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Commentary 
Massage for pain relief in pediatric palliative care:  

Potential benefits and challenges 
Sarah G. Buttle, C. Meghan McMurtry and Shannon Marshall 

Pain in pediatric palliative care populations  
 Pain is one of the most commonly reported 
symptoms of children in palliative care1 (Wolfe et 
al., 2000; Goldman et al., 2006). Pain can increase 
the existing stress and fears of an individual with a 
life-limiting condition, and combine with other 
distressing symptoms (e.g. dyspnea, fatigue) to 
negatively affect quality of life (McMillan & Small, 
2002; Kuttner, 2006). Wolfe et al. (2000) found that 
pain was the most commonly treated symptom 
experienced by children with cancer at end-of-life, 
but was successfully managed in less than 30% of 
children. Given the high prevalence of under-
managed pain, improved pain management has been 
highlighted as a priority in palliative care (Grégoire 
& Frager, 2006; Steele et al., 2008; Friedrichsdorf, 
2010). Massage therapy (MT) is the mechanical 
manipulation of the muscles and soft tissues of the 
body with a focus on physical structures and 
systems such as the circulatory and lymphatic 
systems (National Center for Complementary and 
Alternative Medicine, NCCAM, 2010). MT has 
been studied with a number of populations and 
linked to improvements in mood, pain, and anxiety 
(for reviews see: Moyer et al., 2004; Field et al., 
2007). This commentary will introduce MT as a 
potentially useful intervention for pain in pediatric 
palliative care and encourage research on its 
efficacy for this population. 
 Congruent with pain management strategies in 
other populations and contexts, current 
interventions in pediatric palliative care include 
pharmacological and non-pharmacological 

approaches (Kuttner, 2006). While the importance 
of holistic care has been emphasized, more research 
exists on pharmacological strategies (Grégoire & 
Frager, 2006; Kuttner, 2006). There is also much 
less research on pediatric compared to adult 
palliative care populations. Given the prevalence of 
ineffectively managed pain in pediatric palliative 
care, other developmentally appropriate strategies 
need to be investigated, and if found to be effective, 
put into practice. 
 In addition to traditional pharmacological 
approaches, there are numerous other pain 
management strategies, including psychological 
methods, physical therapy, and complementary and 
alternative medicine (CAM). CAM has become 
increasingly popular in the general population and 
for individuals with chronic or life-limiting illnesses 
(Post-White, 2006). Although CAM techniques are 
often thought of as a group, it is an umbrella term 
used to describe many different therapeutic 
approaches (Stone, 2002). Thus, it is important to 
examine each intervention to determine individual 
efficacy and mechanism of effect. CAM techniques 
for pain reduction in palliative care include massage, 
aromatherapy, hypnotherapy, reflexology, and 
music therapy (Molassiotis & Cubbin, 2004; Post-
White, 2006). Studies of MT in adults in palliative 
care have demonstrated preliminary evidence in 
favor of its use for symptom control (including pain) 
and to improve quality of life, suggesting it may be 
a useful intervention for children in this context. 
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Massage therapy for pain relief  
 NCCAM classifies MT as a manipulative and 
body-based intervention. Massage can take many 
forms, of which General Swedish Manipulation 
including stroking (effleurage) and kneading 
(petrissage) is the most common (Hughes et al., 
2008). Moderate pressure is required (Field et al., 
2007). The target location for massage typically 
varies with client/patient needs and intervention 
goal but frequently includes the back, neck, hands, 
and feet. Carrier oils or lotions lightly scented with 
safe essential oils (e.g. lavender) can be used2. 
Massage is distinct from other CAM practices that 
aim to affect health by adjusting purported energy 
fields of the body (e.g. Reiki, healing touch; 
NCCAM, 2011). Massage is one of the most 
commonly utilized CAM techniques for individuals 
with varying diagnoses, and has shown some 
promise in reducing pain (e.g. Moyer et al., 2004; 
Beider & Moyer, 2007; Kutner et al., 2008; Field, 
2010; in contrast see Tsao, 2007). 
 Two theories have been most commonly 
proposed to explain why massage may be helpful in 
reducing pain. Consistent with the Gate Control 
Theory of pain, it has been suggested that massage 
inhibits pain signals from reaching the brain (i.e. 
“closes the gate”), thus reducing the experience of 
pain (Moyer et al., 2004; Field, 2010). Deep Sleep 
Theory postulates that massage inhibits substance P 
(a pain chemical) production by increasing the 
amount of time spent in deep sleep (Moyer et al., 
2004; Field, 2010; Rich, 2010). MT has also been 
associated with increases in serotonin (Hernandez-
Reif et al., 2004), a neurotransmitter which has been 
implicated in pain pathophysiology (Sommer, 2006). 
Massage may pose broader benefits for patients 
such as the reduction of stress and/or psychological 
symptoms, which in turn may lead to pain reduction 
and improvement in quality of life (Moyer et al., 
2004; Ernst, 2009; Field, 2010). Supporting this 
contention, reductions in anxiety and depression 
(Moyer et al., 2004) as well as cortisol (a stress 
hormone) have been demonstrated (Field et al., 
2005; in contrast see Moyer et al., 2004). A 
psychoneuroimmune framework has also been 
proposed to understand the effects of massage 
(Post-White, 2006). Unfortunately, research is 

