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ABSTRACT 

This descriptive, non-randomized study of a convenience sample of eleven 

subjects describes the use of Slow Stroke Back Massage (SSBM) relative to the 

hospice/palliative care patient's perception of pain and distress. Data collection included 

two self-report tools: the Faces Pain Rating Scale and the Distress Scale. Also used \Vas 

the Datascope Accutor Pulse OximeterTM to obtain data on peripheral pulse rate and 

peripheral Sp02 levels. Chart review and a demographic form were also used. 

Data analysis vvas done using descriptive non-parametric statistics. The subjects 

reported lower pain and distress and demonstrated lower pulse rates after the intervention. 

This study provides some evidence of the usefulness of this 3- minute independent 

nursing intervention which can be safely used as a complementary pain and stress relief 

measure on a hospice/palliative care unit. 



CHAPTER ONE 

INTRODUCTION 
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Pain and distress are two important issues for patients and their families who are 

experiencing terminal illness in a hospice-palliative care setting. Pain is a complex, 

noxious physical and emotional experience involving tissue damage (American Pain 

Society, 1992). Distress is mental anguish and suffering and manifests as the emotional 

aspect of the pain experience. The Slow Stroke Back Massage is a comforting nursing 

intervention that has been traditionally used to relieve pain and distress. Hospice

Palliative Care is a multidisciplinary approach to providing holistic care for the terminally 

ill patient and their family with the goal of relieving suffering and providing expert 

comfort care when curing is no longer possible (Steele, 1990; Gores, 1994). 

Theoretical Perspective 

This study was based on Newman's theory of Health as Expanding Consciousness, 

which provided a conceptual frame·work to help explain the therapeutic effects of 

rhythmic massage and its potential to reduce pain and distress. Newman's model is 

portrayed in relation to the major concepts and outcomes of this study in Figure 1. 

Margaret Newman (1994) describes the rhythmic patterns of life and the environment and 

their increasingly complex intertwining that emerges as the person evolves in a holistic 

manner toward an ever-expanding consciousness. Terminal illness interrupts the 

predictable, normal fluctuations of life and results in a period of disorganization, 
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unpredictability and uncertainty during which the role of the nurse is to act as a partner to 

"be there and listen" and to offer comfort care as a trusted insider-expert. There are no 

separate parts and the nursing process involves" sensing into the patterns of the whole ... 

the individual field is continuous with the family and environment" (Newman, 1994, 

p.107). 

Newman ( 1994) states that caring nurses use therapeutic touch massage to induce 

a shared consciousness of patterns and this process offers a focus to help stabilize a client 

so that they may then feel confident in trying nevv ways of acting and thinking and also 

have new energy to identify their ovvn patterns and choices. Before the massage is begun, 

the nurse places her hands on the client and begins to breathe in the sarri-e rhythm as the 

client, sensing the pattern and establishing a centered focus; then the slow, smooth, 

rhythmic stroking is begun along the back muscles. 

Aslani (1997) also supports Newman's view:" a connection between giver and 

receiver is established, resulting in a heightened sense of awareness. During a massage 

the hypnotic rhythm of the strokes and ensuing relaxation result in a feeling of well-being 

and calm for both giver and receiver" (p. v). Holistic Nursing practice incorporates being 

sensitive to and sharing the client's energy field and patterns during massage which is 

used to relieve aiL'<iety, fear, grieving and discomfort (Shames, 1997). The interaction of 

the nurse and client during the rhythmic patterns of massage may also assist the client to 

be able to shift to considering emotional and spiritual concerns and the meaning of family 

and life patterns, as the patient prepares to make the mysterious transition from life to 

death or, as Newman feels, to an ever expanding consciousness. 
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The pain that terminal cancer patients experience is usually related to tumor mass 

invading tissue space. The resulting pressure may cause pain sensations ranging from a 

dull ache to constant severe electric shocks. The most feared consequence of cancer is 

pain (Anderson, 1982) and is reported in 70 to 90 percent of patients with advanced 

terminal disease (Portenoy & Cole, 1990) and 80 to 94 percent of patients being cared for 

in a hospice program (McMillan & Tittle, 1995). Fifty percent of patients reporting pain 

have moderate to severe pain and 25 to 3 0 percent report their pain as very severe 

(Agency for Health Care Policy and Research, 1994). 

"Pain is whatever the experiencing person says it is, existing whenever the 

experiencing person says it does (McCaffery & Beebe, 1989, p.7). Pain is reported as an 

individual's subjective response and, as such, cannot be experienced or observed directly 

by another individual. The meaning of pain to the individual and family varies vvith the 

situation. For example, the pain of labor has a very different meaning than the pain of 

metastatic uterine cancer. 

