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Background: Healing Touch (HT) and
Oncology Massage (OM) are nonphar-
macologic pain interventions, yet a com-
parative effectiveness study has not been
conducted for pain in breast cancer.

Purpose: This breast cancer subgroup
analysis compared the effectiveness of HT
vs. OM on pain.

Setting: The research occurred at an
outpatient setting at an academic hy-
brid, multi-site, community-based cancer
institute and Department of Supportive
Oncology across four regional locations.

Participants: Breast cancer outpatients
along the cancer continuum who experi-
enced routine clinical, nonexperimentally
manipulated HT or OM.

Research Design: The study was an
observational, retrospective, comparative
effectiveness post hoc subanalysis of a
larger dataset. Patients reporting pain <2
were excluded. Pre- and posttherapy pain
scores and differences were calculated.
Logistic regression modeled posttherapy
pain by modality, adjusting for prether-
apy pain. The proportions experiencing
> 2-point (clinically significant) pain reduc-
tion were compared with chi-square tests.

Intervention: The study focused on the
first session of either HT or OM.

Main Outcome Measures: Pre- and post-
therapy pain (range: O = no pain to 10 =
worst possible pain).

Results: A total of 407 patients reported
pre- and posttherapy pain scores, com-
prised of 233 (57.3%) who received HT and
174 (42.8%) who received OM. Pretherapy
mean pain was higher in HT (M=51, = 2.3)
than OM (M=4.3, =+ 21) (p < .001); post-
therapy mean pain remained higher in
HT (M=2.7, + 2.2) than OM (M=1.9, + 1.7) (p
< .001). Mean difference in pain reduction
was 2.4 for both HT and OM. Both HT (p
< .001) and OM (p < .001) were associated

with reduced pain. Proportions of clinically
significant pain reduction were similar
(65.7% HT and 69.0% OM, p =.483). Modal-
ity was not associated with pain improve-
ment (p =.072).

Conclusions: Both HT and OM were as-
sociated with clinically significant pain im-
provement. Future research should explore
attitudes toward the modalities and po-
tential influence of cancer stage and treat-
ment status on modality self-selection.

KEYWORDS: breast cancer; cancer pain;
healing touch; oncology massage, non-
pharmacologic pain management

INTRODUCTION
Breast Cancer Pain

Breast cancer is the most commonly
diagnosed cancer in women, and the
second leading cause of cancer deaths
among women.) Although rare, breast
cancer is not limited to cisgender women,
and also appearsin other gender identities
including cisgender men and transgender
populations.? Approximately one-third of
patients report breast pain before breast
cancer surgery,®) and persistent pain after
surgery endures for between 60%“ and
66% of patients.(®>%) Such pain is associated
with psychological distress, physical dis-
ability, and impaired daily life activities,©)
all decreasing quality of life. The National
Comprehensive Cancer Network’s (NCCN)
pain management guidelines emphasize
physical, cognitive, and spiritual nonphar-
macologic pain management tools.(7)
The American Society of Clinical Oncol-
ogy (ASCO) pain management guidelines
also emphasize the importance of non-
pharmacologic integrative therapies.(®
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Furthermore, The Joint Commission re-
quires nonpharmacologic pain treatment
modalities for hospital accreditation.(®
Healing Touch and Oncology Massage are
used to manage cancer-related pain and
are endorsed for supportive care specifi-
cally for those with breast cancer by ASCO
and experts within the Integrative Oncol-
ogy field.(0m

Healing Touch (HT)

Based on ancient Eastern healing
practices, HT is a biofield therapy energy
medicine practice that aims to restore and
balance energy that has been disrupted
due to stress, illness, injury, grief, various
medical procedures, and cancer treat-
ments such as chemotherapy, surgery,
radiation, and hormone therapy.( En-
ergy medicine involves manipulating the
body’'s naturally occurring energy fields
to channel the body’s innate healing abili-
ties.(® Energy healing is the “channeling
of healing energy through the hands of a
practitioner into the client’'s body to restore
a normal energy balance and, therefore,
health.”(4) HT practitioners may use light,
gentle touch, sweeping hand motions
with their hands near the body or both to
restore and balance energy interrupted
by physical and emotional stressors.(1%
It has demonstrated ability to improve
health-related quality-of-life and reduce
respiratory rate, heart rate, blood pressure,
pain, mood disturbances, and fatigue.(? In
a randomized controlled trial on women
with cancer, HT produced better health-
related quality of life, physical functioning,
and vitality with reduced pain.(9 Multiple
studies suggest HT reduces cancer-related
pain,718) including in those with breast
cancer,(® pbut further studies are needed.(?

