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Abstract
AIM: The aim of this systematic review is to provide reliable, high-quality data with an evidence-based, up-to-date overview of the use of 
nonpharmacologic interventions in the management of symptoms in advanced cancer patients with metastatic disease.
METHOD: A comprehensive literature search was performed by searching PubMed, EBSCO, Cochrane, and Google Scholar databases. 
“Nonpharmacologic,” “palliative care,” and “cancer” were the three main terms combined with the main symptoms of cancer palliative care such 
as “pain,” “fatigue,” “nausea and vomiting,” “psychosocial distress,” “loss of appetite,” “dyspnea,” “constipation,” and “drowsiness,” and each 
symptom was searched separately.
RESULTS: Thirteen studies were included in this systematic review with a total of 1975 participants. Three of the studies examined “fatigue,” three 
examined “quality of life,” one examined “sleep,” three examined “dyspnea,” two examined “depression,” and one examined “pain.” To manage 
these symptoms, three of the studies included in the systematic review used “patient education,” three of the studies used “exercise,” three of the 
studies used “fan therapy,” and the remaining studies used “reflexology,” “cognitive behavioral therapy,” and “occupational therapy.”
CONCLUSION: Number of studies done regarding the advanced and metastatic cancer patients and their symptom management through 
nonpharmacological methods are low, which makes it difficult to draw decisive conclusions. 
Keywords: Advanced cancer, nursing, symptom management

Introduction

The word palliative derives from the Latin word pallium, which 
means cloak or to cloak. Palliative care does not aim to prolong 
a patient’s life or treat them but to “cloak” the patient’s symp-
toms to allow them to die peacefully. World Health Organization 
(WHO) stated that palliative care prevents and relieves suffering 
through the early recognition, correct assessment, and treat-
ment of pain and other problems, whether physical, psychoso-
cial, or spiritual (World Health Organization, 2020). Thus, the 
correct assessment and treatment of symptoms that affect 
the patient’s quality of life (QoL) is critical to achieving the main 
goals of palliative care.

World Health Organization estimates that 56.8 million people 
will need palliative care in 2020 (World Health Organization, 
2020). However, one study has shown that this number will 
increase to more than 100 million by 2040 (ElMokhallalati et 
al., 2020). The need for palliative care is increasing as the global 
population ages and chronic diseases such as cancer, cardio-
vascular disease, renal failure, and respiratory disease become 
more prevalent (ElMokhallalati et al., 2020). Most patients who 

seek palliative care are patients with metastatic cancer, who are 
usually at the end of life. Patients with metastatic cancer suf-
fer from a variety of symptoms such as pain, fatigue, nausea, 
depression, anxiety, drowsiness, loss of appetite, malaise, dys-
pnea, etc., which significantly increases their need for palliative 
care (Bruera et al., 1991; Fadol et al., 2021; Finucane et al., 2021; 
Hausner et al., 2021; Isenberg et al., 2022; Kennedy et al., 2019; 
Wilson et al., 2020).

Due to the nature of cancer itself and current treatment 
options, it is inevitable that patients diagnosed with cancer 
will suffer from symptoms. Current evidence shows that nearly 
90% of advanced and metastatic cancer patients suffer from 
chronic pain. After pain, the most common symptoms are 
fatigue (68–91%) and nausea/vomiting (47.4–77%) (Deandrea 
et al., 2014; Oechsle et al., 2013, 2014; Süren et al., 2015; Uysal, 
2015). Different cancers may cause the same symptom by 
completely different mechanisms. Nausea in patients with 
advanced lung cancer can sometimes be caused by either brain 
metastases, while nausea in patients with advanced colorec-
tal cancer can be caused by bowel obstruction (Wickham, 
2020). Although these symptoms differ in nature, they have 

