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ultimate guide to deep tissue therapy- live workshop
My name is Gary Schweitzer and I am
a Registered Massage Therapist and
International Seminar Leader.
For the last 17 years I have been
teaching live workshops in Canada,
the United States and Europe. To date I
have taught 3196 Massage Therapists.
Most of my students share two
common challenges that can prevent
them from having a long and
prosperous career.
The first is occupational strain:
Over 85% of my past students were
experiencing pain in their thumbs,
wrists, shoulders, neck and back. This
coincides with the findings of a
research study by Dr. Wayne Albert
PhD. of the University of New
Brunswick.
Dr. Albert conducted a sample of
convenience study in which 500
Canadian Massage Therapists
participated. According to his
findings over 82% were experiencing
occupational strain in the five key
areas listed above.
How I have solved this problem:
I have found the “secret” to eliminating
occupational strain. I came across this
secret, quite literally by accident.
What happened was I fell from a third
story window due to a sleep walking
incident. I broke my back and crushed
both my feet. I spent the better part of
five months in a wheel chair.
After I got back on my feet and started
my first practice I was understandably
experiencing acute back pain. I quickly
learned that if I kept my back straight
(minimizing flexion) and created
movement from my lower body
(by bending one knee) I could work
pain free.
Around that time, I had the good
fortune of working with a post
graduate teacher from North
Vancouver. I studied with him for six
years and he taught me six unique,
innovative and dynamic deep tissue
techniques.

I integrated the bio-mechanical
system I developed with the
techniques I learned from my mentor.
I was able to achieve above average
and consistent results. I immediately
attracted a very large following of
loyal clients. The most important
benefit is I don’t have any occupational
strain issues even even after 25 years
of practice.
Excited with the results I was getting I
decided to share it with other Massage
Therapists. I started teaching in Seattle,
WA during the summer of 2000.
How it works: When you assume a
more upright posture you significantly
reduce the cumulative load and shear
values on the back, shoulder, neck,
wrists and hands. I also introduce six
foundational techniques that are more
user friendly than what most therapists
are using, when working at a deep level.

creates away from the clients awareness.
They feel pressure, not pain. This is a
“game changer”!
If you were to ask me what has
accounted for my success over the last
25 years, it would be this technique.
Being able to make deep treatments
less painful and a more manageable
experience for my clients has been the
key to my success.
Introducing ” The Ultimate Guide To
Deep Tissue Therapy-Live Workshop.
Benefits of this workshop:
Elimination of Occupational Strain
Issues
“Master Secret” for Making Deep
Treatments More Manageable for
the client
How to Achieve Above Average and
Consistent Results

The second challenge: Every Massage
Therapist has to develop a large and
sustainable practice in order to be
successful in this profession.

Increased rebooking of new clients

How I developed an unstoppable
practice: I developed what I call my
“master secret” for attracting and
retaining a large following of loyal
clients. I have figured out a way of
minimizing the pain and discomfort
often felt with deep treatments. Take
a look at the picture below.

Workshop Schedule for 2018

When working with the elbow and
hand I press down with the hand while
simultaneously dropping my body
weight into the elbow. The left hand
creates a “neurological gate”. This
keeps the discomfort the elbow

Increased speed of word-of-mouth
referrals

Vancouver

June 23-24

Kelowna

July 21-22

Vancouver

September 22-23

Kelowna

October 13-14

CMTBC: 14 CEC’s
Cost: $497.00
Bonus One: Five Part Online
Video Series Valued at $197.00
for FREE
Bonus Two: 213 Page Colour
EBook Valued at $97.00 for FREE
To Register Go Here:
www.sdtt.com/workshops
Register Over The Phone
Toll Free: 1-888-738-8147
Questions? Email us at:
gschweitzer@shaw.ca

Master Secret

Dr. Vodder School

TM

I N T E R N A T I O N A L
M ember of Dr. Vodder Academy I nter national

Training in British Columbia

Register early, receive FREE textbooks and
save up to $750

Basic (Full Body MLD)
Victoria: April 6 to 10, 2018
Vancouver: September 5 to 9, 2018

Therapy I (Orthopedic Applications)
Victoria: April 13 to 17, 2018
Vancouver: September 11 to 15, 2018
Therapy II & III (Edema Management)
Victoria: April 20 to May 1, 2018
Vancouver: September 18 to 29, 2018

