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The effect of reflexology on the perceived
health and well-being of patients with
irritable bowel syndrome

Philip Tovey School of Healthcare Studies, University of Leeds, Leeds, UK

A substantial proportion of the symptoms of ill health presented in primary care set-
tings are medically unexplained. Low level physical and mental suboptimal func-
tioning, such as tiredness and nagging psychologicaldiscomfort are common features
of workload and are rarely amenable to immediate and straightforward treatment and
cure. Complementary and alternatives medicines (CAMs), with their frequent focus
on overcoming an apparently restrictive mind/body dualism, are being increasingly
drawn on to manage such symptoms. reflexology is a CAM that, it is claimed, is able
to induce improved physical and mental health and overall well-being. To date, there
has been little research which addresses this claim. A single blind trial was conducted
to test the effectiveness of reflexology in improving levels of tiredness, overall health
and perceived well-being in a sample of 34 patients with chronic irritable bowel syn-
drome currently under the care of a general practitioner, following diagnosis by a
gastroenterologist. Both reflexology and nonreflexology (control) groups were found
to produce a moderate improvement in symptoms, but there was no statistically or
clinically significant difference in outcome between the groups. Thus, no specific
benefit of using reflexology was found. On the basis of this study, there is no evidence
for the use of reflexology as a means of enhancing patient well-being in primary care.
However, the research was conducted with one quite specific patient group. Consider-
ably more research is needed with a range of patient groups and outcome measures
before definitive conclusions can be reached.
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Background entation of medically unexplained symptoms

(Mayou and Sharpe, 1997). Both from professional

It is widely acknowledged that a substantial pro-
portion of what is presented to orthodox prac-
titioners in primary health care (PHC) is beyond
definitive biomedical classification, poorly under-
stood and, therefore, cannot be effectively treated
(Tovey and Adams, 2001). Indeed, it has been esti-
mated that one in four consultations with a general
practitioner in the UK is concerned with the pres-
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anecdote and published literature, the ubiquitous
nature of TATT (tired all the time) or general fatigue,
nagging psychological discomfort, especially that
linked to worry, and nonspecific suboptimal func-
tioning are well established (Tyrer, 1999). Further,
such ‘vague discontents’ (Lasch, 1979: 13) can be
seen to reach beyond those presenting as patients.

Much theorising has taken place in recent years
which attempts to locate the pervasive nature of
these individual difficulties within broader histori-
cal and societal development — be that in terms of,
for instance, life options and reflexivity (Giddens,
1991), or unsicherheit — that combination of
insecurity, unsafety and uncertainty (Bauman,
1999). At the therapeutic level, these are conditions
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at the intersection of mind and body, and failure
to identify a clear physical cause can lead to over-
simplified professional responses and enhanced
patient unease (Mayou and Sharpe, 1997). In the
light of orthodox ineffectiveness and, indeed, of
the frequently holistic rhetoric of the
(nonorthodox) sector, these individual manifes-
tations of ill health would appear to be the ideal
territory for complementary and alternative medi-
cine (CAM). Moreover, some CAMs appear to
offer the potential for pro-active life enhancement,
to deal with existential or practical worries that
may or may not lead to a formal professional—-
patient interaction.

CAM is very much on the agenda in primary
care (Adams and Tovey, 2000), and while scepti-
cism remains, pockets of enthusiasm are evident,
most notably within nursing (Tovey, 1997).
Equally importantly in view of the current rhetoric
surrounding public and patient (user) participation
in decision-making processes (Milewa et al.,
1999), public enthusiasm for CAMs, which has
been widely reported over the past decade (Vincent
and Furnham, 1999) shows no sign of abating.
Reflexology, ‘a method of treatment whereby
reflex points in the feet are massaged in a particular
way to bring about an effect in areas of the body
quite distant from the feet’ (Hall, 1996: 1), is advo-
cated for just the kind of nonspecific unease dis-
cussed earlier. Indeed, it has recently been claimed
that, ‘The remarkably relaxing effect of reflexology
enables people to begin to take charge of their
worries, rather than being overwhelmed by them
... Reflexology creates a sense of well-being’
(Gillanders, 1998: 120). Thus, reflexology would,
in theory, appear to be ideally suited to facilitating
general life enhancement. It does not offer an
‘alternative’ geared towards cure of extreme mal-
adies, but is perhaps the archetypal ‘complement’.

