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PREFACE

The VA Evidence Synthesis Program (ESP) was established in 2007 to provide timely and
accurate syntheses of targeted health care topics of importance to clinicians, managers, and
policymakers as they work to improve the health and health care of Veterans. These reports help:

e Develop clinical policies informed by evidence;

e Implement effective services to improve patient outcomes and to support VA clinical
practice guidelines and performance measures; and

e Set the direction for future research to address gaps in clinical knowledge.

The program comprises four ESP Centers across the US and a Coordinating Center located in
Portland, Oregon. Center Directors are VA clinicians and recognized leaders in the field of
evidence synthesis with close ties to the AHRQ Evidence-based Practice Center Program. The
Coordinating Center was created to manage program operations, ensure methodological
consistency and quality of products, interface with stakeholders, and address urgent evidence
needs. To ensure responsiveness to the needs of decision-makers, the program is governed by a
Steering Committee composed of health system leadership and researchers. The program solicits
nominations for review topics several times a year via the program website.

The present report was developed in response to a request from the Integrative Health
Coordinating Center under the Office of Patient Centered Care & Cultural Transformation. The
scope was further developed with input from Operational Partners (below), the ESP
Coordinating Center, and the review team. The ESP consulted several technical and content
experts in designing the research questions and review methodology. In seeking broad expertise
and perspectives, divergent and conflicting opinions are common and perceived as healthy
scientific discourse that results in a thoughtful, relevant systematic review. Ultimately, however,
research questions, design, methodologic approaches, and/or conclusions of the review may not
necessarily represent the views of individual technical and content experts.
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EVIDENCE REPORT

INTRODUCTION

PURPOSE

The Evidence Synthesis Program (ESP) is responding to a request from the VHA Office of
Patient Centered Care & Cultural Transformation, Integrative Health Coordinating Center to
provide current evidence regarding use of massage therapy for pain as treatment for conditions of
interest to the VA. Findings from this review will be used by VA referring providers, site
leadership, and policy makers to improve Veteran access to non-pharmacologic treatment
approaches and improve outcomes for Veterans by utilizing evidence-based care pathways.

BACKGROUND

Massage therapy is a popular and widely accepted complementary and integrative health (CIH)
modality for individuals seeking relief from pain.! Massage therapy is the practice of manual
assessment and manipulation of the superficial soft tissues of skin, muscle, tendon, ligament,
fascia, and the structures that lie within the superficial tissues for therapeutic purpose.?
Individuals may seek massage therapy to address pain where conventional treatments may not
always provide complete relief or may come with potential side effects. Massage therapy
encompasses a range of techniques (eg, massage, acupressure, myofascial release), styles, (eg,
sports massage, deep tissue, Tui Na, shiatsu), and duration (eg, 10-minute, hour-long).> Massage
therapists are uniquely trained, qualified, and credentialed to deliver massage therapy. Other
health care professionals, such as physical therapists, chiropractors, nurses, and acupuncturists
may provide massage therapy when properly trained and qualified.

Massage therapy has been part of many ancient cultures, with historical records predating 3000
BC.** The field of massage therapy has evolved from being regarded as folk medicine in the
Middle Ages to the introduction of Swedish massage therapy as a medical treatment by Johann
Mezger in the late 1800s.° The first massage therapy school in the United States was established
in 1916 as the Swedish Gymnastic Institute in New York City for medical gymnastics and
massage therapy.’ Despite its popularity and long history in practice, evidence of beneficial
effect of massage therapy remains limited.

Massage therapy has seen a dramatic increase in the number of users and visits since 2016 across
the Veterans Health Administration (VHA).® Massage therapy has been part of Veterans’
standard medical benefits package under VHA Directive 1137 since 2017.° Veterans utilize
massage therapy for a variety of reasons and conditions, including relaxation, musculoskeletal
pain, lymphedema, anxiety, and depressive symptoms.® While there may be evidence supporting
the use of massage therapy for other indications, the scope of this report was to focus on pain as
an outcome. The last ESP evidence map of massage therapy for pain was published in 2016 with
an accompanying review article published in 2019. VHA stakeholders were interested in new
evidence since publication of the earlier review; thus, we conducted an update of the previous
report and present a new evidence map of massage therapy for pain.
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METHODS
TOPIC DEVELOPMENT

This topic was developed in response to a nomination from Juli Olson, DC, DACM, National
Lead for Acupuncture, Integrative Health Coordinating Center; Sharon M. Weinstein, MD, MT,
FAAHPM, VA National Lead of Massage Therapy, Integrative Health Coordinating Center; and
Alison Whitehead, MPH, C-IAYT, E-RYT200, National Lead for Integrative Health
Coordinating Center. The scope was further developed with input from the topic nominator, the
ESP Coordinating Center, and the review team. The scope of this report includes: 1) One or more
evidence maps that provide a visual overview of the distribution of evidence for massage therapy
for pain, and 2) an accompanying narrative that helps stakeholders interpret the state of the
evidence to inform policy and clinical decision-making.