Distress is physical or mental anguish or suffering and may include anxiety, fear, 

spiritual distress, powerlessness, hopelessness, anticipatory grief, social losses and the 

meaning of pain. Measurement is primarily subjective, but some possible objective 

measures include increased heart and respiration rates, diaphoresis, hyperactivity and 

distressed affect. Distress is at one end of a continuum ranging from eustress or good 

stress to distress, or bad stress. 

Distress can be marked by various stages of anxiety ranging from mild, moderate and 

severe to an extreme panic reaction, depending on individual response to the situation. 
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Distress can be manifested as physical symptoms such as increased cardiac and 

respiratory rates, hypervigilance, tense muscles and hyperactive reflexes. It is also 

marked by feelings of danger from a known or unknown source (Frisch & Kelley, 1996). 

A distressor is "A stimulus that is experienced as threatening, or one that mounts (either 

directly or indirectly) a maladaptive response" (Erickson, et al, 1983. p.253). "Stress 

becomes distress when there is a continual or intense need to readjust or adapt" 

(McCaffery & Beebe, 1989. p.190). 

The greater the cancer pain, the greater the feeling of emotional distress, anxiety and 

suffering (Gaston-Johansson, et al, 1992). The psychological aspects of pain can also 

cause fatigue, sleeplessness and depression as well as anxiety and suffering (McCaffery& 

Beebe, 1989; McCorkle & Young, 1978; Sarna & Brecht, 1997; Paice, 1991; and Spross, 

1985) The distress that terminal patients experience includes physical and mental 

anguish and suffering induced by a life threatening event or situation such as the pain of 

terminal cancer. 

The components of the pain experience that may lead to distress in dude noxious 

physical symptoms, psychological and social problems, and cultural and spiritual 

concerns (Woodruff, 1993). Terminal illness frequently precipitates situational and 

family crisis accentuating fears of loss; anger, hopelessness and apprehension thus 

increasing distress (First & Kelly, 1996; Heidrich, 1996; Rosen, 1990). Scanlon (1989) 

states that hospice patients worry about "further debilitation and dependence, pain and 

suffering, consequences for dependents, arranging affairs, an uncertain future, lingering, 



dying alone, loss of control, changes in relationships, existential concerns, changes in 

mental functioning, and afterlife." (p.492). 
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Hospice is a philosophy of care that promotes holistic end of life comfort that enables 

a patient and his or her family to experience a comfortable death. Hospices provide care 

for people with end stage cancer that includes assessment and treatment of psychological 

and physiological stressors as well as social and spiritual concerns (McGuire, 1985; 

Spiegel & Bloom, 1983). 

Kolcaba (1995) describes comfort requirements that must be met in order to have a 

peaceful and comfortable death including relieving physical needs pertaining to bodily 

sensations and physiological problems relating to their diagnosis, such as pain, nausea or 

dyspnea. Dying patients have psycho-spiritual requirements focusing on avvareness of the 

needs of the inner self such as self-esteem, sexuality and spiritual needs. Environmental 

comfort needs include being able to control noise, light and physical surroundings; social 

comfort needs include relationships with family, friends and society. These areas are 

sources of distress if needs are unmet. 

Hospice nurses, as pivotal members of the team, have a unique opportunity and the 

responsibility to implement therapeutic comfort interventions, which enable the patient 

and family to achieve a comfortable death. Nurses provide comfort to patients, not only 

in administering narcotics and adjuvant medication, but also in providing non

pharmaceutical interventions as well such as comforting back massage. (Anderson, 1982; 

Clarke, French, Bolito, Capasso, Edwards, & Empoliti, 1996; Fairies, Mills, Goldsmith, 

Phillips, and Orr, 1991 ; Ferrell, Eberts, McCaffery, and Grant, 1991). 
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This study examined the efficacy of Slow Stroke Back Massage (SSBM) as a 

therapeutic nursing comfort intervention in the hospice setting. Massage is defined as " a 

conscious, deliberate, and often formalized use of the instinctive response to comfort 

another person using touch" (Horrigan, 1995, p.125). Slow Stroke Back Massage is a 

light pressure, slow, soothing, rhythmic massage using, circular strokes up and down the 

spine and across the shoulders. From the crown of the head to the sacral area, light 

contact is maintained for three minutes. (Elizabeth, 1966, Perry & Potter, 1990, Sims, 

1987). 

Massage to relieve pain and promote circulation and relaxation was found to be a 

valid cutaneous stimulation method for use by nurses (Iowa Intervention Project (1996); 

Mobily, Herr & Nicholson (1994). Herr & Mobily (1992), in a Delphi survey, found that 

simple massage as a independent nursing activity to relieve pain, was among those 

interventions that received the highest intervention content validity rating with a score of 

0.91 among ninety- seven responders. 