The basis of the therapy is that reflexes can be
found on the feet, principally the soles (and the
hands although these are less powerful), which cor-
respond to the full range of body parts and organs.
While the physiological mechanisms underlying
the treatment remain a matter of conjecture, pro-
ponents tend to highlight the role of reflexology in
relation to the stimulation of healing induced by
an improved blood circulation and a relaxation of
tension in the area being worked on (Fulder, 1989;
Hall, 1996).

Research evidence on the effectiveness of re-

flexology in the treatment of any condition is very
limited. One commentator has attempted to argue
that research does exist to support reflexology
(Hodgson, 2000), and studies can be identified
which indicate some benefit in terms of quality of
life (e.g., Joyce and Richardson, 1997). However,
the quality of existing research is frequently ques-
tioned, and a detailed review of the field recently
led to the conclusion that hard data for or against
reflexology are rarer than gold dust (Ernst and
Koder, 1997).

Irritable bowel syndrome (IBS) is the associ-
ation of abdominal discomfort with an alteration in
bowel habit for which no cause can be found on
routine clinical investigation (Read, 1991). It there-
fore fits neatly into the conceptualisation of a medi-
cally unexplained condition introduced -earlier.
Patients’ overall quality of life can be badly affec-
ted (Hope etal., 1996); potential for a general
improvement in physical and psychological func-
tioning is therefore established.

The aim of this part of the study (which formed
part of a larger study into reflexology, see Tovey,
2000) was to test the claim that reflexology is able
to improve perceived health and well-being, in this
case in a sample of chronic sufferers of IBS. As
will be seen, these participants were not patients
requiring ‘cure’ for severe (non-physical) symp-
toms. They were, though, living suboptimally and
potential for health improvement was evident. As
such, as well as providing an indication of the
potential of reflexology for improving overall func-
tioning of this specific group of service users, the
results can also provide a tentative indication of
the potential for reflexology to tackle unease and
discontent more broadly.

Method

The research, for which the data were collected
during 1999, was conducted as a single blind trial
after full consideration of methodological debates
surrounding CAM research (Lewith and Holgate,
2000). Conscious of the need to avoid post hoc
rejection of any findings by the practitioner com-
munity on the basis of study artificiality, project
design was agreed in advance by a designated lead
reflexologist, and the opportunity was explicitly
given to raise concerns about any aspect of the pro-
cedure which would unfairly establish potential for
a negative outcome; none were raised.
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It was accepted by the consulted reflexology
practitioner that in one important respect the ther-
apy provided would differ from that normally
offered — it would be essentially one-dimensional,
rather than holistic. In a standard consultation
advice may be given on diet, lifestyle, relaxation,
etc. The rationale accepted by all concerned was
that, irrespective of the other advice, the validity
of reflexology rests on the extent to which its
specific form of foot massage produces an impact
in its own right — a discernible change which is
unrelated either to the process of consulting
(matched by the control group, see below) or to
associated change of behaviour. Only once that
independent impact has been established would it
make sense to broaden the analysis.

Sampling and recruitment

The study was carried out in a single geographi-
cal area of a city in the north of England in four
general practices. All four practices served pre-
dominantly white patients. Thirty-four patients
provided data for this part of the study. The study
was, therefore, relatively modest in size, and
results should be seen as indicative rather than con-
clusive. However, the number of participants is
similar to that of many IBS trials (Payne and
Blanchard, 1995) and larger than other recent work
on reflexology (Hodgson, 2000; Stephenson et al.,
2000). The study’s power calculation was based on
the outcome measure of abdominal pain (a core
symptom of IBS) which is discussed elsewhere
(Tovey, 2000). Data were analysed by a two sam-
ple t-test.