inconclusive regarding massage’s mechanism of 
action for pain relief and has not supported a direct 
relationship between massage and immune 
functioning (Field et al., 1997; Field, 1998; Moyer 
et al., 2004; Beider & Moyer, 2007). 
 There have been several general reviews on 
the efficacy of massage for a variety of concerns 
including pain (Moyer et al., 2004; Tsao & Zeltzer, 
2005; Beider & Moyer, 2007; Tsao, 2007) which 
have included, but not focused on, patients in 
palliative care. These reviews have provided 
promising but also somewhat equivocal support for 
massage for pain relief. Some adult research 
suggests that multiple doses of massage are 
significantly more effective than control conditions 
at reducing pain (Kutner et al., 2008; Russell et al., 
2008; Rich, 2010). Although results are somewhat 
inconsistent regarding pain reduction, adult patients 
in palliative care undergoing massage have 
demonstrated both significant immediate and short-
term improvements in pain intensity (Moyer et al., 
2004; Kutner et al., 2008). Pain reduction following 
MT has also been suggested in studies of children 
undergoing stem cell transplantation, and those 
diagnosed with cerebral palsy, sickle cell disease, 
cancer, a variety of chronic pain conditions (e.g. 
headaches, abdominal pain, fibromyalgia), and 
juvenile rheumatoid arthritis (Field et al., 1997; 
Suresh et al., 2008; Lemanek et al., 2009; Post-
White et al., 2009; Phipps et al., 2010; Powell et al., 
2010). Unfortunately, this latter evidence is 
inconclusive due to varying quality of designs and 
small sample sizes resulting in a lack of power to 
find significant differences (Beider & Moyer, 2007). 
Furthermore, in addition to differences in the 
intervention (e.g. single vs. multiple dose), choice 
of outcome measure (e.g. pain intensity, 
interference, qualitative vs. quantitative data) and 
outcome time points (e.g. immediate, delayed) may 
contribute to the conflicting results (e.g. Tsao, 2006; 
Phipps et al., 2010). There may also be a 
publication bias in this area with negative results of 
randomized control trials not being published (Ernst, 
2009).  
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Researching massage for pain relief in 
pediatric palliative care  
 To date, no research has examined the effects 
of MT for children in palliative care and its current 
level of use in these services is unknown. However, 
there are a number of reasons to suspose that 
massage may provide pain relief, most notably, the 
reduction in pain in adult populations and promising 
results for children with chronic illnesses. Although 
we can begin by extrapolating from such studies, it 
is difficult to determine dosages or the specific 
pain-reducing effects of massage for children in 
palliative care. Specifically, complex developmental 
and contextual differences may affect these 
children’s understanding, expectations, beliefs, and 
experience of pain (McGrath & Dade, 2004; Post-
White, 2006), and therefore, the effects of massage.
 Beyond the factors discussed above, the 
absence of research on massage in pediatric 
palliative care may be due to challenges related to 
the population and the intervention. Research 
involving individuals at end-of-life, especially 
children, requires increased sensitivity and is 
accompanied by a number of challenges such as 
limited sample sizes, high rates of patient 
withdrawal, concerns over burdening the families, 
and reluctance to use control groups (see Gorman et 
al., 2008). Multi-site trials have been suggested as a 
way to overcome limited sample sizes (see Kutner 
et al., 2010 for strategies) and the importance of 
including descriptive statistics to allow meta-
analyses has been highlighted (Demmer, 2003; 
Beider & Moyer, 2007). Study replication has also 
been strongly encouraged (Beider & Moyer, 2007). 
Conducting trials on massage can be challenging 
(e.g. double blinding) but rigorous methodology is 
needed to establish efficacy (Miller et al., 2004). 
Furthermore, although massage therapists recognize 
the importance of research to their clinical practice, 
they may be reluctant to engage in research; this 
may be due to low confidence in their research 
skills resulting from limited emphasis on research 
within their training (Suter et al., 2007). Practitioner 
cooperatives, increased research training, and other 
forms of support may help encourage research 
within this profession (Suter et al., 2007). 