Lymphedema
management
The most comprehensive
160 hr training.
Problem-solve your
challenging patients.
~ Evidence-based
~ Easy learning modules with
small class sizes
~ Interactive, live classroom
instruction with physicians
~ Learn precise manual skills
with expert, accredited
instructors
~ Classes available across
Canada
~ ISO 29990: 2010 certified
training

1 800 522 9862
info@vodderschool.com | www.vodderschool.com

PROFESSIONAL TRAINING IN MANUAL LYMPH DRAINAGE
AND COMBINED DECONGESTIVE THERAPY
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SOCIAL
CONTRACTS
BY

ANNE HORNG, RMT

F

or many of us, when we think of a “contract,”
we think of a long document with complicated
language and signatures at the bottom. But when
it comes to social contracts, nothing could be
further from the truth.
Social contracts, most notably, are unsigned. There
is no meeting of the minds, as there would be with a
written contract, where all terms and details have been
negotiated. Social contracts are instead much simpler and, in my view, much more wide-ranging and
unconstrained.
And much easier to misconstrue.
The truth is that social contracts already govern all of
us. In the most basic of terms, social contracts are trust
relationships that groups, individuals, parties, or organizations (including professions) have with the public. A social contract is the implicit trust given to regulated professionals by the public that says the public has faith that the
professional will always do the right thing.
As Registered Massage Therapists (RMTs), we enter into a
social contract with the general public. That social contract is a
professional and ethical obligation that says that we will, first and
foremost, agree to serve and protect the well-being and best interests of our patients. And, as a result of that commitment, the general public agrees to provide RMTs with the autonomy to self-govern,
along with all the privileges and status provided by a regulated health care
profession.
For RMTS (and all health professionals), it is the government, through the
Ministry of Health, that provides the oversight mechanism, on behalf of the public, to
ensure we are meeting our obligations of the social contract. In the case of RMTs, the public has an expectation related to professionalism, conduct, competency, and skill.
That expectation extends from our time in a treatment room to the posts we make on social media—and everything in between. In our next few issues of RMT Matters, we will explore some of the challenges
and pitfalls that RMTs face when we go about our daily lives, knowing that those three letters—RMT—follow us everywhere,
along with our responsibilities under our social contracts.
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Introduces
a new
Massage
Analgesic

Natural Magnesium Sulfate
reduce muscles tension
Organic Arnica Montana
reduce inflammation
Pure Essential Oils
increase circulation

100% Pure Natural Ingredients
Pre & Post Manual Therapy
to reduce muscle tension,
reduce inflammation and
promote flexibility

Water based formula
is gentle on skin for
therapist and patient.

Call Toll Free
1-866-490-5868
massageessentials.ca
Showroom
4624 - 99 St. NW
Edmonton
‘Works Great, Smells Better'
Alberta

Non irritating
Mild fragrance
No NSAIDs,
No harmful side effects
Product of Canada

The 10 Step Examination
Table Thai Massage
Thai Yoga Massage
Cervical Spine

Continuing Professional
Development Education
Courses

The $250,000 Dr. Rogers Prize is awarded every two
years to celebrate the achievements of researchers,
practitioners, and others in the field of
complementary and alternative (CAM) health care.
The next Dr. Rogers Prize will be awarded
in 2019 in Vancouver, BC.

With Instructor:
Joshua G. F. Lloyd, D.O.M.P.
www.OceanOsteopathy.ca
email us at
info@oceanosteopathy.ca
or call (778) 291 3058

For more information visit
DrRogersPrize.org

20
19
Dr Rogers Prize RMTBC ad 5341.indd 1

07/02/2018 10:33 am
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OUR AGING POPULATION: MOBILITY, WELLNESS AND INDEPENDENCE
2018 RMTBC SYMPOSIUM | AGENDA

SATURDAY MAY 5TH
7:00 am Registration + Continental Breakfast

2:30 pm Coffee Break

8:30 am Welcoming Remarks

3:00 pm Panel Discussion
Chaired by Peter Behr RMT, this respected panel
will discuss their experiences in working with the
elderly. With: Yvonne Poulin, Andrew Nemeth, Dr.
John Sloan and Daniel Fontaine.