DATA SOURCES AND SEARCHES

Search strategies were based on those used for the original ESP evidence map of massage
therapy'® and subsequent journal article,'! which included literature published through June
2018. Five databases were searched for relevant records published from July 2018 to April 2023:
PubMed, Allied and Complementary Medicine Database (AMED), Cumulated Index to Nursing
and Allied Health Literature (CINAHL), Cochrane Database of Systematic Reviews (CDSR),
and Web of Science. See Appendix A for full search strategies.

STUDY SELECTION

Eligible publications were systematic reviews of studies that examined the efficacy or
effectiveness of massage therapy for pain in adults. In general, any therapist-delivered modality
described as “massage therapy” by review authors was considered eligible; these included
acupressure, Tuina, Thai, Swedish, myofascial release, etc. Sports massage therapy, osteopathy,
dry cupping/dry needling, and internal massage therapy (eg, for pelvic floor pain) were
ineligible, however, as were self-administered massage therapy techniques like foam rolling.
Studies were required to compare massage therapy to a sham/placebo massage, usual care, or
other active therapies (exercise, physical therapy, etc). Reviews that included studies of other
interventions were eligible if results for massage therapy were reported separately. Examples of
such reviews are: Effects of Therapeutic Interventions on Pain Due to Plantar Fasciitis: A
Systematic Review and Meta-Analysis'? or The Effectiveness of Aromatherapy, Massage and
Reflexology in People with Palliative Care Needs: A Systematic Review."?

Titles of potentially eligible reviews were screened for relevance by 2 authors independently;
any article chosen by either reviewer was included in the abstract screen. Abstracts were then
reviewed in duplicate, with any discrepancies resolved by group discussion. We recorded
condition type when reviewing abstracts and presented a list of conditions for which we found
reviews to the Operational Partners to determine which conditions were of interest to the VA.
Operational Partners elected to focus only on pain for the evidence map. Any conditions not
selected were then excluded. Reviews that did not employ systematic methods for identifying
and critically appraising studies were also excluded.

We next restricted eligibility to reviews that used formal methods to assess the certainty (or
strength or quality) of the evidence for conclusions. In most reviews, this involved use of the
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Grading of Recommendations, Assessment, Development and Evaluations (GRADE)
approach.'* However, other formal methods were accepted, such as the approach developed by
the Agency for Healthcare Research & Quality (AHRQ) Evidence-based Practice Center (EPC)
program.'® To remain eligible, a systematic review had to 1) state or cite the method used to
formally assess the certainty (or strength or quality) of included evidence, and 2) report the
certainty (or strength or quality) of evidence for the effect of massage therapy on pain.

After applying this restriction, almost all health conditions had only 1 systematic review meeting
eligibility criteria, and we included this review in the map. Back pain was the only health
condition with multiple reviews meeting eligibility criteria. For this condition, we first assessed
whether the review differed in some other feature used to classify reviews on our map. For
example, 1 systematic review on back pain included only studies comparing massage therapy to
a mixed group of comparators, while another systematic review on back pain only included
studies comparing massage therapy to other active therapies. In such cases, we included both
reviews in the map, with the appropriate designations (such as “versus mixed with subgroups”
and “versus active therapy/usual care”). If there were multiple reviews on the same condition and
they did not differ in some other feature, then we selected the 1 systematic review that we judged
as being most informative to stakeholders. In general, this was the most recent review or the
review with the greatest number of included studies. Systematic reviews otherwise meeting
eligibility criteria that were not included in the map for this reason are listed in Appendix B.

DATA ABSTRACTION AND PRESENTATION

Each included systematic review had data abstracted by 1 reviewer and verified by a second
reviewer. Abstracted data included, but were not limited to: number of studies included in the
review that had massage therapy as the intervention, treated condition, type of massage therapy,
comparators, certainty of evidence rating, and certainty of evidence conclusion(s) relevant to
massage therapy as treatment for pain.

Our evidence mapping process resulted in a visual depiction of the evidence for massage therapy
for pain, as well as an accompanying narrative with an ancillary figure and table. The visual
depiction or evidence map uses a bubble plot format to display information on 4 dimensions:
bubble size, bubble label, x-axis, and y-axis. This allowed us to provide the following types of
information about each included systematic review, as follows:

Number of articles in systematic review (bubble size): The size of each bubble corresponds to
the number of relevant primary research studies included in a systematic review.

Condition (bubble label): Each bubble is labeled with the condition discussed by that
systematic review.

Shapes and colors: Intervention characteristics for each condition are presented in the form of
colors (type of intervention) and shapes (comparators). For type of intervention, orange
represents massage therapy and blue represents acupressure. Massage therapy may include
singular interventions or a combination of massage therapy (not otherwise specified), Tuina,
myofascial release, and/or reflexology. Acupressure may include auricular acupressure. For
comparators, a circle denotes mixed comparators with subgroups, rectangle for mixed
comparators with no subgroups, triangle for sham/placebo, and octagon for active/usual care. A
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condition can show up more than once if multiple systematic reviews included either different
types of massage therapy and/or different comparators.