DOI: 10.5152/FNJN.2023.23043

Corresponding Author: Berkay Alikan, 
E-mail: berka​y.ali​kan@i​uc.ed​u.tr

Received: February 23, 2023
Revision Requested: March 27, 2023

Last Revision Received: April 24, 2023
Accepted: May 12, 2023

Publication Date: February 28, 2024

This work is licensed under a Creative Commons Attribution-NonCommercial 4.0 
International License

http://orcid.org/0000-0003-3451-1725
http://orcid.org/0000-0002-5368-0893
mailto:berka​y.ali​kan@i​uc.ed​u.tr


Florence Nightingale J Nurs 2024; 32(1): 90-98

91

in common that they are multidimensional and severely affect 
patients’ QoL (Hui & Bruera, 2017). Effective management of 
these symptoms is important because this effective manage-
ment increases patients’ QoL while improving their participa-
tion in treatment. 

Symptom management is the most important part of palliative 
care because effective symptom control, provided by a spe-
cialized and experienced team of healthcare providers, helps 
patients achieve a peaceful death. Numerous pharmacologic 
and nonpharmacologic interventions to control patients’ symp-
toms can be found in the literature with varying degrees of suc-
cess (Armstrong et  al., 2020; Chan, 2018; Ferrell et al., 2017; 
Zeng et al., 2018). Studies examining the efficacy of nonphar-
macologic approaches generally do not include patients with 
advanced and metastatic cancer. These patients have a greater 
symptom burden, and the psychosocial aspect of these patients 
and their families presents an obstacle that is not only difficult 
to overcome but also very delicate to manage (Higginson, 2016). 
There is also evidence that many patients choose to spend their 
last days at home as their condition worsens, which presents 
another obstacle for research regarding this issue (Lin et  al., 
2023). For these reasons, there is insufficient evidence on non-
pharmacologic symptom control in patients with advanced and 
metastatic cancer.

The aim of this systematic review is to provide reliable, high-
quality data with an evidence-based, up-to-date overview of 
the use of nonpharmacologic interventions in the management 
of symptoms in advanced cancer patients with metastatic 
disease.

Methods

Study Design
Based on the knowledge gaps outlined in the introduction of 
this article, the current evidence on the effect of nonpharmaco-
logic interventions on symptom management of palliative can-
cer patients with advanced or metastatic disease is not enough 
and it should be addressed. To address this issue, this study 
conducted a methodological systematic review based on the 
Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (Moher, 2009). 

Inclusion and Exclusion Criteria
The criteria for inclusion of studies are as follows:

1.	 Randomized controlled trials evaluating the effects of non-
pharmacologic interventions on symptom management in 
patients with advanced or metastatic cancer.

2.	 Randomized controlled trials investigating the effects of 
nonpharmacologic interventions on pain, fatigue, nausea 
and vomiting, psychosocial distress, loss of appetite, dys-
pnea, constipation, and drowsiness.

3.	 Randomized controlled trials using placebo or no treatment 
as a comparation to the intervention.

4.	 Randomized controlled trials that has been published in 
2013 and after.

5.	 Randomized controlled trials with a JADAD score of 3 and 
above.

The criteria for exclusion of studies are as follows:

1.	 Randomized controlled trials which doesn’t have a solely 
cancer patient participants, or randomized controlled tri-
als without a solely advanced and metastatic cancer study 
group

2.	 Randomized controlled trials that are not in English or Turkish
3.	 Randomized controlled trials that have been published ear-

lier than 2013.
4.	 Randomized controlled trials that doesn’t have a clear 

description of the intervention done.
5.	 Randomized controlled trials with a JADAD score below 3.

Search Strategy
A comprehensive literature search was performed by search-
ing PubMed, EBSCO, Cochrane, and Google Scholar databases. 
“Nonpharmacologic,” “palliative care,” and “cancer” were the 
three main terms combined with the main symptoms of cancer 
palliative care such as “pain,” “fatigue,” “nausea and vomiting,” 
“psychosocial distress,” “loss of appetite,” “dyspnea,” “constipa-
tion,” and “drowsiness,” and each symptom was searched sepa-
rately. Similar keywords such as “complementary medicine,” 
“alternative medicine,” and “hospice care” were also used to 
search the Google Scholar and EBSCO databases. Filters for the 
time period from 2013 to 2023, study type randomized con-
trol trial, and languages English and Turkish were applied after 
entering the keywords to narrow the results.

