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IntRoductIon

Worldwide, low- and middle-income countries are 
expe r i enc ing  s ign i f i can t  i nc reases  i n  r a t e s  o f 
noncommunicable diseases, including cancer.[1] In India, 
more than one million new cases of cancer are diagnosed 
each year, and it is estimated that the cancer burden in 
India will almost double during the coming 20 years.[2] The 
incidence of pain in advanced stages of cancer approaches 
70%–80%.[3] A meta-analysis of epidemiological studies 
on cancer pain revealed that the pain prevalence rates 
were 39.3% (95% confidence interval [CI] 33.3–45.3) 
after curative treatment; 55.0% (95% CI 45.9–64.2) 
during anticancer treatment; 66.4% (95% CI 58.1–74.7) in 
advanced, metastatic, or terminal disease, and 50.7% (95% 
CI 37.2–64.1) in all cancer stages.[4] It was also shown that 
over 38.0% of all cancer patients experienced moderate to 
severe pain (pain score >4/10).[4] In a study done in four 

regional cancer centers in India, 88% of patients reported 
experiencing pain for about 7 days, and approximately 60% 
reported that their worst pain was severe.[5]

Although pain is often the primary presenting symptom of cancer 
and despite the presence of guidelines and the availability of 
opioids, cancer pain still remains undertreated. In a systematic 
review[6] published in 2014 using the Pain Management Index, 
approximately 1/3rd patients did not receive appropriate analgesia 
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proportional to their pain intensity, as advised by the World 
Health Organization (WHO) analgesic ladder.

The WHO states that “Drug treatment is the main stay of cancer pain 
management.”[7] Pain treatment using the WHO guidelines provides 
pain relief in majority of patients, though an effective pain relief may 
take a long time in third of the patients. Neuropathic, psychological, 
social, and spiritual symptoms dominate in patients with chronic 
cancer pain even when associated with nociceptive pain.[8] This 
impairs the quality and functional life of patients, increases 
fatigue levels and affects daily activities of life.[9] The patients and 
caregivers seek different approaches in pain management because 
of the above symptoms. Hence, in addition to pharmacological 
treatment options for pain management, non-pharmacological 
options, and complementary treatments are being implemented for 
cancer pain management.[10,11] These guidelines are developed to 
improve the management of cancer pain and to provide the patients 
with a minimal acceptable quality of life.

Methods

Literature search [Appendix IV] was carried out using 
PUBMED, MEDLINE, COCHRANE DATABASE, GOOGLE 
SCHOLAR, OVID Search engine. The search included studies 
published in the English language until November 2018. Where 
evidence is lacking, recommendations were made by consensus 
(good clinical practice), following extensive discussion among 
the committee members and considering the results of the 
questionnaire [Appendix V] circulated during the meeting, 
and also was made available on the Indian Society for Study 
of Pain (ISSP) website and circulated by E-mail to all the ISSP 
and Indian Association of Palliative Care (IAPC) members.

A comprehensive cancer center needs to address to the patients 
pain, stress, anxiety, depression, and fear of death and thus 
integration of complementary and alternative medicine[12] 
therapies with various allopathic interventions will further 
improve the therapeutic benefit of cancer pain management. The 
nonpharmacological therapies aim to treat affective, cognitive, 
behavioural, and socio-cultural dimensions of cancer pain.

There are several complementary therapies that are used for 
alleviating the distressing symptoms in patients with cancer, 
which includes the following:

Acupuncture
Acupuncture involves insertion of needles into the skin and 
underlying tissues known as acupuncture points. One systematic 
review and meta-analysis of several randomized-controlled 
trials (RCT’s) on acupuncture for cancer pain management found 
that acupuncture alone is not superior to conventional therapy in 
treating cancer pain; however, acupuncture with conventional drug 
therapy resulted in increased pain remission rate, faster onset time of 
pain relief, prolonged pain-free duration, and better quality of life.[8]

Aromatherapy
Aromatherapy is provided through the plant essences, which 
are applied either to the skin through massage, or added to 
baths or inhaled with steaming water.

A Cochrane review of eight RCT have found that aromatherapy 
massage may have short-term benefits on patient’s well-being 
such as reduction of anxiety; however, these trials have not 
been able to provide any clinically significant analgesic 
benefit.[13]

Herbal medicine
Herbal medicine is the use of plants and plant products as 
medicine. There is no convincing evidence for the use of herbal 
medicine for the relief of cancer pain.[14]

Homeopathy
It is a system of complementary medicine, in which ailments 
are treated by minute doses of natural substances that in larger 
amounts would produce symptoms of the ailment.

