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R E S E A R C H

Are personal characteristics of massage 
therapists associated with their clinical, 

educational, and interpersonal behaviors?

Background: Social Cognitive Theory suggests 
that characteristics of health professionals, such 
as their beliefs in the effectiveness of their care, 
influence their behavior. Studying the charac-
teristics of massage therapists may, therefore, 
provide insight into their clinical, educational and 
interpersonal behavior, which ultimately affects 
their client interactions.

Purpose: To examine the association of three 
personal factors (outcome expectations, expec-
tancies, and practice experience) of the massage 
therapist and the practice environment with the 
frequency of three interventional behaviors (clini-
cal, educational, and interpersonal) using Social 
Cognitive Theory as a theoretical framework.

Methods: A random sample of licensed massage 
therapists in Iowa completed a mailed question-
naire. Questions included training in massage, use 
of specific massage techniques and practices, 11 
outcome expectations, and 17 different behaviors 
with their respective expectancies for contributing 
to favorable client outcomes. Factor analyses were 
conducted on the behavior and expectancy items. 
Regression analyses were used to examine the 
relationship of massage therapist characteristics 
to the different categories of behavior.

Results: The response rate was 40% (N = 151). 
The most common techniques employed were 
Swedish massage, trigger point therapy, and 
stretching. The most common practices recom-
mended to clients were encouraging water intake, 
heat application, stretching, stress management, 
and exercise counseling. Expectancies was the only 
Social Cognitive Theory variable that significantly 
predicted the frequency of every category of be-
havior (clinical, interpersonal, education; all ps 
< .01). Outcome expectations predicted clinical 
(p = .03) and educational (p < .01), but not inter-
personal behavior. No other associations reached 
statistical significance.

Conclusions: Massage therapists’ belief in 
massage to enact a favorable change in a client is 
strongly associated with their clinical, educational, 
and interpersonal behavior. Massage therapists 
were optimistic regarding the ability of massage 

to provide a favorable outcome, especially if the 
desired outcome was supported by research. 

KEY WORDS: Social Cognitive Theory; out-
come expectations; expectancies; public health; 
massage therapy

iNTrODuCTiON 

The most recent survey of the use of massage 
therapy was commissioned by the American Massage 
Therapy Association (AMTA) in 2011. It revealed 
that 18% of adults surveyed received a massage, most 
commonly to manage stress and medical concerns.(1) 
Although US massage therapists saw an estimated 18 
million adults and 700,000 children in 2007,(2) few 
studies have examined the characteristics of massage 
therapists,(3-5) and none have used a health behavior 
theory as a framework or evaluated measures of in-
terpersonal behaviors with clients, expectancies, and 
outcome expectations of massage therapy. 

Researchers have found that the interpersonal 
behaviors of medical providers are related to patient 
outcomes;(6-8) these same behaviors have also been 
hypothesized to influence the outcomes of those re-
ceiving complementary and alternative medicine.(9) 
People seek massage therapy for symptom reduc-
tion,(10) requiring massage therapists to be better 
equipped with interpersonal communication skills to 
facilitate understanding of the client’s condition. In 
addition, a research review has shown that patients 
whose health care providers display enthusiasm 
(positive expectations) toward treatment have greater 
symptom relief.(11) Although the potential for massage 
therapists’ personal characteristics and expectations 
to partially explain the effects of massage has been 
suggested,(12) they remain unexamined. Therefore, 
the purpose of this study was to examine the associa-
tion of three personal factors (outcome expectations, 
expectancies, and practice experience) of the mas-
sage therapist and the practice environment with the 
frequency of three interventional behaviors (clinical, 
educational, and interpersonal) using Social Cogni-
tive Theory as a theoretical framework.
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behaviors in order to achieve intended results. For 
example, if a massage therapist believes that it is 
important to engage in various behaviors (e.g., act 
like a friend, and give ideas about how to manage 
stress) in order for her client to relax, then the massage 
therapist is more likely to engage in those behaviors. 
This construct was chosen as Social Cognitive Theory 
asserts that, along with outcome expectations, expec-
tancies also predict behavior. Whereas an outcomes 
expectation tells us, for example, that a massage 
therapist believes that massage will help a client relax, 
an expectancy tells us that the ability of massage to 
help a client relax is valued by the therapist.