The level of evidence of studies included in this systematic 
review was determined depending on Evidence-Based Practice 
in Nursing & Healthcare: A Guide to Best Practice, 2nd edition, 
by Melnyk and Overholt (Table 1) (Melnyk & Overholt, 2011).

Study Selection, Data Extraction, and Analysis
After the comprehensive search, a total of 1378 research 
papers were initially found. There were 654 duplicates that were 
removed, and the abstracts of the remaining 724 studies were 
reviewed. A total of 652 studies were excluded after examin-
ing the title and abstract. Three of the studies were removed 
because they were written in a language other than Turkish or 
English; 52 studies were removed because their study group 
either did not include patients with advanced and metastatic 

Table 1.
The Melnyk Level of Evidence Classification (Melnyk & Overholt, 2011)

Level of 
Evidence Type of Study

I Systematic review and meta-analysis of RCTs; clinical 
guidelines based on systematic reviews or meta-analyses

II One or more RCTs

III Controlled trial (no randomization)

IV Case-control or cohort study

V Systematic review of descriptive and qualitative studies

VI Single descriptive or qualitative study

VII Expert opinion

Note: RCT = randomized controlled trial.
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cancer or included a mixture of early-stage patients and 
patients with advanced and metastatic cancer, and one study 
was removed because it didn’t have a clear description of the 
intervention done. After all studies were screened and reviewed, 
five studies were excluded because their JADAD score was less 
than 3. JADAD Score system, is a numerical system to determine 
the methodological quality of a clinical trial by judging the effec-
tivenes of blinding therefore decreasing or removing bias. The 
main reason for excluding studies with a JADAD score of less 

than 3 was to exclude studies of low quality in terms of the aim 
of this systematic review. After this exclusion process, 11 stud-
ies remained to be included in this systematic review (Figure 1).

Results

Characteristics of Studies
Thirteen studies were included in this systematic review, four 
studies were published in 2019, three in 2017, two in 2018, two 

Cita�on iden�fied through electronical database search (n=1378)

PubMed (n=268)

Google Scholar (n=754)

EBSCO (n=314)

The Cochrane Central of Register of Controlled Trials (CENTER) (n=42)

Full text was accessed 
for eligibility. (n=72)

Excluded a�er reviewing the �tle and 
abstract (n=652) 

Excluded duplicates (n=654)

Cita�on for screening 
(n=724)

Randomized controlled 
trials included in this 
systema�c review. 
(n=11)

Excluded based on the following reasons (n=61) 

Randomized controlled trials which doesn’t have a 
solely cancer pa�ent par�cipants or randomized 
controlled trials without a solely advanced and 
metasta�c cancer study group. (n=52)

Randomized controlled trials that are not in English or 
Turkish. (n=3)

Randomized controlled trials that have been published 
earlier than 2013. (n=0)

Randomized controlled trials that doesn’t have a clear 
descrip�on of the interven�on done. (n=1)

JADAD score below 3. (n=5)

Figure 1. PRISMA Flowchart for Study Selection.
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in 2016, one in 2020, and one in 2013. The studies included in 
this systematic review had a total of 1975 participants, 1026 
participants were randomly assigned to the control group, and 
949 participants were randomly assigned to the intervention 
group. The median of the patients in the control group was 49 
and 46 for the intervention group, respectively. The median of 
the patients in all included studies was 46.5.

Three of these studies had a JADAD score of 5, two of them 
had a JADAD score of 4, and six of them had a JADAD score 
of 3. The studies included in this systematic review examined 
various symptoms both alone and in combination with other 
symptoms, as well as various nonpharmacologic approaches 
to manage these symptoms. Three of the studies examined 
“fatigue,” three examined “quality of life,” one examined “sleep,” 
three examined “dyspnea,” two examined “depression,” and 
one examined “pain.” To manage these symptoms, three of the 
studies included in the systematic review used “patient educa-
tion,” three of the studies used “exercise,” three of the studies 
used “fan therapy,” and the remaining studies used “reflexol-
ogy,” “cognitive behavioral therapy,” and “occupational therapy.”