9:00 am Isobel MacKenzie will share her knowledge and
experience in her role as BC’s Seniors Advocate
to assist our members in providing the best
outcomes for their aging patients.
10:00 am Coffee Break
10:30 am Keynote Presentation | Dr. Lorimer Moseley
The Pain Revolution:
7 Amazing Pain Facts that will Change your Life
Noon

Lunch Break

1:00 pm Keynote Presentation | Dr. Karim Khan
Maintaining Independence in Seniors:
Injury Management and Independence

8 • RMT Matters

5:00 pm Social Reception sponsored by the RMTBC
SUNDAY MAY 6TH - FULL DAY LECTURE
7:00 am Registration + Continental Breakfast
8:30 am Full Day Lecture with Dr. Lorimer Moseley
Understanding Pain:
From Biology to Clinical Care
Appropriate coffee and lunch breaks - time TBA

OUR AGING POPULATION: MOBILITY, WELLNESS AND INDEPENDENCE
2018 RMTBC SYMPOSIUM | KEYNOTE SPEAKERS

DR. LORIMER MOSELEY
and old. Most of our clients report pain, yet many of our interactions
are still based on an understanding of pain that emerged in the 17th
century. In this lecture, I will provide an overview of contemporary
pain science and how it relates to clinical practice, with a particular
focus on the aging population. As we get older, we see changes in our
hardware - our muscles, joints, nervous and immune systems - and
in our software - we learn and learn and learn. Contemporary pain
science emphasises the truly biopsychosocial nature of pain, but
what does this really mean within the context of clinical care. I will
argue that theoretical and clinical neuroscience clearly supports
the idea that pain emerges on the basis of a complex process
that involves somatosensory input, memories, context and social
environment. This idea requires us to observe our clients carefully,
to see what they say and do, and indeed what they do not. This
idea requires us to choose our words and spaces carefully, always
cognisant of the client’s internal ‘protectometer’.
Bio: After 7 years as a clinical physiotherapist, Lorimer undertook a
PhD at the University of Sydney. After positions at the University of
Queensland and the University of Oxford, he returned to Australia
in 2009 to be Australia’s youngest ever Chair in Allied Health or
Medicine. He has now written 320 articles and 6 books, including the
two highest selling pain books internationally. His contribution to the
the International Association for the Study of Pain’s Clinical Science
Prize and Australia’s most prestigious prize for health innovation.
He has given 60 keynote lectures at the most prestigious meetings

DR. KARIM KHAN
Dr. Karim Khan was a CIHR New Investigator (2001-2007). He was
instrumental in the development of the Centre for Hip Health and
Mobility, one of only nine UBC senate-approved centres. One major
mandate of the centre is to reduce fall-related hip fractures in
seniors and Dr. Khan is theme leader for that component. He is an
is internationally recognized for research that aims to improve the
health outcomes of vulnerable seniors with increased risk of fracture.
Bio: Dr. Karim Khan is a professor and clinician-scientist in the
Department of Family Practice and School of Kinesiology at the
University of British Columbia (UBC), where he has taught since
2000. He is currently co-director of UBC’s Centre for Hip Health and
Mobility, a $40-million centre funded by the Canada Foundation for
Innovation. On the international stage, Dr. Khan took a two-year leave
in 2014 to serve as the Director of Research and Education at Qatar’s
kind in the Gulf Region. He has also taught at universities in Australia
and Norway. Dr. Khan has achieved international recognition for
studies promoting greater mobility among vulnerable seniors, and
prevention and exercise promotion for health. He has a track record
of over 300 highly cited peer-reviewed publications, and has, since
2008, been the editor-in-chief of the high-impact British Journal of
Sports Medicine (BJSM), a leading international journal that focuses
on the role of physical activity for health. He is also the co-author of
the best-selling textbook Brukner & Khan’s Clinical Sports Medicine.

videos have over 4 million reads/views.