Strength of findings (rows): Each condition is plotted on the map based on the certainty of
evidence statement as reported in the systematic review. We have 3 categories: “Conclusion is
rated as low or very low certainty,” Conclusion is rated moderate certainty,” and “Conclusion is
rated as high or strong certainty.”

Effect of massage therapy (columns): Each condition is plotted in either “potential benefit” or
“no benefit” as effect of massage therapy based on conclusion of systematic review.

Narrative synthesis: The narrative synthesis expands upon the visual evidence map to provide
overarching conclusions from the map. Details about the conclusions in individual reviews are
included in the table.
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RESULTS
LITERATURE FLOW

The literature flow diagram (Figure 1) summarizes the results of the study selection process (the
full list of excluded studies is available in Appendix B).

Figure 1. Literature Flowchart

Total titles screened: w ..,f Title Excludes:
1164 J L 704

/Excluded = 345 references \
v Not About Pain: 195
N Not an SR: 73
Abstracts screened: Not an Intervention of Interest: 45
460 >  Not a Condition of Interest: 8
Background: 7
Duplicate: 5
Not Adults: 5
SR of Qualitative Studies: 5
\Self—Delivered Therapy: 2 /

A

Full-texts screened: Excluded = 77 references
115 No Certainty of Evidence Rating: 75
Unavailable: 2

/Excluded = 23 references \

Only One Primary Study About Interventions of

A J
Full-texts that mention Interest: 11
quality: +  Unable to Distinguish Effect for Massage Therapy
38 from Other Included Interventions: 5

Not an Intervention of Interest: 3
Not a Comparison of Interest: 2
Not Selected for Map in Favor of Better Review: 1

v \Self—Delivered Therapy: 1 /
[ Full-texts on Map: J

15

LITERATURE OVERVIEW

We identified 1,164 potentially relevant citations (Figure 1). We applied the inclusion and
exclusion criteria to these titles and excluded 704 titles. A total of 460 abstracts were reviewed at
abstract stage. From these, a total of 345 abstracts were excluded for the following reasons: not
about pain (N = 195), not a systematic review (N = 73), not an intervention of interest (N = 45),
not a condition of interest (N = 8), background (N = 7), duplicate (N = 5), not adults (N = 5),
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systematic review of qualitative studies (N = 5), and self-delivered therapy (N = 2). This left a
total of 115 publications for review at full-text stage. A total of 75 publications were excluded at
this stage because the authors did not state or cite the method used to formally assess the
certainty or strength or quality of the evidence and 2 publications were unavailable. See
Appendix B for a full list of excluded reviews. A total of 38 publications were retained for
further review and potential inclusion on the map. Of these, 23 publications were excluded from
the map for the following reasons: only 1 primary study about interventions of interest (N =11),
unable to distinguish effect for massage therapy from other included interventions (N = 5), not
an intervention of interest (N = 3), not a comparison of interest (N = 2), not selected for map in
favor of better review (N = 1), and self-delivered therapy (N = 1). We included 15 publications in
this map. See Appendix C for more details about the included reviews.

Characteristics of Included Reviews

The number of primary studies about massage therapy for pain in the included reviews ranged
from 2 studies to 23 studies. Ten reviews included fewer than 10 primary studies,'>!%?* and 5
reviews included 10 to 25 studies about massage therapy for pain.'**>?® One of the included
reviews was completed by the Cochrane Collaboration,?* and 2 reviews were completed by the
AHRQ EPC program.'?’

The country of origin for reviews varied, with the largest number of reviews originating from
China (N = 4),!7-20.232¢_followed by the US (N = 2),!%?” Brazil (N = 2),'>?* Australia (N = 1),?
England (N = 1),' and India (N = 1).!® Four reviews were conducted by authors from multiple
countries: China and Australia,'® China and Iran,” China, Korea, and the US,?® and Spain, Chile,
and Paraguay.?!

Of the 15 included reviews, 2 reviews included more than 1 type of massage therapy and 13
reviews included only 1 type of massage therapy. The reviews by Chou et al and Smith et al both
included acupressure and massage therapy (not otherwise specified) or mixed massage therapy as
interventions.'*?? Of the 13 reviews with only 1 type of massage therapy, 4 reviews described
massage therapy (not otherwise specified) or mixed massage therapy,'*!?*?’ | review was about
Tuina,?® 5 reviews were about myofascial release,'>!71820:23 2 reviews were about
acupressure,”>?® and 1 review was about auricular acupressure.'®

Since we excluded reviews that explicitly stated massage therapy was self-delivered, any review
that did not specify the mode of delivery was included. Three of the 15 included reviews
provided details of personnel who administered the therapy, including massage therapist, nurse,
aromatherapist, physiotherapist, and reflexologist.!*!822