The inclusion criteria were tightly defined. They
were: ‘patients currently under the care of a pri-
mary care physician following referral to a gastro-
enterologist; the diagnosis of IBS in line with the
Rome criteria (Thompson et al., 1992); and, there-
fore, the exclusion of other causes of symptoms’.
One exclusion criterion — previous use of reflexol-
ogy — was employed. The purpose of this approach
was three-fold. Firstly, to ensure that the IBS
classification was as standard as possible from
patient to patient and that symptoms were not
caused by other conditions. Second, to ensure that
those included in the trial were chronic sufferers,
thereby minimising the potential for both spon-
taneous symptom remission, or for symptom
reduction as a consequence of increased attention
alone. Thirdly, the exclusion criterion was
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employed in order to ensure that patients would be
unable to distinguish between treatment and con-
trol groups. Both written consent from participants
and ethical approval from a Local Ethics Commit-
tee were sought and received.

Data recording and collection

The principal means of recording the impact of
treatment was the Health Assessment Sheet (HAS).
The requirement for daily assessments, for rec-
ording IBS-specific, as well as broader symptoms,
and the need to avoid multiple form filling, pre-
vented the use of generic scales. The HAS is simi-
lar to a tool used successfully in other work with
IBS patients (Whorwell, 1987). Each participant
recorded their perception of health in relation to
tiredness, personal well-being (taking into account
level of happiness, depression, etc), and overall
health (taking into account physical and psycho-
logical health; short-term and chronic conditions)
on a five-point scale ranging from 0 to 4. The terms
were explained on accompanying guidance notes.
The forms were completed by all participants for
2 weeks before the first session (details of sessions
below) throughout the intervention, for 2 weeks
after and again for 2 weeks at follow up 3 months
after the final session.

The groups

Participants were allocated either to treatment or
control on the basis of order of recruitment, i.e.,
beginning with a reflexology treatment the prac-
titioners alternated in order to arrive at roughly
equal numbers in each group. This approach was
successful in establishing groups with no signifi-
cant differences in baseline symptoms (tiredness:
reflexology, median (md) 2.4, interquartile range
(IQR) 1.9-3.0, n = 19; control, md 2.1, IQR 2.0-
2.6, n = 15; well-being, reflexology md 2.0, IQR
1.9-2.6, n = 19; control, md 2.0, IQR 1.6-2.3, n
= 15; overall health md 2.0, IQR 1.6-2.3, n = 19;
control, md 2.0, IQR 1.4-2.0, n = 15). The consist-
ent baseline figure at, or slightly above, 2 (0, opti-
mal functioning; 4, severe difficulties) indicates
clear potential for an effective therapy to be of
benefit.

Sessions were conducted in the participants’ sur-
gery. A written code of conduct was followed to
maximise procedural rigour. The intervention was
delivered by three qualified and experienced
reflexologists. Consistency of style was ensured as
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the lead reflexologist had originally trained the
other two therapists. Due to practicalities of par-
ticipant and practitioner availability, the lead
reflexologist conducted the majority of sessions. A
comparison between practitioners was therefore
not feasible.

The two groups were as follows:

o The reflexology experimental group: the treat-
ment consisted of a series of six (four X weekly,
2 X fortnightly) 30 min treatments conducted as
closely as possible (that is, in a manner in which
all aspects of a session which might lead to the
blind nature of the work being undermined were
excluded) in line with ‘normal’ practice. The
length of individual sessions and the total num-
ber of those sessions was agreed with the lead
reflexologist. Prior to concentrating on areas said
to be IBS-specific, the practitioners carried out
a whole foot treatment of a type used in regular
practice to address the type of general nonspe-
cific malaise, ill health and tiredness being
assessed here.

o The indistinguishable control group: this group
were exposed to exactly the same number of
contact sessions as the experimental group and
those sessions were carried out in exactly the
same way, following the same procedures, with
the single exception that a nonreflexology foot
massage was given. According to reflexology
theory this should have no curative effect as no
stimulation of healing has occurred.