McCaffery & Beebe (1989) depict pain, anxiety and muscle tension as parts of an 

unending wheel which can spiral out of control unless it is interrupted at one or more of 

these points. Massage can interrupt this cycle of distress by easing muscle tension and 

thus ease pain and anxiety. Providing comfort, ease and relief from stressful health related 

situations are historically and currently a goal of nursing care (Cameron, 1992; Degner, 

Gow, & Thompson, 1991; Kolcaba, 1991, 1994, 1995; Morse, Bottorff, & Hutchinson, 

1994; Moseley, 1985). 
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Snyder, et al, (1996), state that independent nursing interventions for patient comfort 

have been used by nurses since the time of Florence Nightingale and have included such 

things as environmental comfort, back rubs and the use of heat and cold. With the rapid 

rise of medical technology in the last forty years, many nurses have become managers of 

technical equipment and care givers who simply monitor responses to medical 

interventions. 

The development of nursing theories and nursing diagnoses, the results of the Iowa 

Intervention Project (1996) in classifying interventions and treatments, plus the need to 

justify and clearly define our nursing interventions for financial reimbursement, have all 

combined to encourage nurses to make distinct the essential qualities of professional 

nursing practice. 

Problem 

Independent nursing interventions, such as massage, to relieve pain and distress are 

known to be underused to the detriment of patient care. (Clark, et al, 1996; Ferrell, et al, 

1991; Herr and Mobily, 1992). Treatment of pain and distress tends to be limited to the 

dispensing of medication with minimal or non-existent use of non-pharmacological 

complementary interventions. Despite the nurse's role, few independent nursing 

interventions to relieve pain and distress have described in the literature (Ferrell, et al, 

1990; Malek and Olivieri, 1996) .. 

The World Health Organization (1996) recommends the use of progressively stronger 

analgesics which provide great benefit and are a necessary first line ·weapon against 

cancer pain that should never be overlooked. However, there are other pain relief 
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considerations that are frequently discounted and vastly under used. Hospice nurses have 

a critical role in assessing and titrating pain medication and evaluating effects and are 

held accountable for pain management by the Joint Commission on Accreditation of 

Health Care Organizations (Malek and Olivieri, 1996; Portnoy and Cole, 1990). 

Pain management guidelines have been set forth by the American Pain Society 

(1992), the American Nurses Society and Oncology Nursing Society (1996), and the 

Hospice Nurses Association (1995). These guidelines emphasize a multi disciplinary 

approach as utilized in hospices, an individualized care plan, ongoing assessment and use 

of both drug and complementary pain control therapies (Clarke, et al, 1996). 

Purpose 

The purpose of this study was to describe the efficacy of Slow Stroke Back Massage 

(SSBM) relative to hospice patients ' self-reports of relief of pain and distress. 

Additionally, the use of breakthrough analgesics and anxiolytics as well as peripheral 

pulse and peripheral Sp02 levels were described in relation to the SSBM nursing 

intervention. 

Research Questions and Hypotheses 

1. What are the differences in the subjects rating of pain before and after SSBM? 

Hypothesis: There will be a decrease in the subject's perception of pain after receiving the 

three-minute intervention. 

2. What are the differences in the subject's perception of distress before and after 

SSBM? Hypothesis: There will be a decrease in the subject's perception of distress after 

receiving the three-minute intervention. 



3. What are the differences in the subject's peripheral pulse before and 10 minutes 

after receiving the SSBM intervention? Hypothesis: There will be a decrease in the 

peripheral pulse rate after the intervention. 

4. What are the differences in the subject's Sp02 before and 10 minutes after the 

SSBM intervention? Hypothesis: There will be an increase in the Sp02 after the 

intervention. 
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5. What are the differences in the subject's use of breakthrough narcotics in the 24 

hours before and the 24 hours after the SSBM intervention? Hypothesis: There will be a 

decrease in the use of breakthrough narcotics after the intervention. 

6. What are the differences in the subject's use of breakthrough anxyolitics in the 24 

hours before SSBM and the 24 hours after the intervention? Hypothesis: There will be a 

decrease in the subject' s use of breakthrough anxyiolytics after the intervention. 

Definitions 

Anxiolytics are medications used to reduce anxiety and therefore potentiate 

analgesics. Fast acting benzodiazepines such as lorazepam and midazolam are the drugs 

of choice, although chlorpromazine may be needed for severe terminal restlessness. 

Distress is physical or mental anguish or suffering and occurs on a continuum from 

eustress to distress. It is manifested as various stages of anxiety from mild, moderate and 

severe to extreme panic. Physiologically it is presented as increased cardiac and 

respiratory activity, a distressed aspect, hyperactivity, diaphoresis and if severe enough, 

shock. 



Narcotics are opiate drugs that work at the CNS level by binding at the mu receptor 

site to block perception of pain. Morphine, hydromorphone, fentanyl, methadone, 

meperidine and codeine are included in this class. 

Pain is a noxious physical and emotional experience involving tissue damage and is 

most reliably measured by the individual's self report of pain intensity. 
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Peripheral Sp02 is the percent of saturation of hemoglobin by oxygen molecules at a 

peripheral site such as a finger or ear lobe. Values of 90-100% are considered within 

normal limits. 