A review of six RCT on the use of homeopathic remedies for 
cancer did not finding convincing evidence of its effectiveness 
in the relief of cancer pain.[15]

Hypnotherapy
It is a technique of producing relaxation by inducing a 
trans-like state.

A systemic review comprising 1 RCT and 26 other studies 
including retrospective studies and case series have found 
conflicting results with poor methodology of the studies 
making the results inconclusive.[16]

However, evidence from the two systematic reviews showed 
that hypnosis is effective in managing procedure related cancer 
pain in the paediatric population.[17,18]

Massage
Massage is the technique where manipulation of the body’s 
soft tissue is done by using various manual techniques and the 
application of pressure and traction.

The role of massage therapy in relieving pain is not convincing; 
however, it may help in inducing a sense of well-being and 
thus may reduce the stress and anxiety levels.[19]

Music therapy
Music therapy is used as passive (receptive) and/or active 
therapy.

There is no evidence as suggested by multiple RCTs that music 
therapy is effective in the control of cancer pain.[14]

Reflexology
Reflexology involves the application of manual pressure on 
areas of hands and feet, which are believed to other areas of 
the body or internal organs.

Systematic reviews of a few RCTs have found that it is effective 
in reducing in anxiety; however, limited evidence in receiving 
the pain among the cancer patients.[20]

Relaxation
Relaxation is a technique which possibly results in relaxation 
of autonomic nervous system, resulting in various positive 
effects in the patients. However, there is no evidence to show 
that it has any positive analgesic effects.
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Psychosocial and behavioural interventions
There is very strong evidence which suggests that psychological 
factors contribute to increased pain perception and suffering 
among patients with cancer and their families.[21]

A review stated that multidisciplinary approaches adopting 
a bio-psychosocial perspective offer a more comprehensive 
treatment to minimalistic ones relying solely on pharmacological 
treatments.[21,22] The bio-psychosocial approach views 
pain as an illness rather than disease, thus recognizing the 
subjective nature of the pain experience. Apart from reducing 
pain and distress arising from painful medical procedures, 
psychological interventions can also instill a sense of control 
and empowerment in the individual, making the person 
an active participant in their own care. Psychoeducational 
interventions (e.g. a relaxation audiotape)[23] are not a 
substitute for analgesics, but they may serve as adjuvant 
therapy. Education about analgesic use was frequently, but not 
invariably, found to reduce pain. Bennett et al.[24] suggested the 
use of educational intervention with routine clinical practice 
alongside optimal oncological and analgesic management. 
Given the subjective and changing nature of pain and the 
fact that some psycho educational interventions may be more 
acceptable to patients than others, clinical judgment is key.[23]

Cognitive behavioral therapy[12] (CBT) is currently the most 
widely used psychological treatment for persistent pain. This 
involves three steps. The first step is pain education. The second 
step is training in one or more coping skills for managing 
pain (e.g. relaxation or problem solving). The third step in 
training is home practice with learned skills.

A meta-analysis[25] in 2006, concluded that CBT techniques 
have beneficial effects on pain and distress in women with 
breast cancer, finding moderate effect sizes. Relaxation-based 
cognitive-behavioral interventions[23] usually were effective in 
reducing pain shortly after treatment.

Safety issues
There is a misconception among the general population that 
these complementary therapies are safe and are devoid of 
any harm. However, the fact is actually it is contrary to this 
notion. These therapies are associated with some risks if it 
is administered inappropriately. Furthermore, few of these 
are associated with potentially severe complications such as 
pneumothorax with acupuncture, drug interactions with herbal 
medications, and so on. Furthermore, patients do self-medicate 
themselves with these therapies leading to interactions with 
cancer treatment and most of the times patients do not disclose 
about these medications with the treating physicians.

conclusIon

The ISSP cancer pain Special Interest Group (SIG) guidelines 
on complementary therapies for cancer pain in adults 
emphasizes the importance of the psychoeducation as well 
physical and complementary treatment as adjunct therapy for 
cancer pain management [Table 1].