Oncology Massage (OM)

OM differs from other types of massage
in that it is practiced by massage thera-
pists specifically trained in techniques for
cancer patients’ unique needs, with at-
tention to the cancer treatment journey
and disease process.(20) OM can help to
ameliorate quality-of-life issues associated
with cancer and its treatments. Techniques
are customized by adjusting the treat-
ment applications of positioning, pressure,
pace, and/or site to accommodate medical
devices, side-effects of drug treatments,
and discomfort or pain associated with

cancer and its treatments.(?) A subgroup
mMeta-analysis of massage on breast cancer
patients’ pain revealed significant effects
of reduced pain in multiple studies,(22)
although further randomized controlled
trials on the effect of massage on breast
cancer pain are needed.?3) Quality of life
and coping abilities are also strength-
ened after OM.24 A systematic review of
OM randomized control studies suggests
that massage relieves pain, nausea, stress,
depression, anxiety, and fatigue, while im-
proving sleep and mental clarity. However,
additional high methodological quality
studies are warranted.(>

Paucity of Research on HT Compared to
OM for Breast Cancer Pain

Comparative effectiveness research
(CER) provides evidence for patients and
clinicians to make informed decisions
about which methods of health-care deliv-
ery may be most beneficial.2627) CER can
be of particular use when studying general
clinical practice with a diversity of health-
care delivery features which may not
translate to the results of tightly controlled
randomized clinical trials. Essentially, CER
can illuminate potential differences in the
effectiveness of therapies in “real world”
settings.28) CER studies may be conducted
using observational, retrospective data as
is the case within the current research.(29
The current comparison of HT to OM s
important due to the similarities between
the modalities. Patients may self-select to
modality, and it would be clinically useful to
determineifthereis evidence for one being
more helpful for pain than the other. If this
is the case, clinicians may steer patients
toward the modality with better efficacy.

Few studies compare HT to OM for
pain improvement. Post-White and col-
leagues®°) found that pain was significant-
ly reduced by both HT and OM, although
HT was not directly compared to massage.
A study of outcomes after reiki (an energy
therapy related to HT), massage, and yoga
found no significant differences across
the modalities in pain reduction.®) These
studies were all conducted with fewer than
165 participants. Gentile and colleagues(32)
compared HT to OM for pain manage-
ment in a general sample of 572 cancer
patients and found both HT and OM pro-
vided immediate clinically significant pain
relief after a single therapy session. After
adjusting for pretherapy pain scores, OM
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was found to be associated with increased
odds of pain improvement. Within this
sample, 50.8% of those accessing HT and
OM were breast cancer patients, making
more detailed examination of this popu-
lation particularly salient. While previous
research suggests that both HT and OM are
promising integrative therapies, sample
sizes in most studies have been small and,
to our knowledge, none involve directly
comparing the effectiveness of HT and OM
in a breast cancer patient population.

It is particularly important to study the
comparative effectiveness of HT vs. OM on
pain within the breast cancer population
because breast cancer patients are mainly
cisgender women who are known to be
higher utilizers of complementary and in-
tegrative therapies.®*3 Furthermore, within
our Integrative Oncology clinic, breast
cancer patients comprise the majority of
complementary and integrative modality
users. Exploring the comparative effec-
tiveness of different modalities on pain
may help us to provide targeted recom-
mendations for limited resources that are
in demand by patients of all cancer types,
thereby maximizing efficiency.

Given the frequent use of HT and OM
by breast cancer patients, and the lack of
research comparing the effectiveness of HT
to OM on pain in breast cancer patients, the
purpose of this post hoc subset analysis of
a larger study was to answer:

1) Do HT and/or OM reduce pain scores
(measured from O = no pain to 10 =
worst possible pain)?