 Given the dearth of research, a step-by-step 
approach to future investigations incorporating 
multiple methodologies is recommended (e.g. 
single-case and cross-over designs). Qualitative data 
on stakeholder perceptions and data on the extent to 
which MT is currently being used in pediatric 
palliative care services are needed. Initial 
acceptability and feasibility studies are also required 
to inform larger scale clinical trials. Massage 
intervention research should assess whether it has 
any advantage over existing treatments in terms of 
efficacy, safety, patient preference, cost and 
availability (Stone, 2002). Research has yet to 
demonstrate whether massage performed by a 
massage therapist or a trained parent results in the 
greatest decreases in child pain. If effective, parent-
delivered massage would enhance cost-
effectiveness, an important consideration for 
families (Post-White, 2006) and palliative care 
programs (Knapp & Madden, 2010). Although 
massage is considered safe for most individuals, 
their physical condition must be considered (Corbin, 
2005); issues including skin fragility, tumor sites, 
catheters, and open wounds may require treatment 
modification. The components of the intervention 
(e.g. duration, frequency, pressure, manipulation 
type) associated with the greatest pain reduction 
should be explored to determine the most 
appropriate massage intervention for pain 
management in pediatric palliative care. 

Conclusion  
 Pain reduction in pediatric palliative care is, 
and needs to remain, a priority (Steele et al., 2008). 
MT has demonstrated some pain-relieving effects in 
children with chronic illnesses and adults in 
palliative care; however, no research has examined 
the effectiveness of massage for children in 
palliative care. Rather than a burden, participating 
in MT research may be a way for children and 
families to find meaning in illness and contribute to 
the health of future patients (Gorman et al., 2008). 
Methods of symptom control and coping can offer 
great value to the patients and families receiving 
palliative care, as they can provide a healing 
framework, decrease helplessness and maximize 
quality of life and strength at end-of-life (Kuttner, 
2006). All of these factors call for research 
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assessing MT as a complementary strategy for pain 
relief in pediatric palliative care. 
 
Sarah G. Buttle  
University of Guelph, Guelph, ON, Canada 
 

C. Meghan McMurtry, PhD 
Department of Psychology, University of Guelph, 
Guelph, ON, Canada 
email: cmcmurtr@uoguelph.ca 
 
Shannon Marshall, RMT 
Palliative and Bereavement Care Service, Hospital 
for Sick Children, Toronto, ON and Credit Valley 
Hospital, Mississauga, ON, Canada 

Endnotes 
1  The Association for Children’s Palliative Care (2008) indicates that: “Palliative care for children and young people 

with life-limiting conditions is an active and total approach to care, from the point of diagnosis or recognition, 
embracing physical, emotional, social and spiritual elements through death and beyond. It focuses on enhancement of 
quality of life for the child/young person and support for the family and includes the management of distressing 
symptoms, provision of short breaks, and care through death and bereavement.” 

2  Aromatherapy is the therapeutic use of scent from essential oils (NCCAM, http://nccam.nih.gov/health/aromatherapy). 
Although aromatherapy is sometimes combined with MT, it is not the focus of this commentary. 
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