Peripheral pulse is the palpable physiological indicator of cardiac heart rate at a 

peripheral site such as the radial or pedal pulse site. It is usually closely correlated with 

the apical heart rate. 

Summary 

Hospice patients frequently have significant problems with physical pain and 

psychological distress and are, therefore, appropriately medicated with narcotic and anti

anxiety medications. However, these medications have sedating side effects which prove 

distressing for patients and their families and also increase the risk of injury. In this 

descriptive study, a nursing intervention was proposed to reduce pain and distress with 

the expectation that the frequency of PRN medications would be reduced and 

psychological and physical comfort would be increased. 
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REVIEW OF LITERATURE 

Introduction 
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In this chapter, a discussion of previous studies of the use <?f the SSBM technique will 

be presented. The relevance of the previous studies to the proposed study will be 

discussed and also the theoretical basis for the effects of comforting touch and massage 

The pain theory of Melzack and Wall (1970) and the effect and prevalence of pain on 

hospice patients will be discussed. The theory and Lazarus and Folkman (1984) will be 

used to describe the distress seen in end stage cancer patients. Benson's (1975) 

Relaxation Response will be included to further explain the possible effects of SSBM on 

hospice patient's perception of pain and distress. A summary of the relationship between 

pain and distress will conclude this chapter. 

Slow Stroke Back Massage Studies 

Sr. Regina Elizabeth (1966) was the first to precisely described using a slow rhythmic 

back massage for three to five minutes to induce an autonomic nervous system response. 

She stated that slow, repetitive motions affected the parasympathetic system, thus 

inducing relaxation. The area massaged should be from the crown of the head to the 

sacrum and should be not more than two inches on either side of the spinous processes. 

Slow Stroke Back Massage was described in the literature in thirteen studies from 

1964 to 1995 (Table 1). The majority ofthe subjects in the studies ranged from young, 

healthy students to well-elderly in nursing homes. However, Ferrel-Torey & Glick 

·. 



Table 1. Previous studies conducted using Slo\v Stroke Back Nfessage 

-. 
AUTHOR DATE SUBJ ECTS 

Corely, et al 1995 ·N=12 
Elderly in nursing 
home 

Fakouri & Jones 1987 N=18 
Well elderly in 
nursing home 

I Ferrei-Torrey 1993 N=9 
1 & Glick o cancer pt in 

i hospital 

I Fraser & Kerr 1992 N- 21 

I i'JCJrsing home 
I patients I 

! Greer, et al 

I 
199o N=18 

I \'/ sll elders 

: Kaada & 1989 I N=12 
Torst ein Fts. With myalgia 

Ka ufma n I 1964 I N=36 ' 
I 

I 
·i'Jor.-c: cu ts iv ill 

! I acl! lts ' . ; 

Longworth 1982 ~J -32 

Yc•J ng . we!! 2 
Students 

,\leek 1992 N=30 

2. :;.. elderly in 
heme hospice 

i Sims 1986 ~J =o 

I Q cancer patients 

j Temple 

I 
1967 Hospital ized 

I I patients 
Tyler, et al 1990 

I 
N-173 

I 
Intubated ICU 
pat ents 

Wei nrich & 1990 r-;=28 

I 
vVeinrich :"' . ~ cancer patients 

I 
i I 

HR= heart rate 
PB = blood pressure 
E~.1G = e! ectromyographic 

GSR= ga lvan ic skin response 

I 
I 

I 

I 
I 

- --
LENGTH & RESULTS 
REPE.A.TS 

PHYSIOLOGICAL PSYCHOLOGICAL 

3 " X 1 <Hr +mood (F) 
<BP >comfort 83% 
>Temp (M) * calming 67% 

relaxed 58% 
3" x 3 days <HR *(lasted 10 ") >relaxation 

<BP * 
>Temp 
>sleep 

30'' . <pa in* <SIAl* 
x 2 days <HR >relaxation* 

<respirations +adjunctive nursing 
>sleep intervention 

5" 

I 
<E:\IG* <STAI 

x 4 days <BP >relaxation 
>well being 

10" 

I 
>Sa livary lg A <STAI 

x1 
20 '' 

I 
< pa in >fee ling of ·.ve il being 

x1 +temperature > 
I + endor"hm > f-1 

3,... " 

I 
< HR 

I 
> re laxation -o 

x 1 GSR = no change + re2ction 

I 

3'' = > S82, < HR, <E\lG < anxi et::l 
6" = >HR.> E1\lG <STAI * 

(+tactile 
defensiveness) 

3 "x 2 days <HR * 
<BP * 
>temp* 
(results lasted 5 ") 

10" <pain > relaxation 
x1 >sleep +well being 

+mood 
10 "X 1 

I 
<anxiety 
> rapport 

1" X 1 > HR >stress 
< 02 saturation 

10 ·• X 1 o = <HR,>BP, 
<pa in* 

2 =no change 

STAI =State Tra1t Anx1ety Inventory 
* = statistically significant 
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(1993), Sims (1986), and Weinrich & Weinrich (1990), all had subjects that were 

hospitalized cancer patients. The only study done on hospice patients was Meek (1992) 

who used 30 elderly home hospice patients. The average number of subjects studied was 

18 with a range of 6-36, with the exception of the Tyler, et al (1990) rriulti-site study on 

173 intubated ICU patients. The average length of the massage was 6 minutes and the 

majority were conducted one time. 