The final personal factor being examined in this 
study that may influence the behavior of massage 
therapists is their practice experience (i.e., the num-
ber of years since they graduated from their initial 
training program). According to Social Cognitive 
Theory, massage therapists are more likely to engage 
in behaviors that they have appropriate knowledge of 
and skills to perform. 

The environment relevant to this study is the 
practice environment, whether the massage therapist 
practices alone or with others. Although some mas-
sage therapists prefer to work alone, others work in a 
variety of settings with a variety of other professionals. 
According to Social Cognitive Theory, the presence of 
peers in the working environment may be a source of 
social support for engaging in related behaviors and, 
therefore, increase the frequency of their occurrence. 

In this study, a broad range of massage therapists’ 
behavior is being examined in order to represent the 
clinical, educational, and interpersonal nature of their 
work. For example, in addition to assessing muscles, 
massage therapists often educate their clients regard-
ing the benefits of massage and discuss clients’ con-
cerns with them. As stated earlier, according to Social 
Cognitive Theory, outcome expectations, expectan-
cies, practice experience, and environment influence 
behavior.(13) The theory-driven research question in 
this study is: Are personal factors of the massage 
therapist (outcome expectations, expectancies, and 
practice experience) and the practice environment 
associated with the frequency of various behaviors?

METhODS

participants

This study included a cross-sectional sample of 
licensed massage therapists in Iowa. Contact infor-
mation for these therapists was obtained through the 
Iowa Department of Public Health website.(25) Mas-
sage therapists in Iowa were chosen for two primary 
reasons. First, previous studies have not explored 
massage therapy practice in the Midwest. Second, 
Iowa has a 20-year history of requiring licensure in or-
der to practice massage therapy in the state, indicating 

Social Cognitive Theory serves as the foundation 
for this study as it provides a framework for how 
a person’s personal characteristics, behavior, and 
environment interact and influence each other.(13) The 
theory includes several constructs that are used to 
help understand, predict, and/or change health-related 
behavior. Examples of personal characteristics that 
are hypothesized to influence behavior are outcome 
expectations and expectancies. Outcome expecta-
tions are the anticipated consequences of a behavior. 
They are learned from previous experience, or from 
observing or hearing about another’s experience, 
and from physiological arousal.(13) In other words, 
we learn in a variety of ways that certain behaviors 
have certain consequences and we expect these same 
consequences to occur when we behave similarly in 
analogous situations. An expectancy is the value we 
place on a particular outcome.(14) Consequences of 
behavior that we perceive as personally meaningful 
and positive will motivate us to engage in or repeat 
that related behavior. In this way, expectations and 
expectancies guide our behavior. 

Outcome expectations are often measured in evalu-
ation and research which uses Social Cognitive Theory 
as a framework.(15) Applications include designing 
interventions to increase outcome expectations related 
to physical activity(16-17) and home exercise adherence.
(18) Other studies have applied outcome expectation 
and expectancy constructs to improve participation in 
longitudinal studies(19) and exercise adoption among 
an at-risk population.(20) In addition, reviews indicate 
that outcome expectation variables have been used 
to explain clinical behaviors in physicians, nurses, 
pharmacists, and psychologists,(21) and in physicians’ 
use of clinical practice guidelines.(22) This study uses 
Social Cognitive Theory as a framework to examine 
the influence that personal characteristics of massage 
therapists (their outcome expectations, expectancies, 
and experience) and their practice environment have 
on a variety of behaviors that ultimately impact the 
health outcomes of their clients.(23) In this study, out-
come expectations are the expectations held by mas-
sage therapists regarding several different potential 
benefits of massage therapy (e.g., decreased pain and 
improved mood). Outcome expectations are shaped 
by past experiences with related situations and from 
watching or hearing about others’ experiences in 
related situations.(14) Outcome expectations, a Social 
Cognitive Theory construct, were selected because 
they are likely to be viewed as incentives for massage 
therapists to act in ways that will produce positive 
outcomes and thus influence their behavior.(24) For 
example, if a massage therapist expects that massage 
will relax her client, then the massage therapist will 
engage in behavior (e.g., act like a friend and give 
ideas about how to manage stress) that makes the 
interventional goal (e.g., relaxation) more probable. 