Management of Fatigue
The effect of exercise on fatigue management was assessed 
in two of the 11 studies and one study assessed the exercise 
against cognitive behavioral therapy (CBT) on fatigue manage-
ment. In the first study, an RCT, performed by Cheville et al., in 
2013 for the effect of incremental walking and home-based 
training on fatigue management with 66 patients (level of evi-
dence II). In this study, participants done incremental walking 
and resistance-based home training for 8 weeks found to be 
effective for both fatigue and sleep (Cheville et al., 2013) In the 
second study, an RCT, performed by Wiskemann et al. in 2016 
with an attendance of 150 patients (level of evidence II). In 
this study, a resistance and endurance training was done three 
times a week for 12 weeks and it was found to be effective for 
the management of fatigue and QoL (Wiskemann et al., 2016). 
In the third study, an RCT performed by Poort et al. in 2020 with 
an attendance of 130 patients. In this study, participants done 
either CBT less than 10, 1 hour individual sessions or graded 
exercise therapy (GET), 2 hour sessions for 12 weeks (level of 
evidence II). Cognitive behavioral therapy improved both the 
fatigue and QoL; on the other hand, GET did not improve the 
fatigue of the patients (Poort et al., 2020).

Studies done by Wiskemann et  al. and Cheville et  al. did not 
report any adverse events. Study of Poort et al. (2020) reported 
adverse events but didn’t explain the adverse events.

Management of Quality of Life
Two of the 11 studies examined patient educations efficacy on 
QoL, one of the studies examined reflexology and one of the 
studies examined the efficacy of exercise on QoL. In the first 
study, an RCT was performed by Wiskemann et al. in 2016 with 
an attendance of 150 patients (level of evidence II). In this study, 
a resistance and endurance training were done three times a 
week for 12 weeks and it was found to be effective for the man-
agement QoL and fatigue (Wiskemann et al., 2016). The second 
study, an RCT, was performed by Epstein et al. in 2016 with an 

attendance of 383 patients (level of evidence II). In this study, a 
patient education lasting 60 minutes for 6 months was found to 
be effective on improving QoL of patients (Epstein et al., 2016). 
The third study, a multicenter RCT, was performed by Franciosi 
et al. in 2019 with an attendance of 281 patients (level of evi-
dence II). In this study, a consultation and visit program which 
lasts 45–60 minutes for the initial visit and 20–40 minutes 
for following visits for 24 weeks was found to be effective for 
improving QoL on patients (Franciosi et  al., 2019). The fourth 
study, an RCT, was performed by Sikorskii et al., in 2020 with an 
attendance of 209 patients (level of evidence II). In this study, a 
reflexology session of 15 minutes for each foot for at least once 
a week for four consecutive weeks found to be not effective on 
QoL of the patients (Sikorskii et al., 2020).

The study of Franciosi et  al. reported that patient education 
was more effective when following consultation visits or phone 
calls are made to the patients regarding their education. None 
of the included studies reported any adverse events during their 
interventions.

Management of Sleep
The effect of exercise on sleep was assessed in one of the 11 
studies. The study, an RCT, performed by Cheville et al. in 2013 
for the effect of incremental walking and home-based training 
on sleep with 66 patients (level of evidence II). In this study, par-
ticipants done incremental walking and resistance-based home 
training for 8 weeks found to be effective for both sleep and 
fatigue (Cheville et al., 2013). No adverse events were reported 
on this study.