There was substantial variation in the reporting of details from the primary studies in the
included reviews. Most reviews presented length of sessions, from 5- to 90-minute sessions for
massage therapy studies and 30-seconds to 5-minute sessions for acupressure studies. With the
exception of the review by He et al,'® all reviews reported details about frequency and/or
duration when available. From reviews that included frequency information, we found a range
from 1 session only to once every 3 weeks for massage therapy studies, and 4 times a day to
daily for acupressure studies. For duration, some reviews reported interventions lasted from one

session only to 3 months. Seven reviews included details about follow-up (eg, 1 week, 12
mOl’lths)‘13,18’20,24,26-28
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A variety of comparators were included in the reviews. Six reviews included more than 1
comparator in their analyses.!®!%21-227 Of these, 1 review did not conduct separate analyses by
comparator (labeled “mixed with no subgroups”)?! and 2 reviews did conduct separate analyses
by comparator (labeled “mixed with subgroups”);'®2* the other 3 reviews included a mix of
comparators: sham/placebo and active therapy/usual care,'® mixed with no subgroups and active
therapy/usual care,?’ and mixed with subgroups and active therapy/usual care.?? Eight reviews
described interventions compared to active therapy/usual care only,!>!3:1620.24-26.28 while | review
limited inclusion to primary studies with a sham or placebo comparator.!’

We categorized the included 15 reviews into health conditions with pain as an outcome.
Conditions include cancer-related pain,'®?* back pain (including chronic back pain,?*?* chronic
low back pain, 2”-** and low back pain),?® chronic neck pain,?’ fibromyalgia,'® mechanical neck
pain,?° myofascial pain,?! palliative care needs,'® post-breast cancer surgery,!” post-caesarean
pain,?* post-partum pain,?? and post-operative pain.'’

Five reviews were mapped more than once. Skelly et al included chronic low back pain with
short-term effect and intermediate-term effect, as well as neck pain in their review;>’ Li et al
included several active therapies as comparators resulting in different certainty of evidence
conclusions;?® Candy et al included both reflexology and massage therapy in their review about
palliative care needs;'? Chou et al included different comparators (sham and active therapy) and
interventions (massage therapy and acupressure) in their review about post-operative pain;'* and
Smith et al included both acupressure and massage therapy in their review about post-partum
pain.?

We mapped conclusion(s) for the effect of massage therapy on the conditions that were also
included in the previous evidence map: back pain (including chronic low back pain and chronic
back pain), cancer-related pain, fibromyalgia, myofascial pain, neck pain (including chronic neck
pain and mechanical neck pain), palliation-related pain, and post-operative pain (Table 1).

Table 1. Conditions in Both 2018 and 2023 Evidence Maps

Condition Primary Studies # of Reviews for the
Published Since 2018 Condition

Back pain (including chronic low back 16 4

pain and chronic back pain)

Cancer-related pain 13 2

Fibromyalgia 0 1

Myofascial pain 3 1

Neck pain (including chronic neck pain 0 2

and mechanical neck pain)

Palliation-related pain

E G

Post-operative pain 2

We surveyed the publication year of the primary studies included in the 11 reviews about these 7
conditions to assess the number of new trials published in or after 2018. With the exception of
fibromyalgia,'® the other 6 conditions were represented by reviews which had included primary
studies that were published in 2018 or after. For back pain, 16 studies from 3 reviews were
published since 2018: myofascial release for chronic back pain (N = 4),%* Tuina for chronic back
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pain (N = 7),2® and acupressure for low back pain (N = 5).2° A fourth review about the short and
intermediate-term effect of massage therapy for chronic low back pain did not include trials
published since 2018.2” For cancer-related pain, 13 studies about acupressure from 1 review were
published since 2018.% No primary studies contributing to the potential benefit of auricular
acupressure for cancer-related pain were published prior to 2018.'° For myofascial pain, 3

studies about massage therapy from 1 review were published since 2018.2! For neck pain, 7
studies about myofascial release from 1 review were published since 2018.2° A second review
about massage therapy for neck pain did not include trials published since 2018.?” For palliation-
related pain, 1 review had included 1 primary study about reflexology which was published in
2018." For post-operative pain, 2 reviews about massage therapy were published since 2018."

This map includes 4 conditions that were not part of the previous map (Table 2).

Table 2. Newly Identified Conditions in 2023 Evidence Map

Condition Primary Studies Published
Since 2018
Plantar fasciitis 2

Post-breast cancer surgery

1
Post-caesarean pain 2
Post-partum pain 2

Eleven conditions were included the previous map but are not in the current report: arthritis,
cervical radiculopathy, dysmenorrhea, elbow pain, headache, labor pain, mixed musculoskeletal
pain, muscle soreness, pain in critical care setting, scar pain, shoulder pain, and
temporomandibular joint pain. We did not identify citations about arthritis, cervical
radiculopathy, or muscle soreness in the update search to be reviewed at full text. Table 3
provides details for the other 8 conditions.

Because we applied an additional criterion that reviews had to report a method used for grading
certainty of evidence to be included in this map, a few conditions that had appeared in the
previous map were not included in this map. Some publications were excluded due to only
including 1 primary study with an intervention of interest; 1 publication did not include pain as
an outcome of interest; and other reviews did not separate the analysis of the effect of different
treatments for a condition, which means we were unable to distinguish the effect for massage
therapy from other included interventions.