Piloting, training and monitoring

Before the first session the whole procedure was
piloted on two people from outside the trial, both
of whom had identified symptoms of IBS, although
no such diagnosis had been confirmed. The
researcher sat in on sessions at various stages of
the trial. Compliance with agreed practice was
noted to be very good on each occasion. Fifteen
participants were approached at varying stages of
the trial and asked if they were able to confidently
identify to which group they belonged. None
expressed a ‘confident’ assessment, although two
offered a ‘guess’ and both of these guesses were
correct. A reasonable degree of confidence that the
blind nature of the trial was maintained can there-
fore be expressed.

Results

For each of the following symptoms baseline
measurement was taken at the end of week 2 (prior
to the first session), outcome was measured at
week 10 (after the last session), and follow up 3
months after the last session.

Tiredness

The progression of feelings of tiredness through-
out the trial are represented on Figure 1. There was
a slight improvement (i.e., participants felt less
tired) in both groups. However, there was no sig-
nificant difference in outcome for the two groups,
although on this measure reflexology did perform
slightly better (control: —0.18, SD 0.66, n = 15;
reflexology: —0.35, SD 0.7, n = 19). T = 0.378, df
= 31, P = 0.708.

At follow up, benefit had been maintained and
slightly extended in both groups. Again any differ-
ence between the groups was marginal.

Well-being

The results on personal perceptions of well-
being are presented in Figure 2. A slight improve-
ment in well-being was recorded across both
groups; the level of improvement was virtually
identical (controls: —0.27, SD 0.56, n = 15;
reflexology: —0.24, SD 0.61, n = 19). T = 0.194,
df = 31, P = 0.847.

At follow up, the size of improvement had
increased and the reflexology group had shown the
greatest improvement, though again not to a stat-
istically significant extent.

—o—Reflexclogy group

- <O ~Control group

T
Follow up

Figure 1 Impact of reflexology on tiredness.
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Figure 2 Impact of reflexology on personal well-being.

Overall health

The final assessment was overall health. Much
the same trends were found again (see Figure 3).
At the end of the intervention, both groups showed
a slight improvement, and the difference between
the groups was very slight (controls: —0.15, SD
0.75, n = 15; reflexology: —0.2, SD 0.6, n = 19).
T = -0.295, df = 31, P = 0.770.

At follow up the slight improvement had been
maintained, with the reflexology group showing
the higher level of improvement.

To summarise, there is a high level of consist-
ency in the results across these three health assess-
ments. The main finding is that participation pro-
duced slight benefit across the board, and that
differences between groups were very small — in
no case reaching statistical significance. In each
case the improvement in symptoms was main-
tained at follow up.

onal weil-being over treatment perlod
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Figure 3 Impact of reflexology on overall health.
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Discussion

The aim of this research was to systematically
address one of the frequently heard claims of CAM
in general, and reflexology in particular: that over-
all health and well-being can be enhanced through
treatment. This was tested with one specific group
of participants suffering with a chronic, and bio-
medically unexplained, condition. As research into
the effectiveness of reflexology is at an early stage,
and indeed in view of the quite specific nature of
the sample, these results should be taken to be
indicative, rather than conclusive. Just as it is dubi-
ous to advocate therapies on the basis of one-off
or specifically focused studies, so too it is inappro-
priate to reject them on the same basis.