WE WELCOME ALL WHO MAY BE INTERESTED TO THIS IMPORTANT EVENT.
FOR COMPLETE INFORMATION AND REGISTRATION VISIT WWW.RMTBC.CA
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BY COREY VAN’T HAAFF

T

here is only one main reason why Andrew Nemeth finds himself one of the rare
RMTs working in a long-term care facility, and that reason may surprise you. “It
isn’t because there are no long-term care facilities; there are more than 300 here
in BC,” says Nemeth. “I’ve been working in these facilities for 15 years, and I am
one of a very few RMTs doing so.”
And it isn’t because there’s no ability to outsource massage therapy. Instead, he says,
it’s because of a lack of education.
“You need to start with education. We need to educate the facility administration about
the benefits of massage therapy. But we also need to reach out to new residents and their
families who don’t know that massage therapy is available or the benefits of it.”
Facility administrators or managers are usually not aware of the more technical aspects
of how massage therapy can help residents, from decreasing blood pressure, reducing
pain and reliance on medications, and increasing feelings of well-being.
Facility administrators should know, and RMTs can play the vital part in educating them,
that massage therapy is part of a complement of therapeutic and wellness activities that can
benefit residents in their homes (the long-term care facilities). Massage therapy is one of the
tools that can offer residents better care.
“There’s a lot of demand from family and residents. So many times a week while I’m
working, I hear someone say, ‘I never knew you offered massage therapy here.’ They are
so elated this service is available.”
More in-service sessions are needed, Nemeth says, to make staff aware, and to promote the benefits, of massage therapy for residents to those who are in a position to invite RMTs into their facilities and provide massage therapy.
“Doing in-service sessions for staff is a huge component in the education of staff
about the benefits of massage therapy, including administrative staff. I have literature
packages on massage therapy and its benefits. Administrators like to see professional
RMT Matters • 11

working bedside or chairside. You
literature and handouts or receive handouts during an in-service session. The literaadapt to what is comfortable for the
ture needs to show the benefits of massage therapy.”
Nemeth says he also objectively measures the benefits of massage therapy;
residents. They are not agile in interthings like increased range of motion that injury or weakness had previously
mediate and special care.”
reduced. He uses a gonioSo why does he do it,
meter to show facility
with the accommodations
administrators the changes.
he needs to make, and the
Doing in-service sessions for
“When strength is incontinual educational role
staff is a huge component in the
creased, pain and medihe must play?
education of staff about the benefits
cation for pain are often
When Nemeth sees
reduced, and usually a lot
people—residents—
of massage therapy, including
of those medications in
so elated because their
administrative staff
general cause constipachronic pain is decreased
tion and other body issues.
and they feel better, it’s all
Overall, residents getting massage therapy have a general feeling of wellness
worth it.
and mobility. Some can get out of a wheelchair, depending on their condition,
“Sometimes, I have to duck my
and start using a walker.”
head when I’m there giving treatAlthough there are no doubts in Nemeth’s mind about potential health benefits
ment,” he says, as once residents see
for residents, there are some pretty cool pluses for the RMT, he says.
him, they clamour for their own treat“You get to work as part of a care team. In long-term care, as part of the team,
ment. “It’s a great ego boost. I get to
you see them on a daily basis: the nurses and LPNs, physiotherapists, care aides, ocprovide relief to people who’ve had
cupational and rehabilitation therapy assistants, and care coordinators.”
decades of chronic pain.”
Despite the plethora of benefits to massage therapy for long-term care facility
He also loves the collegiality of
residents, Nemeth still finds himself contemplating what might be holding back other working as part of a multi-disciplinary
RMTs from getting involved.
team, where he can bounce ideas of
It’s about using finer techniques, he says. “You adapt and adjust your strokes
other team members. “We get the
and techniques because of the aging skin and muscle tissue. You use finer techentire team’s eyes at once, because
niques—no fists—and you learn to position your hands differently. You work
we are all there in the resident’s home.
and adapt to the residents. There’s no massage table or massage chair. You are
There’s access all the time.”

"

"

sales@textileinnovations.com
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Nemeth is hoping that, at some
point, there will be a specialized
course for RMTs wanting to work in
long-term care facilities, or some adaptation to the RMT curriculum. Until
then, he educates himself taking
courses such as one on fall prevention.
If you think working in a long-term
care facility is something that might
appeal to you, Nemeth encourages
you to jump in and make contact, with
the facility you choose, or with him.
Andrew Nemeth, RMT, is
speaking at the Our Aging
Population Symposium
about working in long-term
care facilities. He will share
his own template on how
to find work helping this
particular population.