Table 3. Selected Conditions in Previous Evidence Map Not in 2023 Evidence Map

Condition New Systematic Review Exclusion Reason
Identified in Update Search?
Arthritis No N/A
Cervical radiculopathy No N/A
Critical care 1 ¢ No certainty of evidence rating (N = 1)
Dysmenorrhea 5 ¢ No certainty of evidence rating (N = 4)

¢ Included only 1 primary study of
interest (N=1)
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Condition New Systematic Review Exclusion Reason

Identified in Update Search?
Elbow 1 ¢ No certainty of evidence rating (N = 1)
Headache 5 ¢ No certainty of evidence rating (N = 2)

e Included only 1 primary study of
interest (N=1)
e 2 not separate

Labor 3 ¢ No certainty of evidence rating (N = 1)

Mixed musculoskeletal
Knee osteoarthritis 7 e No certainty of evidence rating (N = 6)

¢ Unable to distinguish effect for
massage therapy from other included
interventions (N =1)

Carpal tunnel syndrome 1 e Included only 1 primary study of
Acute/chronic interest (N = 1)
3 e No certainty of evidence rating (N = 3)
Muscle soreness No N/A
Scar 3 ¢ No certainty of evidence rating (N = 1)
e No outcome of interest (N = 1)
Shoulder o

No certainty of evidence rating (N = 1)
=1

)

Temporomandibular joint 2

No certainty of evidence rating (N

Included only 1 primary study of
interest (N=1)

EVIDENCE MAP

In the evidence map, columns correspond to whether a conclusion of the review was that 1) there
was a potential benefit of massage therapy relative to a comparison treatment, or 2) there was no
benefit of massage therapy relative to the comparison treatment. Columns are not mutually
exclusive: a review could have more than 1 conclusion for separate comparators or type of
massage therapy, and those conclusions could differ in the potential benefit of massage therapy.

Rows correspond to GRADE ratings of certainty of evidence:'*

e High certainty: We are very confident that the true effect lies close to that of the estimate
of the effect.

e Moderate certainty: We are moderately confident in the effect estimate: the true effect is
likely to be close to the estimate of the effect, but there is a possibility that it is
substantially different.

e Low certainty: Our confidence in the effect estimate is limited: the true effect may be
substantially different from the estimate of the effect.

e Very low certainty: We have very little confidence in the effect estimate: the true effect is
likely to be substantially different from the estimate of effect.

In contrast to columns, all rows are mutually exclusive. The top row indicates that the review’s
conclusion about massage therapy for pain as rated by its authors have high (or strong) certainty
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of evidence. The middle row indicates that the review’s conclusion about massage therapy for
pain was rated as moderate certainty of evidence (and none rated as high or strong, in which case
it would be in the top row). The bottom row indicates that the review’s conclusion about
massage therapy for pain was rated as low or very low certainty of evidence. Since GRADE
assesses certainty of evidence, it is possible for a body of evidence to demonstrate low or
moderate estimates of effect but with high certainty of evidence; conversely, it is possible to
have evidence with large effect sizes but with low certainty.

Each conclusion is then mapped onto this framework and identified by the name of the condition,
eg, “chronic back pain,” “fibromyalgia,” “post-operative pain,” efc. Shapes are used to
distinguish between the types of comparison treatments: conclusions only about comparisons to
sham/placebo, conclusions only about comparisons to active therapy/usual care, conclusions
where the comparison treatments were a mix of these and no subgroup analysis was presented,
and conclusions where comparison treatments were a mix of these with subgroup analyses.
Symbols are used to identify the conclusions specific to massage therapy (eg, Tuina, myofascial
release, reflexology, massage therapy—not otherwise specified) or acupressure (ie, including
auricular acupressure).

The size of the bubble is used to indicate how many original research studies were included in
the review about massage therapy for pain: the smallest bubble denotes reviews with 2—5
primary studies included, the medium bubble with a pattern of diagonal lines denotes reviews
with 6-9 primary studies included, and the largest bubble denotes reviews with 10 or more
primary studies included.

For example, in Figure 2, the large orange hexagon in the middle column of the bottom row
indicates that there is a review about chronic back pain that included 10 or more original studies
and had a conclusion rated as low or very low certainty of evidence that message therapy was
better than the comparison treatment of active therapy/usual care/control. In the same figure, the
small blue circle in the lower right-hand corner indicates that there is a review about post-partum
pain that included 2 to 5 original studies and had a conclusion rated as low or very low certainty
of evidence that acupressure was not of greater benefit than the comparison treatment of mixed
therapies with subgroups.
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Figure 2. Evidence Map

Potential Benefit No Benefit
for Massage Therapy for Massage Therapy

Conclusion Rated as
High or Strong
Certainty

Conclusion

Low back pain
Rated as Post-breast cancer surger
A gery . (physical therapy)™

Moderate Certainty
O Chronic low back pain O Fibromyalgia
I:l Chronic low back pain Myofascial pain
(short-term)*
Conclusions are : ok i *
Rated as Post-operative pain <:> Chronic back pain O Palliative care needs
Low or Very I_.ow Plantar fasciitis
Certainty . Post-partum pain*