2) Do HT and/or OM provide clinically sig-
nificant pain improvement (defined as
> 2-point reduction)?(34)

3) Are the proportions of clinically sig-
nificant pain improvement significantly
different across HT and OM in patients
with severe pretherapy pain (defined as
> 7 pain score)?(35

METHODS
Methodological Design

The methodological design was an ob-
servational, pretest/posttest, retrospective
analysis of a single therapy session of either
HT or OM. This report was a breast cancer
only subpopulation analysis of a previ-
ous, larger study that included all cancer
types.(32)

Participants

Participants were breast cancer out-
patients along all phases of the cancer
continuum (recently diagnosed, in treat-
ment, long-term survivorship). There were
Nno inclusion or exclusion criteria as this
is a retrospective analysis of all patients
who received routine therapy. Both thera-
pies (HT, OM) occurred in an outpatient
setting at an academic hybrid, multisite,
community-based cancer institute within
a Department of Supportive Oncology.

Inclusion/Exclusion Criteria

This observational, retrospective study
included a cohesive, consecutive sample
of all patients who received HT or OM. The
analytic sample was created by applying
exclusions described in the Data Collection
and Management section below.

Interventions

Patients were either referred to receive
therapy by a health-care provider or self-
referred. As a verbal process leading to
referrals, clinicians’ descriptions of both
HT and OM were unstandardized; expla-
nations were tailored to individuals’ needs
and questions. Patients were able to self-
select the therapy modality they preferred.
HT and OM practitioners provided routine,
clinical care therapy for patients across all
aspects of the cancer continuum (recently
diagnosed, in treatment, long-term survi-
vorship) for approximately 45 minutes,
and documented therapy techniques in
the electronic medical record.

Healing Touch techniques were tailored
to individual needs. Patients received HT
individually in a private room with soft
lighting and calming music. Patients
remained clothed and lay in a supine po-
sition on a padded table. Bolsters were
available to support positioning to pa-
tients’ preferences. They could be covered
by a sheet, if desired. Prior to administer-
ing HT, the practitioner and patient set an
intention for the patient’s highest good.
Then the practitioner achieved a state
of homeostasis in the patient’s human
energy field using various techniques.
Light touch or near-body touch tech-
nigues included: 1) Magnetic Clearing to
clear congestion from the Human Energy
Field which is defined as a “luminous
field of energy that comprises a person,
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extends beyond the physical body, and is
in @ continuous Mmutual process with the
environmental energy field. It is a vital
energy that is a continuous whole and is
recognized by its unique pattern; it is dy-
namic, creative, nonlinear, unpredictable,
and flows in lower and higher frequen-
cies. The balanced HEF is characterized
by flow, rhythm, symmetry, and gentle
vibration”7); 2) Mind Clearing to decrease
stress and promote relaxation; and 3) The
Chakra Connection to connect, open, and
balance the energy centers (chakras). The
HT therapist adhered to a Standard Oper-
ating Procedure which called for a com-
prehensive medical review of each patient
at every visit. All HT sessions were covered
by philanthropic funds and provided by a
single HT therapist.

Oncology Massage utilized gliding,
rhythmic strokes, gentle kneading, and
gentle tissue holds to meet individual
therapeutic goals. Before therapy, medi-
cal conditions were assessed to determine
techniqgue modifications. Modifications
included alternative positioning (e.g., side
lying or seated vs. traditional prone/supine
positioning) and additional cushioning
to reduce pressure on wounds, tumors,
medical devices, and surgical sites. Pri-
vate, dedicated rooms were used for indi-
vidual massage sessions. The rooms had
soft lighting, calming music, and a space
heater and fan to adjust for patient com-
fort. Hypoallergenic, unscented lotion was
used as lubricant. Pressure on the Walton
Pressure Scale occurred on levels 1-3, with 3
typically being reserved for those who have
completed their cancer treatments.(38)
OM therapists also adhered to a Standard
Operating Procedure and reviewed the
patient’'s medical history at each visit. Four
OM therapists provided OM across four
regional locations. Patients were often
treated by the same therapist for return
visits. OM was offered as a self-pay service
at $45 per visit, which is more affordable
than within most community settings.(39)
Reimbursement forms were provided to
those patients whose health-care insur-
ers covered OM. To reduce cost barriers,
scholarships from philanthropic funds to
cover visit costs were available.

