

standing and side of bed
■ Mood: Appears anxious and depressed
■ Limited social interaction

Analysis
Treatment Rationale

To provide relief of pain, stiffness, anxiety, and depression as the client’s functional level
declines

Impairment Outcomes and Role of Massage

■ Pain ■ Decreased complaints of pain
■ Primary treatment; analgesia is a direct effect

■ Decreased muscle extensibility ■ Increased muscle extensibility
■ Primary treatment; increased muscle extensibility is a direct

effect
■ Muscle wasting ■ Decreased muscle wasting

■ Improbable effect; wasting is due to disuse
■ Muscle weakness ■ Increased muscle strength

■ Possible secondary effect; weakness is primarily due to disuse;
pain reduction may facilitate willingness to perform movement
through range

■ Poor exercise tolerance ■ Improved exercise tolerance
■ Possible secondary effect; poor exercise tolerance is a result of debil-

ity; pain reduction may facilitate willingness to perform activities
■ Anxiety ■ Decreased anxiety

■ Primary treatment; anxiety relief and systemic sedation are
direct effects

■ Depression ■ Improved mood
■ Secondary effect; sensory arousal may ease some symptoms of

depression and lethargy
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Activity Limitation Functional Outcomes

■ Decreased ability to perform self-care activities ■ Patient will be able to perform feeding and dressing with assistance
as required with decreased complaints of pain and stiffness

■ Decreased ability to perform transfers ■ Patient will be able to perform bed mobility and transfers with assis-
tance as required with decreased complaints of pain and stiffness

■ Decreased social interaction ■ Patient will demonstrate increased social interaction with
decreased complaints of depression

■ Impaired sleep ■ Patient will demonstrate increased duration of sleep with decreased
complaints of pain and anxiety interfering with sleep

Plan

Massage Techniques Static contact, soothing superficial stroking, and manually produced
fine vibration will almost certainly be tolerated and will all reduce
pain and anxiety; machine-produced fine vibration, superficial
effleurage, and gentle petrissage (see later chapters) may be tolerated
depending on the patient’s sensitivity, level of debility, and previous
familiarity with massage.

Other Appropriate Techniques Medical management, passive and active assisted range of motion, 
and Interventions assisted activities of daily living, assisted bed mobility and transfers,

counseling or pastoral care.
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