In this study, expectancies are defined as the im-
portance that massage therapists place on various 
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some degree of basic equivalency in training, knowl-
edge, skills, and continuing education. Massage 
therapists were eligible for this study if they listed an 
Iowa address, were not under disciplinary action, and 
were currently in practice. In September 2008, 2,254 
massage therapists were available for sampling. Of 
these, 400 were randomly selected (using a random 
numbers table) to receive a mailed survey.

Measures: iowa Massage Therapist Survey

Participant characteristics
The four-page survey began with questions regard-

ing massage therapists’ gender, age, and training. It 
proceeded with questions regarding practice setting, 
client workload, and other employment. The final 
item asked respondents to report the use of seven 
techniques (e.g., Swedish massage and trigger point 
therapy) and seven practices (e.g., stretching recom-
mendations and stress management), with three re-
sponse options (never use the technique/practice, use 
it with some clients, or use it with majority of clients).

Outcome expectations
Massage therapists were asked to rate the degree 

to which they agreed or disagreed with 11 statements 
regarding the outcomes of massage therapy on a 
seven-option Likert scale (“strongly agree/disagree, 
slightly agree/disagree, neither agree nor disagree”). 
One example of a statement is, “Massage therapy will 
decrease the amount of pain my clients have.” The 
outcomes list was generated from prior research that 
supported the relationship between massage therapy 
and improvements in pain, concentration, stress, 
sleep, immunity, mood, and blood pressure.(12,26-30)

Behavior
Massage therapists were asked to rate how often 

they engage in 17 behaviors with their clients using 
five frequency responses (almost always, often, some-
times, rarely, and never). For example, “As a massage 
therapist, I assess my clients’ muscles to understand 
their condition.” The 17 behaviors that were included 
are complementary to items that were written for a 
scale measuring client expectations of massage.(30) 
For example, if the client version read, “I expect 
that my massage therapist may assess my muscles to 
understand my condition,” then the complementary 
item on the survey in this study was, “As a massage 
therapist, I assess my clients’ muscles to understand 
their condition.”

Expectancies
Massage therapists were asked to assess how im-

portant the 17 above-noted behaviors are to obtain 
good massage therapy outcomes. For example, “To 
achieve excellent results from massage, it is valuable 
for me to assess my clients’ muscles to understand 
their condition.”

procedure

In October 2008, surveys were mailed to pro-
spective participants with an invitation letter signed 
by an Iowa-licensed massage therapist/researcher 
(KB). A self-addressed stamped return envelope was 
also included. In a Cochrane Collaboration review, 
these procedures were found to maximize response 
rates.(31) Three weeks after the initial mailing, a 
computer-generated random sample of 50 massage 
therapists who did not respond to the initial survey 
was contacted by telephone to remind them of their 
invitation to participate in the survey. The surveys 
took approximately 5–10 minutes to complete. All 
procedures were approved by the University’s insti-
tutional review board, including waiver of informed 
consent. An early version of the survey was pilot 
tested by 25 massage therapists for time requirements 
and reading comprehension, and then revised. The fi-
nal survey was pilot tested by five massage therapists.