Chronic neck pain* Low back pain®

Palliative care needs™ . <:> Post-caesarean pain

Cancer-related pain
<:> Mechanical neck pain

|:| Chronic low back pain
(intermediate-term)*

Post-partum pain*
Post-operative pain*

Cancer-related pain
(auricular acupressure)

eh oo

*This review included distinct conclusions about separate conditions and comparators, and so it appears in this map more than once

Nllgnr]iﬁfarr?ufslrt]lfclilil:sed Interventions Comparators
10+ included stud Massage O Mixed with subgroups
rincliesgsides (general) I:l Mixed with no subgroups
@ 6-9 included studies 6( Acupressure A Sham/placebo
Other Active Therapy/
O 2-5included studies Usual Care/Control

There were 5 reviews with more than 1 conclusion about effect of massage therapy on pain and
were mapped twice, denoted by an asterisk after the health condition.!3:19-22:2627

In addition to this map, we collected all certainty of evidence conclusions about massage therapy
for pain in Table 4. There are 6 systematic reviews that described conditions that had moderate
certainty of evidence conclusions for the potential benefit of massage therapy by the original
review authors. All the remaining conclusions were judged by the original authors as being low
or very low certainty of evidence, meaning “Our confidence in the effect estimate is limited. The
true effect may be substantially different from the estimate of effect” or “We have very little
confidence in the effect estimate.”
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Table 4. Certainty of Evidence Conclusions from Systematic Reviews Included in
the Evidence Map

Author, Year

Condition

Certainty of Evidence Conclusion

Moderate Certainty of Evidence Conclusions

Wu, 20212

Chronic low back
pain

Compared to sham or active therapy, myofascial release
significantly improved pain in patients with chronic low back pain.

Skelly, 2020%"

Chronic low back
pain (short-term)

Compared to sham and active therapy/usual care, massage
therapy was associated with small, short-term improvements in
pain.

Ughreja, 202118

Fibromyalgia

Compared to sham or active therapy, myofascial release has
effect on pain.

Li, 20212¢

Low back pain

Compared to active therapy (physical therapy), there was
evidence of pain relief using acupressure for low back pain.

Guzman Pavon,
2022%

Myofascial pain

Compared with no treatment, placebo, and active therapies,
massage therapy had a greater effect on pain.

Kannan, 20227

Post-breast
cancer surgery

Compared to placebo, there were positive treatment effects for
myofascial release on pain.

Low or Very Low Certainty of Evidence Conclusions

He, 2020 Cancer-related Compared to active therapy, auricular acupressure was
pain associated with reduced pain intensity.
Mai, 202225 Cancer-related Compared to usual care, acupressure demonstrated a reduction

pain

in pain intensity.

Yang, 202328

Chronic back
pain

Compared to active therapy, Tuina might be an effective and safe
strategy for treating chronic low back pain in terms of pain.

Skelly, 2020%"

Chronic low back
pain
(intermediate-
term)

Compared to sham and active therapy/usual care, massage
therapy has no difference in intermediate-term improvements in
pain.

Skelly, 2020

Chronic neck
pain

Compared with attention or waitlist control, massage therapy was
associated with a small to moderate improvement in short-term
pain.

Li, 202128 Low back pain Compared to active therapy or usual care, acupressure could
provide clinical benefits to low back pain conditions and had a
significant short-term response rate in low back pain
management.

Guo, 202320 Mechanical neck Compared to active therapy, myofascial release had no

Pain

significant difference between MFR and conventional intervention
for mechanical neck pain.

Candy, 2020"3

Palliative care
needs

Compared to active control, there was some evidence that
reflexology reduced pain.

Compared to active therapy, evidence on the effectiveness of
massage therapy in reducing pain was inconclusive.

Guimaraes,
202212

Plantar fasciitis

Compared to the control in the short-term, there is low certainty
of evidence of myofascial release resulting in effective treatment
for pain.

Zimpel, 2020

Post-caesarean
pain

Compared to active therapy, we are uncertain if hand and foot
massage therapy plus analgesia has any effect on pain.
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Author, Year Condition Certainty of Evidence Conclusion
Chou, 2020 Post-operative Compared to sham, acupressure is effective for post-operative
pain pain.

Compared to active therapy, massage therapy is effective for
post-operative pain with decreased pain medication use at <1
week.

Smith, 202222 Post-partum pain Compared to active or routine care, there was a reduction in pain
from massage therapy following recovery from caesarean birth
within 24 hours and at 7 days.

Compared to sham or routine care, acupressure studies found no
improvement in pain.

Three high-level observations can be made from the evidence mapping process:

First, our update search identified 6 reviews describing conditions with moderate certainty of
evidence of potential benefit from reviews published since July 2018. There were only reviews
with conclusions of low and very low certainty of evidence in the last review. This suggests there
is a stronger evidence base for the potential benefit of massage therapy for pain in some
conditions since the last synthesis of literature.

Second, only about 13% of reviews (2 of 15) included more than 10 primary studies; 53% (8 of
15) reviews included between 2 and 5 studies as the basis for their conclusions about massage
therapy for pain. This means a majority of the conclusions about the potential benefit for
massage therapy were drawn from a small number of primary studies.