TOP FIVE THINGS
NEMETH HEARS ABOUT WORKING IN

LONG-TERM CARE FACILITIES
1

I’m afraid I might end up hurting the patient or
resident.

4

Nemeth says it’s possible to adapt your current techniques without further training to prevent such injuries.
There are subtleties in changing techniques learned at
school, and those changes are very doable. Much of it,
he says, is common sense; you just don’t use forceful
techniques.

2

3

It’s hard to prepare yourself at times for
what you might see or hear or smell, but
Nemeth says the moment he walks through
the door of a facility, he is transformed.
He knows he is walking into their homes,
and he brings with him the utmost respect
and sensitivity. As for a smell he might find
objectionable, he says he doesn’t let those
small details upset him. He reminds RMTs
that in these hospital-like settings, cleanliness is typically paramount for health
reasons and because families visit often.

Is there enough demand for RMTs at long-term
care facilities?
Nemeth says there are 300 care facilities housing
40,000 residents in BC. With the geriatric population
expected to rise to 1.5 million by 2030, he sees plenty
of opportunity to make a difference for aging patients.
The symposium the RMTBC is hosting in May 2018 will
address many questions RMTs may have. Nemeth says
the statistics are staggering and he is so busy, he has to
turn away facilities.

Are there protocols for getting permission to work
in a long-term care facility?
Sometimes, it’s about making cold calls and knocking
on doors to speak to the administrator or director.
They’ll ask for a literature package, he says, that
explains what you can provide to residents as an RMT
that will improve their health, mobility, and sense of
well-being. At his peak, Nemeth turned one facility into
twelve solely through word of mouth referrals, so be
patient if it takes a bit of time to build your brand.

I’m worried how I might react to a
hospital-like setting with its odours and
exposure to chronic illness and disease.

5

I’m not sure I could handle having my
patients die, and I don’t know how I
would deal with my grief.
It’s true, Nemeth says, that you develop a
bond with patients and you build rapport.
That’s a big part of therapy. Patients ask
for your trust, and you help them. And
if they then die, grief is natural. Working
with geriatric patients brings a ten-fold
likelihood that patients may die during
the course of treating them. RMTS, says
Nemeth, have a toolbox to deal with
stress and grief, and have resources they
can take full advantage of. And those
tools can apply to work done both in
clinics and in long-term care facilities.
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PPG LYMPHATIC HEALTH
BY COLETTE SWAIN, RMT

MULTIFACTORIAL

LYMPHEDEMA
Combined decongestive therapy positively
impacts primary lymphedema and lipedema.
INTRODUCTION

My primary objective is to demonstrate how Combined
Decongestive Therapy (CDT) can help with volume reduction
in primary lymphedema. A secondary objective is to demonstrate how manual lymphatic drainage (MLD) can help with
the symptom of pain in lipedema.
BACKGROUND

Figure 1

A 72-year-old retired female patient suffers from multifactorial lymphedema and has been struggling with swelling in her
legs, arms, and trunk since birth. This picture (Figure 1) was
taken on September 3, 2012. Notice the fold of tissue at the
ankles and how her feet are virtually uninvolved. She reports
that her outer thighs are painful, especially to the pinch test,
and she bruises easily. These are classic signs of lipedema.
Her primary concern is regarding her continual battle with
recurrent cellulitis attacks. Second to this is the discomfort
and pain that accompanies swelling of this magnitude.
ETIOLOGY

The patient had been diagnosed with primary lymphedema
that was classified as hereditary. She has a co-morbidity of lipedema, a painful hereditary condition that occurs primarily in
women and causes symmetrical impaired fatty tissue distribution.
Characteristically, the feet and hands are usually free of edema.
PATIENT HISTORY

A medical history of bilateral knee replacements, tubal ligation, gall bladder removal, gastroplasty, obesity, and a breast
lumpectomy (non-cancerous) have all contributed to her current status. She had been struggling with a sore left ankle,
due to a mild twist that occurred while walking more than two
months earlier. After receiving a succession of eight physiotherapy treatments, the sore ankle remained unchanged.
Notice the scar on the anterior portion of her right leg.
She injured her shin many years prior to this date, but continues to have pain at the scarred area.
As well, her thighs—just proximal and lateral to her knee—
have felt “thick” and “sore” for years, and she continually
rubs the area to bring relief.
She uses a pneumatic pump and finds that it does help
her. She had been treated in 2005 with CDT—with great results, but didn’t keep up with the treatment protocol.