Analysis

Descriptive statistics, exploratory factor analyses, 
and regression analyses were conducted using the 
Statistical Package for the Social Sciences (SPSS) 
17.0. Six items were removed from inclusion in 
the potential expectancy and behavior subscales 
due to low variability (i.e., respondents rated the 
item similarly). Principal component analyses with 
varimax rotation were conducted on the expectancy 
and behavior items. Three categories of expectancy 
and behavior emerged from the principal component 
analysis: clinical, interpersonal, and educational (see 
Tables 1 and 2). One item (put my clients in a better 
mood) did not load on any factor and was dropped 
from further analyses. Internal consistency was ad-
equate (alphas ranged from .61 to .77).(32) 

To examine the relationships of the Social Cog-
nitive Theory variables, three separate regression 
models were tested using each sum of responses to 
the clinical, educational, and interpersonal behaviors 
as the dependent variable. The following independent 
variables were included for each regression model: 
the sums of the responses to the outcome expecta-
tions question, the sums of the categories of expec-
tancy items (clinical, educational, and interpersonal), 
number of years since initial completion of massage 
training, and a dummy variable for whether or not 
the massage therapist practices with others. The sig-
nificance level was set at 0.05. See Figure 1 for an 
example of how the variables in the clinical behavior 
model were tested. Educational and interpersonal 
behaviors were tested similarly.

The age, gender, and year of licensure for every 
massage therapist who is licensed in Iowa are avail-
able to the public through the Iowa Department of 
Public Health website. To determine whether there 
were significant differences between responders and 
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table 1. Expectancies of a Random Sample of Massage Therapists in Iowaa,b

To achieve excellent results from massage, it is valuable for me to: Mean SD Factor Loading Cronbach’s α

Clinical .77
Assess my clients’ muscles to understand their condition 6.6 0.8 .78
Teach my clients how to prevent their condition from becoming worse 6.4 0.9 .81
Explain to my clients the cause of their muscular tension 6.0 1.0 .81
Provide my clients with information regarding their condition 5.8 1.2 .56

Educational .61
Educate my clients on the benefits of massage therapy 6.5 0.7 .68
Give my clients ideas on how to manage their stress 5.8 1.1 .69
Talk to my clients about eating well (nutrition) 5.3 1.3 .80

Interpersonal .76
Act like a friend to my clients 4.2 1.7 .80
Discuss my clients’ personal problems with them 3.6 1.7 .79
Share personal aspects of my life with my clients 2.7 1.5 .84

Items not included in the exploratory factor analysis
Respect my clients’ modesty. 6.9 0.4
Tailor my massage approach to suit my clients’ individual needs 6.9 0.3
Be a person that my clients can trust 6.8 0.5
Help my clients feel relaxed 6.8 0.5
Have exceptional massage skills 6.8 0.6
Show concern for my clients 6.7 0.7
Put my clients in a better mood 6.0 1.1

a n = 151.
bAll variables are on a Likert scale where 7 = strongly agree and 1 = strongly disagree.

table 2. Frequency of a Random Sample of Iowa Massage Therapists Behaviorsa,b

As a massage therapist, I Mean SD Factor Loading Cronbach’s α

Clinical .72
Assess my clients’ muscles to understand their condition 4.6 0.7 .73
Teach my clients how to prevent their condition from becoming worse 4.3 0.8 .73
Explain to my clients the cause of their muscular tension 4.0 0.8 .76
Provide my clients with information regarding their condition 3.9 1.1 .55

Educational .61
Educate my clients on the benefits of massage therapy 4.5 0.6 .70
Give my clients ideas on how to manage their stress 3.7 0.9 .78
Talk to my clients about eating well (nutrition) 3.5 1.0 .72

Interpersonal .64
Act like a friend to my clients 3.5 1.1 .72
Share personal aspects of my life with my clients 2.6 0.9 .77
Discuss my clients’ personal problems with them 2.6 0.9 .73

Items not included in the exploratory factor analysis
Am a person that my clients can trust 5.0 0.1
Respect my clients’ modesty 5.0 0.1
Help my clients feel relaxed 4.9 0.3
Tailor my massage approach to suit my clients’ individual needs 4.9 0.3
Show concern for my clients 4.9 0.4
Have exceptional massage skills 4.6 0.6
Put my clients in a better mood 4.4 0.6

a n = 151. 
bAll variables are on a frequency scale where 5 = almost always and 1 = never. 
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participant Characteristics

The mean hours of initial training completed was 
688 (range = 500–1500) and the mean years since ba-
sic training was completed was 6.2 (range = 0.5–22). 
Nearly half of the massage therapists practiced alone 
(45.7%), while 15.9% practiced with a chiropractor, 
14.6% practiced in a salon or spa, 12.6% practiced 
with other massage therapists, and 12% worked in 
other practice settings. There was a large range (1–60) 
in the number of hours spent with clients each week; 
the average was 15.8 hours. An average of 14 clients 
(range = 1–45) were cared for in a typical week. A 
little more than half (53.6%) of respondents were also 
employed in a job other than as a massage therapist. 