Therapists’ Professional Qualifications
Description of therapists’ training and

scope of practice is considered an im-
portant variable in studies which focuses

on interventions.*9) OM therapists had
600-900 base hours of training in Thera-
peutic Massage and Bodywork and 25-48
hours of OM-specific training. OM training
was received from Tracy Walton & Associ-
ates (Tracey Walton Muscular Therapy,
Cambridge, MA) and Oncology Massage
Workshop with Vickie Torrey (Costa Rica
School of Massage Therapy). At the be-
ginning of data collection, the range of
years of experience among the four OM
therapists was 7 to 36 yrs. The HT practi-
tioner was certified as a Level 6 practitio-
ner and instructor, which is the highest
recognized certification possible. The HT
practitioner had 15 years of experience
at the beginning of data collection. Both
HT and OM therapists completed yearly
continuing education and performance
review through the Levine Cancer Institute
(Charlotte, NC).

Data Collection and Management

From January 2015 to March 2019, a co-
hesive, consecutive sample of all patients
given therapy self-evaluated their pain
immediately before and after receiving a
single therapy session of HT or OM on a
scale from O = no pain to 10 = worst possible
pain. This scale is similar to the validated
Edmonton Symptom Inventory (ESAS-r
scale)®) and permitted as an informal ad-
aptation by the ESAS-r authors. The data
were exported from an internal, prospec-
tive, growing database that is managed
by clinic staff in efforts of ongoing qual-
ity improvement initiatives and research.
Data were managed in REDCap, a secure,
web-based, electronic data capture tool.(42
The institutional review board of Atrium
Health approved this retrospective analysis
with consent waiver (IRB File # 10-17-17E)
before data analysis. There were 1,504 HT
and 1,213 OM therapy administrations cap-
tured during the data collection period, of
which 1,491 HT and 1,208 OM records were
complete (i.e., included pre- and post-
therapy pain scores and therapy date). To
avoid confounding therapy effects, the
data were restricted to the first therapy
visit per patient regardless of modality
(322 HT records, 256 OM records remain-
ing). Those reporting pretherapy pain <2
were excluded as they could not achieve
clinically significant pain improvement
(defined as a pain score decrease of at
least 2 points on the O to 10 scale).3%) Ap-
proximately 30% of observations (27.6%
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HT, 32.0% OM) were excluded due to pre-
therapy pain <2. The final analytic sample
was 407;57.3% (n = 233) HT and 42.8% (n =
174) OM observations.

Analysis and Endpoints

This report sought to establish and com-
pare the efficacies of HT and OM therapies
in achieving clinically significant pain
improvement in breast cancer patients.
Demographics and history of anticancer
treatments were summarized by modality,
alongside summary statistics of prethera-
py and posttherapy pain scores and paired
differences. Assessment of select charac-
teristics was performed using chi-square
tests; analysis of pain scores and paired
differences were performed using two-
sample and paired t tests, respectively.
The primary objective was evaluated using
logistic regression models, estimating the
odds of clinically significant pain improve-
ment by modality adjusted for pretherapy
pain score, age, and anticancer treat-
ment type (i.e., surgery, chemotherapy,
radiation, hormone therapy). Backwards
elimination was used in model selection
(significance level < .05). The model-ad-
justed proportions of pain improvement
were estimated through the multivariate
model at the mean value of pretherapy
pain. A subgroup analysis of pain improve-
ment proportions in those with severe

TABLE 1. Patient and Treatment Characteristics (n = 407)?

pain (=7 pretherapy pain®>4.43)) was per-
formed. Statistical analysis was performed
using SAS, version 14.1 (SAS Institute, Inc,,
Cary, NC).

RESULTS
Sample Characteristics

Patients were mostly treated with che-
motherapy (64.4%) or surgery (87.7%).
Cancer treatment histories were similar be-
tween the modalities (Table 1). Pretherapy
pain score among all patientsranged from
2 to 10, with an average of 4.7. HT patients
presented with higher pretherapy pain
(HT X =51+23vs.OM X =43 + 2.1; p <.001)
and also reported higher post-therapy
pain (HT X =27 +22vs. OMXx =19 +17; p
<.001) than OM. Both HT and OM patients
reported statistically significant reductions
in numerical pain score (HT X =-2.4, p <.00]T,
OM X = -2.4, p <.001).

Comparing HT and OM

Pain change

Immediate pain improvement of a re-
duction in pain score of at least one point
on the 10-point scale was observed in
88.7% of all patients. Less than one per-
cent reported (n= 3) a higher pain score
after therapy.