Management of Dyspnea
The effect of handheld fan or only fan on dyspnea management 
was assessed in three of the 11 studies. In the first study, a par-
allel arm RCT, performed by Kako et al. in 2018 for the effect 
of fan on dyspnea management during the hospital stay was 
assessed with the attendance of 40 patients (level of evidence 
II). In this study, a 5-minute fan therapy, from the patient’s 
preferred distance, found to be effective in management of 
short-term dyspnea (Kako et al., 2018). In the second study, a 
phase 2 clinical trial, performed by Wong et al. in 2017 for to 
assess the clinical feasibility and outcomes of fan on dyspnea 
management of Chinese patients with advanced cancer with 
30 patients (level of evidence II). In this study, a 5-minute fan 
therapy with a low flow rate was directed at the patient’s face 
from the patient’s preferred distance, found to be effective 
in management of short-term dyspnea (Wong et al., 2017). In 
the third study, a randomized controlled experimental study, 
performed by Kocatepe et al. in 2021 using a handheld fan to 
manage dyspnea with the attendance of 96 patients (level of 
evidence II). In this study, a 5-minute fan therapy from 15 cm 
with a flow velocity of 4 km/h was found to be effective on dys-
pnea (Kocatepe et al., 2021).

No adverse effects as well as no changes on metabolic param-
eters were reported in neither of the three studies, but the 
study of Wong et al., (2017) reported a concern of the patients 
which was getting a cold or getting headaches from the fan 
therapy. 
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Management of Depression
The efficacy of patient education on depression was assessed by 
two of the 11 studies. The first study, a multicenter randomized 
clinical trial performed by Franciosi et al. in 2019 with an atten-
dance of 281 patients (level of evidence II). In this study, a con-
sultation and visit program which lasts 45–60 minutes for the 
initial visit and 20–40 minutes for following visits for 24 weeks 
was found to be effective for improving QoL but not effective 
for depression (Franciosi et al., 2019) The second study, a pilot 
randomized controlled clinical trial, performed by Carmo et al. 
in 2017 with an attendance of 60 patients (level of evidence II). 
In this study, neither CBT 90 days with five weekly individual 
sessions nor early palliative care was found to be effective on 
management of depression (do Carmo et al., 2017). None of the 
studies reported any adverse events.

Management of Pain
The effect of reflexology on pain is assessed in one of the 11 
studies. The study, an RCT, was performed by Sikorskii et al. in 
2019 with an attendance of 209 patients (level of evidence II). 
In this study, a reflexology session of 15 minutes for each foot 
for at least once a week for four consecutive weeks found to be 
effective on pain (Sikorskii et al., 2020) (Table 2).

Discussion

Fatigue is a significant problem, and it affects 62–85% of the 
cancer patients. Fatigue prevents patients from doing their 
daily activities, getting their treatments and drops their QoL. 
Descriptive studies show that cancer patients from the time 
they start their treatments to their death continues to expe-
rience fatigue (Wang et  al., 2014). Available evidence shows 
that fatigue severity is also connected with increased mortality 
rate as well (Cheng & Lee, 2011). European Society for Medical 
Oncology (ESMO) guidelines suggest that moderate-intensity 
resistance training and home-based trainings are both effective 
on the management of fatigue; it is also stated in the guideline 
that when planning training to the patients, cachectic patients 
should be excluded because of their susceptibility to physical 
trauma (Fabi et al., 2020). Meta-analysis of Kessels et al. in 2018 
also suggests that an aerobic exercise with high adherence lev-
els is the most effective type of exercise for managing fatigue.

Included studies in this systematic review suggest that resis-
tance-based exercise training for 12 weeks, CBT for 8 weeks, 
and home-based endurance training for 12 weeks were all effec-
tive management methods for fatigue. The evidence on usage 
of exercise and CBT on management of fatigue is not adequate. 
But it is shown that physical exercise doesn’t increases fatigue 
and still has other health benefits, so it is recommended to use 
physical exercise on patients’ with fatigue.