Figure 2
14 • RMT Matters

References
1. Weissleder H, Schuchhardt C. Lymphedema, Diagnosis and Therapy. Fourth edition.
2. Deutsche Nationalbibliothek; 2007.
3. Wittlinger H, Wittlinger D, Wittlinger A, Wittlinger M. Dr. Vodder’s Manual Lymph
Drainage, A Practical Guide. Georg Thieme Verlag; 2011.
4. Goodman CC, Fuller KS. Pathology, Implications for the Physical Therapist. Second
Edition. Elsevier; 2009
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PATIENT’S TREATMENT GOALS

This patient came with specific goals of fluid reduction,
reducing her pain and discomfort as well as minimizing the
frequency of cellulitis attacks.
TREATMENT PLAN

We administered a treatment plan of CDT for three consecutive weeks. The patient received MLD followed by an application of compression bandaging five days per week. The
compression bandages were worn until her next treatment.
We monitored the fluid volumes in her legs, and once a plateau was reached, a garment fitter was called in to measure
the patient for custom compression garments to be worn
during the day and removed at night.
Self-bandaging, homecare exercises, skin care, and education were all addressed to prepare her for a lifelong maintenance program.
OBJECTIVE OUTCOMES

By the end of the third week, a total of five litres and 394 ml
of fluid was lost, and no longer applying unnecessary pressure. The left leg had a 12 per cent reduction in volume
(2,687 ml) and the right leg had an 11 per cent reduction
(2,707 ml).
The second picture on page 14 (Figure 2) was taken on
September 20, 2012 in the same office position, with the
same lighting, camera, and camera settings. Unfortunately,
with lipidema, the visual changes are not drastic, but the keen
eye can pick up the changes that are definitely present. For
example, the more obvious is the lack of redness around her
lower leg and the lack of shininess to the skin. A closer look
will show the scar on her right shin is less vibrant in its colour
as well. The amount of overhanging tissue at her ankles is decreased; there is, on average, a 4 cm decrease in the circumferential measurements of her lower leg. Notice too how her
base of support stance is substantially decreased. This narrower base of support will take the added pressure off her
hip, knee and ankle joints that her previous stance applied
and help maintain her joint health.
The abnormal fatty deposition of lipedema cannot be removed by this treatment process. The patient is fully aware
and educated regarding the difficulties of lipedema, and is accepting of her current state.Patient self-reported outcomes
• The pain in her left ankle was gone.
• Pain at the scarred area of her right shin was gone.
• Her thighs felt “softer” and weren’t hurting any more.
• She lost a total of 14.8 pounds.
• No recurrence of cellulitis to date.
Her goals of reduced fluid levels and pain reduction were met.
POST TREATMENT ASSESSMENT

I believe there is more fluid yet to be removed from her legs,
but the patient has chosen to maintain this current level until
a future date. At that time, we will re-assess and re-treat with
the hope of reaching a new low in her level of reduction, giving her a new high in her quality of life.

September 3

September 20
Editor’s Note: Comparison of Lymphedema and Lipedema

Lymphedema

Lipedema

Presentation

symmetrical, feet and
asymmetrical, feet and hands not affected,
hands may be affected, from hips to ankles
and sometimes from
any part of the body
shoulder to wrist

Gender

female and male

Age of onset
Pain
Hematomas (easy bruising
from capillary fragility)
Tolerance to pressure
(e.g., compression)
Cellulitis (infection)

99% female

any age, dependent
typically in puberty
on cause
often painful especially
usually painless
lateral thigh
not usual

frequent

yes

no

frequently

no

Source: Robert Harris, Senior Instructor, Dr. Vodder School – International

Colette Swain, RMT, is a Registered Massage
Therapist trained in the Vodder method in
complete decongestive therapy and working
out of Kamloops, BC. Her special interest in
lymphedema has led her into the world of
case studies and research.
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LEGAL MATTERS
BY SCOTT NICOLL, MA, LLB