Third, 5 of 6 reviews with moderate certainty of evidence included analyses comparing massage
therapy to more than 1 comparison group. Kannan et al compared myofascial release to sham
only.!” Except for the review by Li et al,?® the other reviews all included sham or placebo as a
comparison group. Since manual therapies like massage therapy require some form of touching,
without further details about what “sham” or “placebo” treatment entailed in these primary
studies, the effect of massage therapy detected from only sham/placebo studies should be
interpreted with caution and may not be as informative or useful compared to an effect detected
from active therapies studies. Two reviews on chronic low back pain®’ and myofascial pain®! did
not conduct separate analyses by comparison condition, so it is unclear whether the reported
benefits of massage therapy indicate that massage therapy is superior to other treatment
approaches for these conditions, or that the observed effects of massage therapy are driven
mainly by a comparison to no treatment (in which any active treatment would be expected to
have some effect). Three reviews about chronic low back pain,? fibromyalgia,'® and low back
pain?® did conduct separate analyses by comparator, and in these reviews, beneficial effects of
massage therapy were apparent in comparisons to sham/placebo as well as to active therapy.

Adverse Events

Evidence about adverse events was collected by about half of the included reviews and no
serious adverse events were reported. While 9 of 15 reviews described adverse events, only 2
reviews included certainty of evidence conclusions for adverse events.

In a review about post-caesarean pain, the authors reported data for adverse events in the form of
“anxiety assessed by different scores with the use of massage therapy at 90 minutes after the
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intervention and at 60 minutes after the intervention.”?* It is uncertain if there was a difference
between groups, and the authors rated this conclusion very low certainty of evidence. In another
review about low back pain, <1% to 26% of participants reported additional pain after receiving
massage therapy.?’ The authors found no difference between groups for pain experienced post-
massage therapy and rated this conclusion low certainty of evidence. The same review also
included neck pain. There were reports of mild adverse effects such as discomfort or pain during
or after Swedish massage therapy, increased pain after Tuina, or “dizziness, sleepiness, mood
swings, nausea, difficulty staying asleep, difficulty moving the head and neck.”?” The authors
found no difference between groups for these adverse events and rated this conclusion low
certainty of evidence.
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DISCUSSION

Our evidence map includes 15 new systematic reviews published since July 2018, and from
these, 6 reviews reported moderate certainty of evidence for beneficial effect of massage therapy
for pain. Most of these conditions were also represented in the previous evidence map. Post-
breast cancer surgery pain is a newly identified condition with moderate certainty of evidence
that myofascial release compared to sham has a potential beneficial effect on pain.!” There was a
variety of massage therapy techniques included in the primary studies of included reviews, but
inconsistent reporting of details about the interventions (eg, frequency, duration, follow-up)
made it difficult to provide further synthesis of the data regarding the delivery of massage
therapy for pain. An implication of this ambiguity is that translating this research into practice is
challenging, since the provider needs to know what type of massage therapy was used for which
condition and at what frequency/duration to deliver it in a clinical setting. The ongoing
VERDICT trial is attempting to determine this kind of “dose” information for chiropractic care; a
similar effort is needed for massage therapy.

Massage therapy is a broad term that is inclusive of many styles and techniques. We applied
exclusion criteria determined a priori to help identify publications for inclusion in the evidence
map. Despite that, there was still a lack of clarity in determining “what is massage therapy.” For
instance, acupressure is sometimes considered acupuncture and other times considered massage
therapy, depending on author definition. We encountered this situation in a separate evidence
map of acupuncture, in which we found acupressure studies labeled as a type of acupuncture in
acupuncture reviews. We excluded these primary studies of acupressure from the acupuncture
evidence map. Similarly, we came across acupressure studies within reviews of acupuncture in
the current search. In this case, we only reviewed and included publications that were explicitly
labeled acupuncture and acupressure and did not review any publications about acupuncture
only. This highlights a fundamental issue with examining the evidence base of massage therapy
for pain when there is ambiguity in defining what is considered massage therapy.