Quality of life is a multifactorial concept that gets effected from 
the patient’s symptoms, cultural beliefs, personal beliefs, and 
their perception of support. Psychological and physical symp-
toms of the cancer affect the patient’s QoL directly. Available 
evidence shows that pain, fatigue, dyspnea, anxiety, depression, 
and sleep deprivation are the symptoms that drops the QoL of 
the patients most significantly (Clark et al., 2013). Maintaining 
or improving QoL for cancer patients should be the first aim 

of the palliative care for the advanced and metastatic cancer 
patients. Since QoL gets affected from multiple factors, there is 
no definitive way for management. Alleviating patient’s symp-
toms, providing psychological and spiritual support, patient 
education, and implementing the patient participation in their 
treatment may help to increase the patient’s QoL.

Included studies in this systematic review suggest that both 
patient education and exercise are effective ways for improving 
patient’s QoL, while reflexology is not. Physical exercise known to 
alleviate dyspnea symptoms and patient education is known to 
have an effect on general symptom burden on cancer patients. 
Reflexology is generally used for pain management with the 
moderate effect, alleviating pain may improve a patient’s QoL 
but more high quality studies should be done to confirm this on 
advanced and metastatic cancer patients. It is recommended 
to use patient education and exercise for improving QoL of the 
patients, since reflexology doesn’t have a known adverse effect 
on patient’s if reflexology suits patient’s cultural and personal 
beliefs it might be beneficial to use it as well.

Sleep is essential for the continuity of life. Sleep deprivation 
is one of the most challenging symptom of cancer patients. 
Prevalence of sleep disorders between cancer patients is 
24–95% (Mercadante et al., 2017). Sleep disorders can have dif-
ferent types such as not being able to fall asleep, waking earlier 
than normal, not feeling rested when waking up or not being 
able to continue the sleep. While psychological symptoms might 
trigger sleep disorders, sleep disorders themselves can also trig-
ger physical symptoms such as fatigue and pain. Both ESMO 
and American Society of Clinical Oncology (ASCO) guidelines 
suggest that acupuncture and cognitive behavioral therapy are 
effective ways of managing sleep disorders (Mao et al., 2018). 
Meta-analysis done by Suh et al. in 2021 including 1318 patients 
founded that mindfulness-based stress reduction program for 
8 weeks is effective for managing sleep disorders. 

Included study in this systematic review by Cheville et al. in 
2013 founded that physical exercise for 12 weeks is effec-
tive for management of sleep disorders. Physical activity can 
increase dopamine, serotonin, and norepinephrine levels in the 
brain which may help patients to sleep easier. For advanced and 
metastatic cancer patients, physical exercise might not be an 
option because of their symptom burden and physical condi-
tion. It is recommended that if the patient is available, physical 
exercise is an effective way to manage sleep disorders.

Dyspnea or shortness of breath is a complex and subjective 
symptom that can be very distressing for both the patient 
and his or her relatives. Along with pain, it is one of the most 
common symptoms in patients with advanced and metastatic 
cancer. Both the intensity and frequency of dyspnea typically 
increase with progression of disease prognosis (Damani et  al., 
2018). In the current literature, there are numerous nonphar-
macological methods for the treatment of dyspnea. However, 
the most accessible and easy-to-use method with the high-
est level of evidence is fan therapy. Both the ESMO and ASCO 
guidelines recommend fan therapy as a treatment modality for 
dyspnea. While the ASCO guideline doesn’t specify how long or 
how far the fan should be used, it does suggest that almost any 
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air movement in the face is useful for rapid relief of dyspnea. In 
contrast, the ESMO guideline clearly recommends the use of a 
fan for 5 minutes, but again doesn’t specify the distance (Hui 
et al., 2020, 2021) The meta-analysis performed by Yu et al. in 
2019, involving 198 adults, states that application of the fan to 
the branches of the second and third branches of the trigeminal 
nerve for a duration of 5 minutes from a distance of 15–40 cm 
provides rapid and effective relief of dyspnea (Yu et al., 2019). 
Similarly, Kako et  al.’s (2019) meta-analysis of 70 end-stage 
cancer patients showed that a 5-minute fan treatment directed 
at the patient’s face had a significant positive effect compared 
with no intervention or placebo (Kako et al., 2020).