Overall Healing Oncology Chi-Square Test
Sample Touch Massage p value
N=407 N=233 (57.3) N=174 (42.8)
n (%) n (%) n (%)
Age 0.128
<41 40 (9.9) 18 (7.8) 22 (12.6)
41-60 230 (56.7) 129 (55.6) 101 (58.1)
>0l 136 (33.5) 85 (36.6) 51(29.3)
Cancer Treatment Type
Surgery 357 (87.7) 210 (90.1) 147 (84.5) 0.086
Chemotherapy 262 (64.4) 144 (61.8) 18 (67.8) 0.210
Radiation 243 (59.7) 139 (59.7) 104 (59.8) 0.981
Hormone Therapy 158 (39.2) 94 (40.9) 64 (37.0) 0.430
No Treatment 4 (1.0) 1(0.4) 3(1.7)

3Totals may not sum to 100% due to rounding and missing responses (2 patients missing birth date).
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Clinically significant pain improvement

Over sixty-seven percent (n = 273) report-
ed immediate clinically significant pain
improvement (i.e, reduction in pain score
of = 2 points); proportions were similar be-
tween the modalities (HT 65.7% vs. OM 69%;
p =.483).In afinal multivariate model, pre-
therapy pain score for both groups taken
into account for the comparison (OR =1.41,
95% CI (1.26, 1.59); p < .001) was associated
with increased odds of clinically significant
pain improvement, but modality was not
(OM vs. HT: OR = 1.51, 95% CI (0.96, 2.36); p
=.072). The difference in model-predicted
probabilities of pain improvement (HT =
70%, OM =74%) was similar to that between
the unadjusted proportions.

Subset analysis in patients with severe
pretherapy pain

The previous analyses were re-estimated
in a subset of 97 (23.8%) patients with se-
vere pretherapy pain only (i.e., pain score
of 7-10); 29.2% of HT and 16.7% of OM pre-
sented with severe pretherapy pain (p =
.003). The proportions of clinically signifi-
cant pain improvement were 80.9% in HT
and 89.7% in OM (p =.287). Neither baseline
pain (OR = 0.67, 95% CI (0.39, 1.14); p = .142)
nor modality (OM vs. HT: OR = 2.03, 95% ClI
(0.53, 7.85); p = .305) were associated with
pain improvement.

DISCUSSION

The purpose was to compare the ef-
fectiveness of HT vs. OM on pain in breast
cancer patients receiving HT and OM. To
our knowledge, this report is the first to
examine and compare the two integrative
modalities focusing on pain in a breast
cancer population. Results suggested that
both 69% of OM and 65.7% of HT patients
reported significant pain improvement
after one therapy session. Independent
of pretherapy pain score, OM was associ-
ated with increased odds of pain improve-
ment. Those who received HT had higher
mean pretherapy pain than OM, and also
reported experiencing higher pain scores
after therapy than OM. In those with severe
pretherapy pain, there were no statistically
significant differences in clinically signifi-
cant pain improvement. We speculate
that those in greater pain may self-select
HT over OM. They may perceive HT's light
touch and touch-free modifications as
more comfortable than their perception of

OM as more direct muscle manipulation.
Financial costs and physicians’ descrip-
tions of each modality may also have in-
fluenced self-selection of either HT or OM.

The results of the current breast cancer-
only subpopulation resembled the larger,
all-cancer-types comparison of HT to OM
for pain outcomes by Gentile and col-
leagues.32) |In both the breast cancer only
subset and the larger heterogenous cancer
type dataset, there was no evidence for one
modality having a greater efficacy in pain
reduction over the other. The reductions
in Mmean pain score were also similar. HT
and OM both had a reduction of 2.4 points
on a O to 10 scale within the breast cancer
subpopulation, and in the larger hetero-
geneous dataset had reductions of 2.4 for
HT and 2.5 for OM. This is likely associated
with the breast cancer subtype making up
the largest proportion (50.8%) of the all-
cancer-type sample. While the results were
similar, the extant study reports the first
comparison of HT to OM within the breast
cancer population. This is an important
contribution to the literature given that the
breast cancer subgroup tends to be high
users of integrative and complementary
modalities.33) These findings bolster pre-
vious research suggesting that both(30.32)
HT(0218) and massage(17184445) effectively
reduce cancer-related pain. However, it is
difficult to compare directly the effect sizes
ofthe current study to the extant literature
due to differences in study populationsand
pain outcome measures. Further study is
needed;yet these findings suggest HT and
OM are both helpful nonpharmacologic
therapies for pain improvement.