INFORMED CONSENT

FROM THE ELDERLY

I

t is old news (pun intended) that, as the Boomer generation ages, all of us who provide professional services to
clients/patients need to become more aware of the particular challenges that an elderly client/patient base will
present to us as professionals. It is just as true for my profession (the law) as it is for Registered Massage Therapists.
Somewhat unique to the health care professions, however,
is the particular need to ensure that you are obtaining sufficiently informed consent for the treatment you intend to
provide to your patients. It is often the case that when your
treatment decisions regarding elderly patients are challenged, they are challenged not by the patient, but by a
family member who was not in the treatment room when you
obtained your consent. How you obtain your consent and
how you make sure that you have sufficient evidence of the
informed consent can become critical. It is also not always
easy to do properly.
To begin with, I assume that, since you are reading this article, you are an RMT, which means that if you were paying
attention in class you will already know that the starting point
for any British Columbia health care practitioner concerned
about obtaining informed consent from their patients is the
awkwardly named British Columbia Health Care (Consent) and
Care Facility (Admission) Act (HCCCFAA). You are undoubtedly already very familiar with this Act, or at least certain parts
of it, because it is one part of the law in British Columbia that
describes what you need to do in order to obtain informed
consent from your patients. For those who may not have it
saved as a favourite in their browser, however, I will review
a few of the key points of the HCCCFAA that relate most
closely to how every RMT should be obtaining informed consent from all of their patients, the elderly included.
First and foremost, every adult in BC is assumed to be
able to provide consent to treatment “until the contrary is
demonstrated.” That’s important. That means that providing
you have obtained informed consent from the patient, that
consent is sufficient unless and until you believe they no longer have the capacity to consent. It also means that you need
to pay attention to those signs that might indicate that the
“contrary is demonstrated.” This will be the area of particular
concern to you when treating elderly patients.
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Section 6 of the HCCCFAA sets out how an adult consents to
health care treatment in BC:
6 An adult consents to health care if
(a) the consent relates to the proposed health care,
(b) the consent is given voluntarily,
(c) the consent is not obtained by fraud or
misrepresentation,
(d) the adult is capable of making a decision about whether
to give or refuse consent to the proposed health care,
(e) the health care provider gives the adult the information
a reasonable person would require to understand the
proposed health care and to make a decision, including
information about
(i) the condition for which the health care is proposed,
(ii) the nature of the proposed health care,
(iii) the risks and benefits of the proposed health care
that a reasonable person would expect to be told
about, and
(iv) alternative courses of health care, and
(f) the adult has an opportunity to ask questions and receive
answers about the proposed health care.
Note that there is no onus here on you to provide additional or more detailed information or to provide it in a different format when you are dealing with elderly patients. I
suggest to you, however, that, when treating the elderly patient, you pay particular attention to the provisions of s. 6(d)
and (e). Ensure your patient record confirms that there is no
indication “to the contrary” of the patient’s ability to consent. Also ensure that your patient record details the specifics of your conversation around the factors set out in 6(e). To
that end, when treating elderly patients, I suggest you take
additional steps to confirm the patient’s actual understanding of the information that you have provided to them about
the intended treatment. Speaking purely from a defensive
practice standpoint, as a lawyer who frequently represents
health care practitioners in professional discipline proceedings, I strongly suggest that you take additional steps to ensure that your elderly patient understands the information
you have provided.