We believe that the ISSP cancer pain SIG guidelines 
complementary therapies for cancer pain in adults will help 
pain specialist, anaesthesiologists, palliative care specialists, 
and others who are involved in cancer pain care, in the safe 
management of cancer pain and to provide the patients with a 
minimally acceptable quality of life.
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aPPendIxes

aPPendIx Iv: lIteRatuRe seaRch

The following terms or MESH terms were used either in 
combination or single:

“ P a i n ” [ M e s h ] ,  “ P r e v a l e n c e ” [ M e s h ] ,  “ S i g n s 
a n d  s y m p t o m s ” [ M e s h ] ,  “ S y n d r o m e ” [ M e s h ] , 
“Diagnosis”[Mesh], presentation, “Neoplasms”[Mesh], 
tumours ,  cancers ,  phys ica l  a s sessment” ,  “Pa in 
Measurement”[Mesh], “pain scale’’, psychosocial, 
assessment, “cognitively impaired’, “psychological 
distress”, distress, “Emotions”[Mesh] “Nursing”[Mesh], 
“prime assessor”, “Palliative Care”[Mesh], “supportive 
care’’, “cancer pain management”, “Patient-Centered 
Care”[Mesh], “Patient Care Team”[Mesh], “Patient Care 
Management”[Mesh], “Primary Health Care”[Mesh], 
“Phys ic ians ,  Fami ly”[Mesh]) ,  in te rd isc ip l inary, 
Education”[Mesh], outcome, barrier, “World Health 
Organization”[Mesh], “Guideline “[Publication Type], 
“cancer pain ladder”, “World Health Organization three 
step analgesic ladder”[Mesh], Drug Therapy”[Mesh], 
“Analgesics,  Opioid”[Mesh],  “administration and 
dosage”[Subheading], titration, “breakthrough pain”, “Drug 
Tolerance”[Mesh], “Adjuvants, Pharmaceutic”[Mesh], 
“adjuvant  ana lges ics” ,  “pregabal in  “[Subs tance 
Name], “Ketamine”[Mesh], “Dexamethasone”[Mesh], 
corticosteroid, “opioid rotation”, “opioid switching”, 
“alternative opioid”, “Bisphosphonates”[Mesh], “Sedation 
score”, “Morphine protocol”, “Radiotherapy”[Mesh], 
“ S o f t  Ti s s u e  N e o p l a s m s ” [ M e s h ] ,  “ B e h a v i o u r 
Therapy”[Mesh], “Cognitive Therapy”[Mesh], “Physical 
Therapy Modalities”[Mesh], “Acupuncture”[Mesh], 
“Massage”[Mesh], “Exercise”[Mesh], “Exercise”[Mesh], 
“Nerve Block”[Mesh], “Injections, Spinal”[Mesh], 
“intrathecal therapy”, “Vertebroplasty”[Mesh], “follow- up”, 
“Physician’s Role “[Mesh], “community care”, “home 
program*”, “general practitioner”, hospice, “pain clinic”, 
“Outpatients”[Mesh], “Outpatient Clinics, Hospital”[Mesh], 
“Ambulatory Care”[Mesh]

aPPendIx v: canceR PaIn ManaGeMent 
QuestIonnaIRe

1. How many patients of cancer pain do you manage per 
month?

2. What is the most frequent cancer pain that you encounter 
in your daily practice?

3. What are the clinical presentations of cancer related pain?
4. What are the methods used for clinical assessment of 

cancer pain?
5. What are the principles of management of pain in patients 

with cancer?
6. What is the WHO Analgesic Ladder? What are its 

principles? How effective is it in clinical practice?
7. Do you follow WHO step ladder approach for cancer pain 

management?
8. What do you prefer for step II and step III of WHO ladder?
9. What non-pharmacological techniques do you use to 

manage Cancer Pain
10. Do you screen all patients of substance abuse? If yes, 

which scale do you use.
11. What medications do you use to manage cancer pain
12. What are the major side-effects you observe due to 

pharmacological management and how do you manage it?
13. What are the adjuvant analgesics in cancer pain 

management?
14. What are the pharmacological strategies for breakthrough 

pain and other acute pain crises?
15. What are the roles of anti-cancer therapy in the 

management of cancer pain?
16. Do you manage patients using Interventional Techniques? 

If yes, which interventional techniques and in what 
percentage of patients?

17. What are the relative efficacy and safety of current invasive 
treatments for the treatment of cancer-related pain?

18. Do you think current treatment guidelines for cancer pain 
management are sufficient? If no, what changes do you 
suggest?

19. According to you, what steps need to be taken to spread 
the awareness regarding cancer pain management?