Six of the studies indicated that the subjects had decreased pulse rates after the 

massage (Corley, et al, 1995; Fakouri & Jones, 1987; Kaufman, 1964; Longworth, 1982; 

Meek, 1992; and Weinrich & Weinrich, 1990). Only one study addressed oxygen 

saturation, Tyler, et al, 1990 and they found a decrease in oxygenation in the intubated 

ICU patients. Four studies addressed the issue of pain perception and all indicated that 

pain -vvas perceived as less after the massage intervention (Ferrell-Toney & Glick, 1993; 

Kaada & Torsteinbo, 1989; Sims, 1989; and Weinrich & Weinrich, 1990). 

Eleven of the studies (Corely, et al, 1995; Fakouri & Jones, 1987; Fenel-Torrey & 

Glick, 1993; Fraser & Kerr, 1992; Groer, et al, 1995; Kaada & Torsteinbo, 1989; 

Kaufman, 1964; Long-vvorth, 1982; Sims, 1986; and Temple, 1967) addressed 

psychological issues and all except one (Tyler, et al, 1990) indicated that the subjects 

reported some type of positive response such as an increase in well being, positive mood 

and relaxation, decreased STAI scores or decreased anxiety. 

These earlier studies suggest that Slow Stroke Back Massage has the potential to 

relieve pain and distress because of the therapeutic effect of comforting touch in 

producing the relaxation response. According to the gate control theory of pain 



(McCaffery and Beebe, 1989), SSBM also may cause the gate to close on the pain 

response by stimulating the large nerve fibers in the skin and inhibiting brainstem 

impulses through the distraction of touch and reducing anxiety by inhibiting cerebral 

cortex and thalamus impulses. 

The Comforting Touch 
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Nurses touch patients for both procedures and to provide comfort. Comforting touch 

emotes empathy toward the patient and the nurse's awareness of the patient's 

psychosocial needs. Comforting touch is mostly viewed positively by patients and is 

perceived to reduce distress. Touch also provides a soothing effect, reduces anxiety and 

gives a feeling of security, especially if given to those who are ill. Other factors that 

induce relaxation are massage that is done infrequently; is short in duration and weak in 

intensity; is in contact with skin of minimal enervation, such as the back; and involves 

minimal active movement of the skin (Weiss, 1986). 

Heart rate has been observed to drop during comforting touch interactions (Weiss, 

1990), and slow in a comatose patient just by a nurse laying a hand gently on them 

(Weiss, 1986). Tovar and Cassmeyer (1989) also found that heart rate decreases in 

paralyzed patients by gentle hand holding. They also state that gentle physical touch 

activates the parasympathetic nervous system neurotransmitter, acetylcholine, which acts 

on the hypothalamus to decrease heart rate, relax the vessels of the gastrointestinal tract 

and skin, increase lacrimal, salivary, bronchial and gastric secretions, constrict the 

bronchioles and pupils, relax the internal urethral sphincter and increase skin temperature. 
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Hospice nurses provide holistic care and hospices are a most appropriate setting for 

use of comforting touch as most patients are critically ill, have a great number of 

stressors, have suffered from alienation and are hungry for touch that assures acceptance 

(Kubler-Ross, 1971; Tovar and Cassmeyer, 1989: Younger, 1995). 

Bottorff (1993) found that nurses, who gave a comforting touch, used the palms of 

their hands and also provided emotionally supportive behaviors. Sadly, she notes this 

kind of touch is used very infrequently, even though it is greatly needed. Cousins (1979) 

wrote of the distress he experienced during his hospitalization, and his desire for warm 

human contact. 

Further rationale for nurses use of a comforting back massage to reduce pain and 

distress is given by Schoenhofer ( 1989) who stated that affectional touch, or "touch that 

communicated: recognition, acceptance, protection and caring" is vitally needed by the 

critically ill, because they are often socially isolated. Ferrell-Torrey and Glick (1993) 

and Sims ( 1986) found that patients experienced less pain and had increased relaxation 

and well being after a comforting nursing massage. 