The massage techniques most commonly used 
by therapists were Swedish massage (92.7%), trig-
ger point therapy (53.0%), and stretching (46.4%) 
(Table 3). Techniques used less regularly were Reiki 
or therapeutic touch and craniosacral therapy. The 
most common practices were encouraging water 
intake, heat application, stretching recommenda-
tions, stress management, and exercise counseling. 
Practices used less regularly were aromatherapy and 
cold application.

nonresponders at the time the sample was drawn, 
Chi-square goodness-of-fit analysis was used to test 
for differences in gender and independent t tests 
were used to test for differences in age and years 
since licensure.

rESuLTS 

response rate

Of the 400 surveys that were mailed out, 143 were 
returned completed, six were returned as undeliver-
able, five were forwarded to massage therapists that 
had moved out of state, five were received by massage 
therapists that reported that they were no longer in prac-
tice, and 14 were returned blank. Of the 50 randomly 
selected nonresponders, eight returned a completed 
survey, eight phone numbers were no longer in service, 
24 were left a voicemail message, two had retired from 
practice, and eight indicated that they would return the 
survey, but it was never received. In total, 151 were 
returned completed, 227 surveys were not returned, 
and four surveys were removed due to incomplete 
responses resulting in a 40% response rate (151/382).

fIgure 1. Model testing the influence of Social Cognitive Theory variables on the clinical behavior of massage therapists.

Clinical Behavior

practice environment
(whether or not the MT practices alone)

Experience of massage therapist
(# of years since initial completion of massage training)

Clinical expectancies =
It is valuable for me to:
Assess my clients’ muscles to understand their condition +
Teach my clients how to prevent their condition from becoming worse +
Explain to my clients the cause of their muscular tension +
Provide my client with information regarding their condition

Outcome expectations = 
Massage therapy will:
Help my clients to relax +
Decrease the amount of pain my clients have +
Improve my clients’ mood +
Improve the flexibility of my clients’ muscles +
Help my clients to sleep better at night +
Help my clients to cope with their stress +
Improve my clients’ performance during physical activity +
Increase my clients’ level of energy +
Help my clients’ bodies’ ability to fight illness +
Lower my clients’ blood pressure +
Help my clients to concentrate better on a task
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a friend to clients, as well as educational behaviors 
such as discussing nutrition (Table 2).

predicting Behavior

Using regression analysis, expectancies was the 
only Social Cognitive Theory variable that signifi-
cantly predicted the frequency of every category of 
behavior (clinical, p < .01; interpersonal, p < .01; 
educational, p < .01) (see Table 5). In other words, 
if the massage therapist expected a behavior would 
lead to good results, he/she was more likely to en-
gage in that respective behavior more frequently. 
Outcome expectations predicted clinical (p = .03) and 
educational (p < .01) behavior, but not interpersonal 
behavior. Number of years since completion of initial 
massage training predicted the frequency of clinical 
behavior (p = .01) where more experienced massage 
therapists engaged in clinical behaviors more often. 
The social environment (whether or not the massage 
therapist practiced with others) did not explain any 
variance in any category of behavior (p-values ranged 
from 0.29 to 0.54).

DiSCuSSiON

Outcome expectations and expectancies predicted 
the frequency of clinical and educational behaviors. 
In other words, massage therapists with favorable 
expectations regarding massage were likely to engage 
in clinical and educational behaviors more often. 
Similarly, massage therapists who believed that 
clinical and educational behaviors were important to 
obtain favorable results for their clients were likely to 
engage in those behaviors more often. These findings 

A comparison of respondents to the survey to non-
respondents was conducted. No difference in gender, 
age, or years since licensure was found. Specifically, 
89% of the responders were female compared to 86% 
of nonresponders; (χ2 = 2.16, df = 1, p = .15); the 
mean age of respondents was 40.7 years compared to 
39.8 for nonresponders (t = -.67, df = 381, p = .50); 
average years since licensure for both respondents 
and nonrespondents were 6.2.