Another limitation is the use of sham/placebo treatment as a comparison group for massage
therapy. Most reviews did not specify what the sham treatment entailed. For reviews that did
include additional details, sham was listed as “sham short-wave diathermy, and ultrasound,”!®
“sham dry needling,”'® or “sham myofascial release.””! It is conceivable that even the “light
touch” or touch “with no clear criterion”?® used in sham massage therapy may have some
positive effect, meaning that patients who receive the massage therapy intervention and those
who receive a sham massage therapy both could demonstrate some degree of symptom
improvement. In other words, unlike a pharmaceutical placebo, sham massage therapy may not
be truly inactive. Use of a partially active sham condition tends to attenuate observed treatment
effects: between-group differences in the outcome are smaller than they would be if the sham
condition had been truly inactive. Without further details regarding sham/placebo treatments,
findings from systematic reviews with primary studies comparing massage therapy versus
sham/placebo should be interpreted with caution, and these findings may not be as informative or
useful compared to an effect detected from active therapy/usual care studies. Moreover,
limitations of sham comparators raise the question of whether sham/placebo treatment is an
appropriate comparison group in massage therapy trials. It may be more informative to compare
massage therapy to other treatments that are accessible and whose benefits are known, so that
any added beneficial effect of massage therapy could be better isolated and understood.
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Because all conclusions were rated low or very low certainty of evidence in the previous review,
having identified 6 moderate certainty of evidence conclusions suggests there may be a stronger
evidence base for the potential benefit of massage therapy now than in 2018. However, all 6
conclusions were drawn from analyses completed with fewer than 10 primary studies in each of
the respective reviews. In addition, only 3 of the 6 reviews included primary studies published in
or after 2018. Reviews by Ughreja et al about the effect of myofascial release on fibromyalgia,'
by Li et al about the effect of acupressure compared to active therapy on low back pain,*® and by
Skelly et al about the short- and intermediate-term effect of massage therapy on chronic low
back pain®’ did not include any primary studies published after 2018. Guzman Pavén et al
included 8 primary studies about massage therapy for treatment of myofascial pain, of which 3
studies were published in and after 2018;2! Wu et al included 4 of 8 studies published since 2018
about myofascial release for chronic low back pain;>* and Kannan et al include 2 studies about
myofascial release for post-breast cancer surgery pain, of which 1 study was published in 2018.!7
This means no studies in the first 3 reviews and only about 50% of primary studies in the latter 3
reviews are considered “new” evidence which contributed to the higher certainty of evidence
rating since our last literature search.

Despite these limitations, the moderate certainty of evidence conclusions identified in the current
review of massage therapy’s potential benefit for back pain (including chronic low back pain and
chronic back pain), fibromyalgia, myofascial pain, and breast-cancer-related pain represent a step
in the right direction toward establishing a stronger evidence base for effect of massage therapy
on pain, but more work in producing high-quality RCTs needs to be done to advance the field. It
is only when systematic reviews and meta-analyses are conducted with high-quality primary
studies that the effects or lack of effects of massage therapy on pain will reach higher certainties
of evidence. For any conclusion of potential benefit, a high certainty of evidence rating means
“we are very confident that the true effect lies close to that of the estimate of the effect.”*

LIMITATIONS

There are two main limitations to this evidence map. The first, common to all systematic
reviews, is that we may not have identified all the potentially eligible evidence. If a systematic
review was published in a journal not indexed in any of the 5 databases we searched, and we did
not identify it as part of our search of references of included publications, then we would have
missed it. Nevertheless, our search strategy did identify more than 200 publications about
massage therapy for pain published since July 2018, so we did not suffer from a lack of potential
reviews to evaluate.

The second limitation of evidence maps is that we did not independently evaluate the source
evidence; in other words, we took the conclusions of the authors of the systematic review “at
face value.” That is the nature of an evidence map. Particular to this application of the mapping
process, for the 1 health condition that had more than 1 eligible review (ie, back pain), we only
mapped the review we deemed most informative. This necessarily requires judgment, and others
could disagree with that judgment. We included the citation for the review excluded from the
map for this “overlap” reason in Appendix B, and interested readers can review it for additional
information. As in all evidence-based products, and particularly in one such as this covering a
large and complex evidence base, it is possible that there are errors of data extraction and
compilation. We used dual review to minimize the chance of such errors, but if we are notified of
errors, we will correct them.
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FUTURE RESEARCH

The vast majority of the conclusions of the eligible systematic reviews were classified as low or
very low certainty of evidence, indicating that the most critical research need is for better
evidence to increase certainty of evidence for massage therapy for pain. Studies comparing
massage therapy to placebo or sham are probably not the priority; rather the priority should be
studies comparing massage therapy to other recommended/accepted/active therapies for pain.
Studies comparing massage therapy to other recommended therapies should also have a
sufficiently long follow-up time period to allow any non-specific effects (eg, of getting
something “new”) to dissipate. For example, for studies of chronic pain, this time period has
been proposed to be at least 6 months.

Furthermore, the importance of reporting sufficient details about massage therapy as the
intervention of interest, as well as details about the comparison group, cannot be overstated. The
type and schedule of massage therapy needs careful documentation so findings can be applied in
other settings. In addition, although adverse events from massage therapy for pain appear to be
rare, instituting more consistent and standardized reporting of adverse events in clinical trials
will provide additional insights to the application and appropriateness of massage therapy as a
non-pharmacological treatment for pain.

For painful conditions of priority to the VA that currently do not have at least moderate-certainty
evidence supporting use of massage therapy, new studies that address limitations of existing
research are needed. The field of massage therapy would be best advanced by educating the
wider research community with clearer definitions of “massage therapy” and whether it is
appropriate to include multiple modalities in the same systematic review.

CONCLUSIONS

There is a paucity of systematic reviews of massage therapy for pain. Although the number of
conclusions about the effectiveness of massage therapy that were judged to have at least
moderate certainty of evidence is greater now than in 2018, but it is still small relative to the
need. More high-quality randomized controlled trials are needed to provide a stronger evidence
base to assess the effect of massage therapy on pain.
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