However, having stated that proviso, the results
of the study are quite clear: there is no evidence
from these data that reflexology provides a specific
positive contribution to the improvement of health,
well-being and levels of tiredness in this group of
patients. Moreover, the validity of the method was
enhanced by the incorporation of an experienced
reflexology practitioner and teacher into decision-
making at all stages of the process. Thus, within
the inevitable limits set by a trial, reflexology was
given every opportunity to have improved patient
health.

It is important that the discussion is of the spe-
cific benefit to be provided by reflexology because
there was actually an improvement on all three out-
come measures for both groups. (As an aside, this
is interesting as it confirms the potential for health
improvement in this sample.) Of course, it is
entirely reasonable to suggest that this was the
consequence of participation and whatever the nat-
ure of the ‘treatment’ (including an absence of
direct intervention altogether) may have produced
the same results. Alternatively, this could be the
consequence of benefits being derived from the act
of physical contact. In the latter case the questions
and therapeutic possibilities would be manifold —
the most intriguing one of all perhaps being that
positive results from non-specific contact would
legitimately facilitate a marginalisation of pro-
fessional input as a whole — be that orthodox or
complementary. However, that is to take the dis-
cussion beyond the current data, and these data
provide nothing to support reflexology.

At this time, when the integration of CAMs into
mainstream (especially primary care) practice is so
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readily discussed (Adams and Tovey, 2000), there
are two points about the results and their possible
implications which are worth underlining. Firstly,
and as noted in the introduction, the very rhetoric
of reflexology — frequently presented in patient
orientated publications (Gillanders, 1998) — is of a
therapy geared towards the facilitation of optimal
health; the enhancement of well-being. If reflexol-
ogy is to contribute to the primary care portfolio
of therapeutic options (and indeed to public well-
being more broadly) it is reasonable to assume (on
the basis of claims made for the therapy) that it is
precisely the kind of patients included here, those
with chronic conditions (at the mind/body
interface) that impinge upon quality of life, but
who are not extreme cases, that should be predicted
to derive benefit from it. If future work confirms
an inability to improve the lives of such patients,
the project of reflexology mainstreaming must be
seriously undermined. Secondly, there is a broader
issue of the potential conflict between two main-
stream policy priorities that have a particular res-
onance with CAM: evidence-based medicine and
user involvement, or the intrinsic validity of patient
perspectives. Should evidence develop on, say, the
ineffectiveness of reflexology, whilst public
enthusiasm for it is maintained, interesting ques-
tions will emerge about the relative weight to be
ascribed to research evidence on the one hand, and
patient preferences on the other. However, given
the current paucity of evidence, that matter remains
some way off.

So where do these results leave the debate about
the efficacy of reflexology? Clearly these data
should be seen to be contributing to the early
stages of a systematic examination of the therapy.
Indeed, it is certainly theoretically possible that a
failure to improve broad well-being may not neces-
sarily be accompanied by an inability to contribute
towards the management of other specific aspects
of physical, and in particular psychological, dis-
tress (Tovey, 2000). There is a need for substan-
tially more work with different patient groups, dif-
ferent outcome measures, and with different ways
of measuring those outcomes (Lewith and Holgate,
2000). Indeed, given the emphasis on reflexology’s
potential to enhance well-being, work looking at
reflexology in the community, rather than with
‘patients’, might well provide fascinating data.
There are many possible therapeutic combinations
that need to be examined before definite con-

clusions are reached on the potential of reflexology
to manage individual manifestations of structural
unsicherheit.
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Practice box

measures is needed

e CAM is an increasingly popular treatment option for service users; there is evidence of signifi-
cant levels of interest and acceptance within health professions

e Reflexology is a CAM which is advocated for its capacity to enhance overall physical and
psychological well-being; hitherto, little research has been conducted to examine these claims

¢ On the basis of this study there is no basis on which to support the use of reflexology in primary
care as a means of enhancing patient well-being

e This conclusion should, however, be seen as tentative; systematic research into the efficacy of
reflexology is at an early stage, and further research with a range of patient groups and outcome
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