Three included studies in this systematic review have founded 
that fan therapy was effective on the management of dyspnea 
for advanced and metastatic cancer patients. Five minutes of 
fan therapy from 15 to 40 cm of length targeting the second 
and third branch of trigeminal nerve is found to be most effec-
tive method. Because dyspnea is much more difficult to manage 
as death approaches and is highly responsive to psychological 
aspects of patients, it is recommended that nonpharmacologic 
methods be used in combination with pharmacologic methods 
to manage dyspnea. Fan therapy is an inexpensive, easy-to-use, 
and effective method of managing short-term dyspnea.

Depression can be hard to identify and manage on advanced 
cancer patients, because of cancer symptoms masking symp-
toms of depression such as fatigue, loss of appetite, and sleep 
disorders. Depression prevalence is 15–29% among cancer 
patients. Even though the prevalence seems low, it is four times 
higher than normal population (Irwin, 2013). Depression among 
cancer patients also known to be related to higher mortality 
rates and lower treatment adherence (Krebber et al., 2014). The 
meta-analysis done by Lopez et al. in 2019 with 3441 patients 
and it was found that cognitive behavioral therapy was effective 
on management of depression among patients (López-López 
et al., 2019).

In this systematic review, one study assessed CBT and one 
study assessed patient education on depression for advanced 
and metastatic cancer patients. Both CBT and patient educa-
tion were not found effective in the management of depression 
for advanced and metastatic cancer patients. Since there is not 
enough evidence to draw definitive conclusions and there are 
evidence showing that CBT is effective for managing depres-
sion among cancer patients. It is recommended that CBT can 
be used to manage depression for patients with advanced and 
metastatic cancer.

Pain is the most common symptom in advanced and metastatic 
cancer patients (Bouhassira et al., 2017; Haenen et al., 2022; van 
den Beuken et al., 2016). Pain itself is a symptom that signifi-
cantly lowers patients’ QoL, but research shows that pain is also 
associated with increased mortality and poor prognosis (Fizazi 
et al., 2015; Smith et al., 2014; Zylla et al., 2017). Despite all this 
evidence and guidelines, the literature also shows that pain is 
not appropriately managed in most patients (Cagle et al., 2015; 
Knaul et al., 2018; Kwon, 2014). Pain is a symptom that can be 
influenced by past experiences, cultural beliefs, age, gender, and 

many other factors. This may explain why pain management 
is difficult and underperformed in many palliative care clinics 
around the world (Sholjakova et al., 2018). Meta-analysis done 
by Lee et  al. in 2015 including 559 participants founded that 
massage was effective in management of pain for advanced and 
metastatic cancer patients except patients with bone metasta-
sis (Lee et al., 2015). ASCO guideline suggests music therapy, 
Transcutaneous Electrical Nerve Stimulation (TENS), mas-
sage, reflexology, acupuncture, and aromatherapy are effective 
methods for managing pain on advanced cancer patients (Mao 
et al., 2022).

In this systematic review, one study assessed the efficacy of 
reflexology for managing pain among advanced cancer patients. 
It was found that 15 minutes of reflexology for each foot, at 
least once a week for four consecutive weeks was effective in 
managing pain for advanced and metastatic cancer patients. 
Even though the amount of evidence is not enough, it is rec-
ommended to use reflexology as a method for managing can-
cer pain among advanced and metastatic cancer patients. Since 
reflexology doesn’t have known any adverse effects and it has 
been found to useful for managing pain for nonadvanced cancer.

Conclusion and Recommendations

This systematic review revealed that, although the studies cur-
rently in the literature are valuable, they either lack a homoge-
neous group of advanced and metastatic cancer patients or 
include pharmacological treatment of symptoms. However, the 
number of studies done regarding the advanced and metastatic 
cancer patients and their symptom management through non-
pharmacological methods are low, which makes it difficult to 
draw decisive conclusions.

Therefore, more high-quality studies should be done regard-
ing the symptom management through nonpharmacological 
methods.
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