Estabrooks and Morse ( 1991) note that touching needs to be further explored and 

understood as it is central to nursing care. They used the definition that touch is 

" ... observable skin to skin contact that has a communicative and affective dimension that 

involved voice, posture, affect, intent and meaning within a context" (p. 450) and that it 

can be " ... positive, neutral or negative" (p. 455). These researchers also found that 

nurses learn a touching style based on culture, family, street learning, personal 

experience, nursing school and work experience. In order to receive permission to touch 



a patient, the nurse goes through a process involving entering, whereby permission to 

enter a patient's personal space is given, by verbal and non-verbal cues; this is done by 

talking. The next phase is both talking and touch and becomes connecting, which is a 

reciprocal caring or "bumping of souls" (p. 453). The informants in this study felt that 

the most important part of touch was patient permission. 

Use and Techniques of Massage 
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Cutaneous stimulation, or massage, is a method of alleviating pain by gently 

stimulating the skin and adjacent tissues. The theoretical basis for this relief originates 

with Melzack and Walls' (1970) Gate Control Theory which suggests that small diameter 

nerve pain transmissions are closed by large diameter nerve fibers in the skin when they 

are stimulated by massage. Effective pain relief is reported by patients during the 

massage intervention and for varying lengths of time afterward (Barbour, McGuire and 

Kirchoff, 1986; Kaada and Torsteinbo, 1989; McCaffery and Beebe, 1989; Owens and 

Ehrenreich, 1991 and Weinrich and Weinrich, 1990). 

Mobily, et al, (1994) conducted a Delphi. survey to validate and identify pain 

management interventions, including massage. They identified nineteen basic nursing 

activities to be included in the "Simple Massage" section of the Nursing 

InterventionClassification (NIC). The ninety-seven registered nurses surveyed all held 

Master's degrees or higher and were members of the International Association for the 

Study of Pain (IASP) and/ or the Pain Research Section of the Midwest Nursing Research 

Society (MNRS). These nurses with pain management expertise identified nineteen basic 

nursing activities for inclusion in the Simple Massage section of the NIC. 
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Pain Theory 

The conceptual model for this study on the physiological and psychological effects of 

SSBM is based on Melzack and Wall's (1970) gate control theory of pain which offers an 

explanation of the physical sensation of pain as being caused by the stimulation of the 

nociceptor nerve fibers and the connection between the sensor, or small peripheral and 

large diameter spinal cord nerve fibers. The emotional component of pain such as the 

distress of anticipation and anxiety is facilitated in the cerebral cortex and the thalamus 

(Barbour et al, 1986; McCaffery and Beebe, 1989; Weinrich and Weinrich, 1990). 

This theory encompasses the complexities of pain and its treatment and strongly 

suggests that cutaneous stimulation relieves pain by closing the gate on pain perception at 

the cognitive level and therefore reduces the accompanying anticipatory anxiety. 

Melzack and Wall also postulate that pain is controlled by various analgesics, some that 

reduce nerve conduction and others such as narcotics that fill the available central pain 

receptor sites therefore preventing pain perception in the brain. They also postulate that 

low level stimulation of peripheral nerve fibers , such as gentle massage, inhibits 

transmission of pain impulses. 

Stress and Coping Theory 

Lazarus and Folkman's (1984) transactional model of stress and coping suggests that 

we cope with stressors by appraising and interpreting the event cognitively and then 

coping by using past strengths and styles, plus social support to accomplish coping tasks. 

Coping response may be either emotion focused, such as using denial to reduce threat or 
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problem focused actions. Individuals may respond on a continuum of active vs. passive 

or approach vs avoidance in resolving distressful events. in their lives. Stress and coping 

are thought to be a reciprocal and dynamic process; successful coping results in 

adaptation and unsuccessful coping in maladaptation. SSBM can be used to assist 

patients to achieve successful adaptation to their stressful situation by providing a 

problem-focused action that can work at any phase of the stress reaction such as alarm, 

resistance or collapse. 

Relaxation Response 

Benson's (1975) theory of relaxation attempts to explain physical and psychological 

changes at the lower end of the arousal continuum and involves decreased sympathetic 

nervous system activity and increased parasympathetic activity. Relaxation is manifested 

by slower heart and respiratory rates and decreased muscle tone. It is the antithesis of 

anxiety and the two states cannot exist at the same time (Sims, 1987). 

Benson, Beary and Carol (1974) propose that for the relaxation response to be elicited 

it is necessary to have a quiet environment, a passive attitude, muscles that are or can 

relax and a constant repeated stimulus such as a word, sound or touch which can shift 

thought orientation internally. Therapeutic benefits of relaxation include: 1) reduction of 

physiological arousal, 2) alleviation of hypertension, headaches and muscle tension, 3) 

improved insight fullness and quality of life, 4) peace of mind, 5) decreased anxiety and 

6) decreased obsessive thoughts. Benson (1975) warned that the relaxation response 

should not be elicited for more that two 30-40 minute sessions per day and should not be 

used on actively psychotic patients (Sims, 1987). 
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Summary 

The previous studies conducted using the Slow Stroke Back Massage technique had 

mostly positive results indicating less pain and distress as well as having objective 

physiological indicators of the relaxation response. Subjects also indicated increased 

comfort and less anxiety. Nurses use of comforting touch has also been found to reduce 

anxiety, decrease heart rate and provide psychosocial support. 