Outcome Expectations, Expectancies, 
and Behavior

In general, the massage therapists had high levels 
of expectations for positive massage outcomes, espe-
cially regarding relaxation, pain reduction, improving 
mood, and increasing muscle flexibility. Respondents 
had the lowest expectations for improving concentra-
tion and lowering blood pressure (Table 4). Massage 
therapists in this sample tended to rate the importance 
of clinical and educational behaviors higher than the 
importance of interpersonal behaviors to achieve 
favorable results from massage (Table 1). Parallel to 
the expectancies, the most prevalent behaviors were 
more clinical in nature: being trustworthy, showing 
concern, respecting modesty, tailoring the session, 
and helping clients to relax. There was more vari-
ability in interpersonal behaviors such as acting like 

table 4. Outcome Expectations of a Random Sample of Massage 
Therapists in Iowaa,b 

Massage therapy will: Mean SD

Help my clients to relax 6.8 0.4
Decrease the amount of pain my clients have 6.6 0.6
Improve my clients’ mood 6.6 0.6
Improve the flexibility of my clients’ muscles 6.5 0.7
Help my clients to sleep better at night 6.5 0.7
Help my clients to cope with their stress 6.4 0.7
Improve my clients’ performance during 

physical activity
6.2 0.8

Increase my clients’ level of energy 6.2 0.8
Help my clients’ bodies’ ability to fight illness 6.1 0.9
Lower my clients’ blood pressure 5.9 1.1
Help my clients to concentrate better on a task 5.7 1.1

a n = 151. 
bAll variables are on a Likert scale where 7 = strongly agree and 1 = 
strongly disagree.

table 3. A Random Sample of Massage Therapists’ in Iowa Percent 
Use of Techniques and Practice with Clientsa

Never 
Use

Use with 
Some

(<50%)

Use with 
Most

(50%+)

Technique
Swedish massage 2.0% 5.3% 92.7%
Trigger Point therapy 9.3 97.1 53.0
Stretching during session 9.3 44.4 46.4
Reflexology 21.9 49.7 28.5
Neuromuscular therapy 34.5 38.5 27.0
Reiki or therapeutic touch 60.3 23.8 15.9
Craniosacral therapy 57.0 28.9 14.1

Practice
Encourage increased water 

intake
0.7% 5.3% 94.0%

Heat application (hot pack, 
heating pad)

8.7 43.3 48.0

Stretching recommendations for 
home/work

4.0 51.7 44.3

Stress management 15.9 42.8 41.4
Exercise counseling (for general 

health)
13.5 55.4 31.1

Aromatherapy 31.3 42.7 26.0
Ice or cold application 34.4 53.0 12.6

a n = 151.
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related to whether he/she practices alone vs. with oth-
ers is unknown. It is possible that massage therapists 
have other social supports in place that influence 
their behavior that were not measured in this study. 
It should also be recognized that the low variance in 
the frequency of the behaviors studied may have af-
fected the ability of the regression analysis to explain 
relationships with the experience level of the massage 
therapist and whether or not the massage therapist 
practiced with others. 

The data from this study provided a very relevant 
and previously undocumented finding: massage thera-
pists had high expectations regarding the benefits of 
massage. Expectations were highest for the outcomes 
in which there is the most scientifically supported 
evidence for effectiveness (i.e., decreased anxiety, 
pain, and depression), which could help to explain 
the nonspecific effects associated with massage.(35) 
It is possible that massage therapists are transferring 
their confidence in the benefits of massage to their 
clients. Medical professionals who report high out-
come expectations have better health outcomes for 
their patients.(11,36-37) Future research investigating 
the relationship of massage therapists’ expectations 
to their clients’ health outcomes is warranted. 