This report achieves valuable scientific
insights, yet it has limitations. The etiol-
ogy of pain (i.e., directly related to cancer
or not) and pain mechanism (e.g., neuro-
pathic, nociceptive) was unassessed, and
patients’ reports of pain were subject to
self-perception. Pain improvement was
observed was from a pre- to posttherapy
timeframe of approximately 45 minutes,
and it is unknown if pain relief continued
and for how long. Highly experienced,
licensed, and credentialed practitioners
provided HT and OM. Therefore, results may
not generalize to other HT and OM therapy
settings with practitioners who have dif-
ferent credentials and levels of experience.
Therapy experiences differed across ses-
sions because each treatment was cus-
tomized to fit individual patient goals. The
observational, retrospective design did not
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allow randomization to therapy modality,
and was unable to account for underly-
ing unknown variables in self-selection
between the therapies. The difference in
HT being entirely covered by philanthropy
while OM was self-pay with scholarships
available may have been a factor in differ-
ences across HT and OM selection. This
study was also unable to control for poten-
tial confounding characteristics and medi-
cal history (e.g., cancer stage, use of OTC
analgesics and/or opioids, expectations for
pain relief) because these variables were
not collected as part of the brief in-clinic
assessment, and manual data abstraction
from the medical record for a large number
of cases was infeasible. The study was also
limited in focus to cisgender female breast
cancer patients, as consistent with the
Majority of extant breast cancer research.
However, the results focused on a breast
cancer population in a nonexperimentally
Manipulated, routine clinical environment.
This design improves generalizability to
other oncology care settings.

This report raises important inquiries
for further study, including exploration of
breast cancer patients’ attitudes toward HT
compared to OM and how attitudes may
differ with different levels of pretherapy
pain, cancer treatment, and other factors.
Insight on attitudes may determine influ-
ence on self-selection to therapy modality.
Study of HT and OM on pain in commu-
nity settings outside of cancer institutions
would be beneficial. Additionally, future
research should explore how long pain
improvement across both modalities en-
dures, and the optimal number of treat-
ment sessions for lasting pain relief. The
impact of HT and OM on pain in breast
cancer stratified by cancer stage would be
valuable. For many breast cancer survivors,
joint pain is a common side-effect of en-
docrine therapies, which can lead patients
to discontinue potentially life-prolonging
therapy.“®) It would be interesting to study
if HT or OM could reduce this specific type
of pain in this subset of breast cancer
survivors to potentially improve endo-
crine therapy adherence. Finally, research
should explore how HT and OM impact
pain in cancer patients taking opioids and
other pharmacologic treatments such as
non-steroidal anti-inflammatory drugs.
It would be interesting to explore if add-
ing HT and/or OM to pharmacologic pain
mManagement therapies may help reduce
drug intake.

The study of pain managementin breast
cancer is enhanced through this report's
comparison of HT to OM for pain response
after a single therapy session in a sample
of breast cancer patients. Both modalities
provided clinically significant pain relief,
which provides empirical evidence for the
use of either modality in those with breast
cancer experiencing pain. HT and OM
meet NCCN, ASCO, and The Joint Com-
Mmission guidelines for nonpharmacologic
pain mManagement, and may be useful op-
tions for those who wish to use integrative
therapies to ameliorate pain. This project
demonstrates the feasibility of collecting
pre-and posttherapy symptoms during
routine clinical practice which can later be
studied with retrospective analysis.

CONCLUSION

Pain is a frequently occurring, stressful
side-effect of cancer and its associated
treatments. This report compared the im-
mediate effectiveness of HT and OM on
pain in a sample of breast cancer patients
after one routine clinical session. Both HT
and OM were associated with significantly
reduced pain score and clinically sig-
nificant pain improvement, although the
duration of the pain relief was unknown.
Both OM and HT were associated with clini-
cally significant pain improvement when
controlling for pretherapy pain. In severe
pretherapy pain, the odds of clinically
significant pain improvement between
HT and OM were not significantly differ-
ent. These findings represent noteworthy
contributions to the study of each modal-
ity's effects by demonstrating that both
HT & OM provided immediate, clinically
significant pain relief after a single therapy
session in a routine clinical breast cancer
population. Future research should exam-
ine the potential influence of patients’ at-
titudes toward each modality and cancer
treatment and stage on self-selection of
either HT or OM. These integrative thera-
pies meet NCCN and ASCO guidelines for
nonpharmacologic pain management.(7.8)
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