Use of gentle massage to relieve pain and anxiety by gently stimulating the nerve 

fibers in the skin is proposed by Melzack and Wall's (1970) Gate Theory of Pain Control 

as a way of interrupting the pain message. SSBM may also provide an intervention to 

relieve patient's stress by providing a problem-focused action and thus promoting 

successful coping. Physiological and psychological indicators of relaxation as in 

Benson's (1970) Relaxation Response provide a guide to determining conditions, 

techniques and responses indication relaxation. 



CHAPTER THREE 

METHODOLOGY 
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This descriptive study was conducted on hospitalized hospice and palliative care 

patients. The research design, setting, sample and instruments are presented in this 

chapter. Data collection protocol, data analysis plan and protection of human subjects are 

also specified. 

Research Design 

A single group, non randomized convenience sample was used to answer the 

research questions concerning the subject's perception of pain and distress before and 

after teceiving the three minute SSBM intervention. The relationship between the 

concepts, indicators and measures for this study are depicted in Figure 2. The 

intervention was administered by the single designated researcher. Pre-and post

intervention data were gathered on use of PRN narcotic and an.-xiolytic medications and 

self report of pain and distress. Peripheral pulse rates and peripheral Spo2 vvere recorded 

prior to the intervention and at ten minutes after the intervention. 

Setting 

The setting was the Hospice/ Palliative Care Inpatient Unit at a Veterans 

Administration Medical Center in the Southwestern United States of America. This unit 

had 14 beds designated for the care of hospice or palliative care patients, had an average 
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daily census of 12 patients and a length of stay ranging between five and thirty days. The 

average length of stay was 20 days. The SSBM intervention was conducted in the 

subject's room and all of the subjects choose to lie on their beds, either prone or side 

lying. Most of the subjects preferred to have the curtains kept open, their TV set left on 

and their phone connected. A "Privacy Please" sign was left on the door to prevent 

intem1ptions. 

Sample Recruitment 

The sample consisted of 11 male subjects who were recruited by the principal 

investigator. The non-randomized convenience sample was obtained from veterans 

admitted to the Hospice and Palliative Care Unit who were able to verbally respond and 

-vvho were alert and oriented as determined during the admission nursing and medical 

physical exam. The hospice patients admitted to this unit were all terminally ill with 

three months or less life expectancy or were receiving palliative comfort care, such as 

radiation or chemotherapy, with the goal of comfort rather than cure. Subjects were 

excluded from the study if they had metastases to the spine, ribs, shoulders or pelvis and 

if they were currently receiving massage for relaxation or using complementary relaxation 

or pain control methods. Patients who were known to be near death were not included. 

All subjects had been admitted to the ward for at least 24 hours prior to the intervention. 

Instruments 

Pain was measured by using the self report Faces Pain Rating Scale (FPRS) that was 

adapted from the Wong -Baker Faces Pain Rating Scale (Wong, 1995) by the Purdue 

Frederick Company and copyrighted by the Mosby Publishing Company (Appendix F). 
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The possible rang of scores on the FPRS is from 0 (no pain) to 5 (excruciating pain). 

This scale was recommended for persons 3 years of age and older and it had been used 

very effectively in this investigator's clinical practice prior to the study. This particular 

scale was capable of eliciting a response from patients who did not always understand 

abstract concepts such as putting a number on the pain experience but who related to 

visual communication and cues. Me Guire (1996) found in a study on 11 0 adult cancer 

patients that the majority of the subjects found the faces pain scale easiest to understand. 

This pain scale was administered immediately prior to the SSBM intervention and 10 

minutes after the intervention. 

To evaluate the effectiveness of SSBM in reducing distress, a self report 10 em scale, 

the Distress Scale (DS) which ranged from 0 (no distress) to 10 (worst distress), was 

administered. (Appendix G). This assessment was administered immediately before and 

10 minutes after the intervention. Peripheral pulse rates and peripheral oxygen saturation 

measurements were measured immediately before the intervention and 1 0 minutes after 

the intervention. 

McCaffery and Beebe (1989) advocate evaluating the effectiveness of relaxation 

techniques by measuring pulse rate before and after the intervention as well as having the 

patient fill out a self report pain scale and a self report distress scale. They suggest that 

this is the most valid way to get at the truth of the patient's feelings of pain and distress. 

AHCPR (1994) guidelines also recommend use a self-report scale for evaluation of pain 

distress. AHCPR combines the two concepts in one scale, the Pain Distress Scale, but 

also have separate measures of pain and distress. 