One limitation is that this was a cross-sectional 
survey; the relationship between outcome expecta-
tions, expectancies, and behavior may be better as-
sessed through a longitudinal study, as a threshold 
(e.g., number of years in practice) may be detected 
that better explains clinical behaviors. In addition, 
this survey included self-reported behavior; direct 
observation of massage therapist practice behaviors 
may have provided a more accurate depiction of 
techniques and practices used.(22) 

The response rate from massage therapists was 
typical of surveys that do not provide incentives; 
thus, we believe the results are representative of the 
massage therapists in Iowa.(31) Moreover, the sample 
of massage therapists who responded was similar to 

are consistent with other studies which used Social 
Cognitive Theory to understand the behavior of health 
care providers. For example, outcome expectan-
cies predicted the clinical behavior (placing fissure 
sealants) of dentists,(33) and outcome expectations 
predicted the educational behavior (recommending 
smoking cessation services) of physicians.(34) 

Furthermore, interpersonal expectancies, but not 
outcome expectations, predicted interpersonal behav-
ior. Consistent with Social Cognitive Theory, massage 
therapists who placed a higher value on interpersonal 
behaviors were more likely to engage in interpersonal 
behaviors more often. Furthermore, the number of 
years since completion of initial massage training 
approached significance in predicting interpersonal 
behavior (p = .056). Massage therapists who value 
the more interpersonal nature of their work may 
stay in practice longer or massage therapists could 
become increasingly confident as they interact with 
more clients over time. Of the interpersonal behav-
iors, showing concern for clients and being a person 
whom clients can trust were rated as highly valued, 
and nearly all of the massage therapists reported 
that they engaged in these behaviors often or almost 
always. The items for which variation was observed 
were related to being like a friend to clients, sharing 
personal aspects of their life with clients, and dis-
cussing clients’ personal problems. The finding that 
outcome expectations did not predict interpersonal 
behavior could be a result of low self-confidence in 
their communication skills, a perception that inter-
personal communication is not the main goal of the 
session, a perception that talking during massage 
interferes with relaxation, or a perception that discuss-
ing personal issues (vs. clinical issues) is outside the 
scope of massage therapy practice.

The remaining Social Cognitive Theory variable, 
the practice environment, was not associated with 
any category of massage therapist behavior. The 
exact reason why massage therapist behavior is not 

table 5. Regression Analysis for Social Cognitive Theory Variables Predicting Behaviors of Massage Therapistsa

Dependent Variable

Model 1:
Clinical Behaviors

Model 2:
Educational Behaviors

Model 3:
Interpersonal Behaviors

Independent Variable β SE β β β SE β β β SE β β

 Outcome expectations 0.05 0.02 0.12b 0.06 0.02 0.18b 0.02 0.02 0.04
 Expectancies 0.59 0.04 0.71b 0.53 0.05 0.65b 0.40 0.03  0.73b

 Experience 0.07 0.03 0.14b 0.03 0.02  0.09 0.05 0.02 0.12
 Practices with others -0.17 0.28 -0.03 -0.20 0.22 -0.05 0.27 0.25 0.06

 R2 = .58 R2 = .57 R2 = .56

a n = 151. 
bp < .05.
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massage therapy research conferences.(42) In addition, 
the ATMA(1) reported that 29% of members work in 
a health care setting. Research examining the role 
of massage therapists as partners with public health 
initiatives seems timely.

CONCLuSiON

Massage therapists in this study, like massage 
therapists in other studies, used a variety of techniques 
and practices to address their clients’ concerns. In 
addition, they were optimistic regarding the ability 
of massage to provide good outcomes, especially 
those benefits that were supported by research. This 
was the first study to apply Social Cognitive Theory 
to massage therapy research, providing insight into 
the expectations, values, and behaviors of a sample 
of massage therapists. Mainly, massage therapists en-
gage in behaviors more frequently if they believe that 
the behaviors will influence better health outcomes 
for their clients. These findings are useful for future 
theory-based research efforts, especially those that 
seek to understand or change the behavior of mas-
sage therapists.
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