Committee that you took the time to ensure that the patient
For instance, assume that you have been treating an elderly patient for some time. You have previously sought and
understood and consented to the treatment, in each instance.
obtained and re-confirmed the patient’s informed consent to
This should be done at the outset of each appointment. How
treatment on previous occasions. You are careful to obtain
you obtain your informed consent will be as critical as the fact
that consent on each occasion of treatment, but you do so
that you obtained it all.
simply by confirming that they are seeking a continuation or
A final point on dealing with the elderly that does not inrepeat of the previous treatments. At the outset of one visit,
volve informed consent is about maintaining professional
you notice that the patient is not necessarily as astute menboundaries. It goes without saying that you should not betally as perhaps they once were, perhaps more easily concome involved with a patient in any way other than as a therfused, or more likely to forget prior conversations with you. I
apist. You should not, in particular, enter into any kind of
suggest to you that this should be an indication that you need personal or business relationship with them. Doing so may
to increase your vigilance in how you confirm the patient’s inconstitute a breach of the CMTBC Bylaws and/or Code of
formed consent. When you first notice any such symptoms,
Ethics, depending upon the nature of the relationship, but it
you should take the time to ask them to explain to you what
will also affect your profesi tr e g n
f rwhether
u oy ta e c i v d a l a g e l tr e p x e
thes p
treatment
is iand
sional objectivity. Any such
that is what they want and why.
"First and foremost, every adult in relationship you might enDo not simply ask if they “conter into with an elderly pasent.” Take the time to have
BC is assumed to be able to provide tient that fails to maintain
them explain to you why they
a proper patient/therapist
consent to treatment ‘until the
are there and what they want
boundary will almost cerand why they want it. Remind
contrary is demonstrated’"
tainly result in a complaint to
yourself about the factors in
the College if and when the
s.6(e) of the HCCCFAA menfamily of the elderly patient
tioned above. After you have explained to them what the
learns
about
it.
My
advice
is
to
avoid
all forms of personal or
treatment will be and how it will help them, have them conbusiness relationship with your patients, but where the elderly
firm that back to you in such a way that shows that they unare concerned, you should consider yourself even more at
derstand what the treatment will be and how it will affect
risk for becoming the subject of a complaint to your College
them. You then document the steps you have taken in detail
should you do so. It should come as no surprise to you that
in the patient record. Having any patient’s signature on a conyou should not offer to assist your clients with matters unconsent form is not conclusive evidence of informed consent. It
nected to your treatment, including managing or conducting
is arguably even less so when the family of an elderly patient
later challenges your treatment and alleges that the patient
any aspect of their finances or participating in a business vendid not understand what they were signing. In those cases,
ture that you are also involved with. Unfortunately, this point
you will need to be able to convince the College Inquiry
was not so obvious to at least one or more of your colleagues.

...
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Scott Nicoll is a partner in the law firm Panorama Legal LLP. He is General Counsel to the Registered Massage
Therapists Association of British Columbia and represents registered massage therapists and other regulated
health professionals in professional discipline, litigation, and business matters. He regularly lectures on topics
of continuing education for
05registered
54.273.massage
406 therapists in particular.
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INSPIRING CHANGE
PAIN SCIENCE
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CLINICAL SKIL

EDUCATION IS THE FUTURE
BRIDGING INTER-PROFESSIONAL GAPS

MOVEMENT SCIENCE

LEADING EDGE

IMPROVED OUTCOMES
PAINpro INSTITUTE OF CLINICAL EXCELLENCE...
BODHI HARALDSSON RMT eDUCATION DIRECTOR

KINESIO TAPING SEMINARS
Vancouver: May 26-27
Calgary: June 2-3

VISIT PAINPROCLINICS.COM/EDUCATION FOR DETAILS
®
RELIEF, RECOVER, PERFORM
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Lower Extremity: Orthopedic
Assessment & Treatment

2018 Courses
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2:05 PM

The Five Step Approach to Treating
Sciatica (3 PE credits) FREE COURSE

Vernon

May 25, 2018 Afternoon
Register with WCCMT this course only

May 26, 27, 2018

WCCMT New Westminster

Cervical and Upper Extremity - Orthopedic
Assessment and Treatment

Red Deer

Sept 15,16, 2018

To register or for more info call
604.802.9322 or go online to
www.arthrokinetic.com
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April 21, 22, 2018

Victoria

Register Early as
Seats are Limited
CEC 14 PE

New Westminster

October 20, 21, 2018

“Thank you for sharing your vast amount of knowledge and
experience.” — Alison Behrner, New Westminster 2018
“Clear and amazing techniques. Mike is an excellent instructor.”
— Amy Eburne, Vernon 2017
“I really like the Instructor, very thorough and easy to understand.”
— Lucille Bertrand, Vernon 2017

Come experience a fun
and educational weekend
with Mike Dixon, RMT
Mike has 25 years of
teaching experience.

Invest in your future!

MORE THAN
2,500 RMT’S
ARE LOVING
JANE IN BC.
Find out why Jane is Canada’s fastest growing
clinic management software.

online
booking

FROM
$74
A MONTH

flexible
scheduling

advanced
billing

electronic
charting

Begin using Jane in minutes
at www.janeapp.com