·. 
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Sims (1987) has identified the difficulty in accurately measuring the relaxation 

response by obtaining physiological data such a pulse and blood pressure since no one has 

been able to clearly correlate specific amounts of pulse rate or blood pressure increases or 

decreases with greater or lesser evidence of relaxation. Sims also states that autonomic 

responses in the lower end of the arousal scale are difficult to measure and, therefore, 

suggests that self report scales may be a much more valid and reliable way of measuring 

relaxation in the context of nursing practice because it will reflect the patient's own 

perceived benefit of the intervention. Sims asserts that self report is a better indicator of 

relaxation than measuring anxiety or depression on such inventories as the Minnesota 

Multiphasic Personality Inventory (MMPI), (Hathaway and McKinley, 1976) the State 

Trait Anxiety Inventory (ST AI), Speilberger, 1970) or the Multiple Affect Adjective 

Check List (MAACL), (Zackaman and Lubin, 1965). 

Peripheral pulse and pulse oximetry were measured by using the Datascope Accutor 

Pulse Oximeter ™. Pulse oximetry is the continuous, non-invasive measurement of 

arterial blood oxygenation at a peripheral site. A pulse oximetry probe is attached to a 

finger and a light-emitting diode (LED) sends out red and infrared beams which are read 

by the photo detector and calculated to give an ongoing readout of peripheral oxygen 

saturation as well as peripheral pulse rate. This non-invasive device was placed on a 

finger and silently recorded continuous measurements of pulse rate and Sp02. 

Data Collection Methods 

Potential subjects who met the inclusion criteria were identified on admission to the 

Hospice/ Palliative Care unit. After a minimum of 24 hours of stay on the unit, the 
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individuals were approached by the investigator and invited to participate in the research 

project. Demographic data were recorded on the data collection form and an appointment 

was set up at the patient's convenience. 

Privacy was protected by pulling the curtains around the subject's bed and a 

"Pr6ivacy Please" notice was placed on the door and the subject's telephone, with his 

permission, was temporarily disconnected. The subject's were gowned such that only the 

back was exposed and the room temperature was adjusted to individual comfort. Prior to 

receiving the intervention the subject was asked to fill out the FPRS self report of pain 

and the DS self report of distress scales. When the subject had assumed a position of 

comfort, either in the prone or side-lying position, the pulse oximeter was applied to one 

of the subject's fingers and the baseline reading was recorded. The pulse oximeter 

remained in place throughout the SSBM interaction. 

The massage began using warmed Keri™ lotion as the lubricant as this product is 

standard issue for patients in this hospital. The massage was given using slow rhythmic, 

circular strokes with light contact up and down the spine and across the shoulders, from 

the crown of the head to the sacrum. The intervention lasted for exactly three minutes. 

The subjects were not disturbed until ten minutes after the end of the massge. At that 

time pulse and S p02 readings were recorded and they were asked to fill out the pain and 

distress scales again. 

Data Analysis Plan 

Means, frequencies and standard deviations were used to describe the subjects and the 

demographics of the sample and the variables under study. Since the sample size was too 
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small to support at test, the Wilcoxon Matched-Pairs Signed-Ranks Test was used to 

examine the changes in the pre and post test measures (Bums & Grove, 1992). The 

Wilcoxon test is a nonparametric alternative to the Paired-Samples T Test. Since the 

Wilcoxon test is more powerful than the Sign test, it was used to compare the distribution 

of pairs of related variables (Nouris, 1993). The Wilcoxon Test is a nonparametric 

procedure used with two related samples to test the hypothesis that the two variables have 

the same distribution. It makes no assumptions about the shapes of the distributions of 

the two variables but rather is based on the relative ranking of values between the pairs 

(Po lit & Bungler, 1995). This test takes into account information about the magnitude of 

differences within pairs and gives more weight to pairs that show large differences than to 

pairs that show small differences. The test statistic is based on the ranks of the absolute 

values of the differences between the two variables (Norusis, 1993). The level of 

significance was established at .05 . 

Access to Research Facility and Protection of Human Subjects 

Permission to access the Hospice/ Palliative Care Unit for this research was granted 

by the Research and Development Committee at the Tucson VAMC after the approval of 

The University of Arizona Human Subjects Committee had been obtained. (Appendix 

C). Access to the subjects had also been approved by the Medical Director and the 

Program Coordinator of the patient care unit. 

Each subject was given a verbal explanation of the nature and purpose of the study. 

Anonymity was assured and a written consent form \Vas provided for each participant 

(Appendix D). 
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Summary 

This study was conducted using a descriptive pre- and post-intervention design. The 

non-randomized convenience sample consisted of 11 subjects who had been admitted to 

the Hospice/Palliative Care Unit. Data were collected using self-report scales for pain 

and distress as well as chart review for use of PRN narcotic and anxiolytic medication. 

Peripheral pulse and pulse oximetry were measured using the Datascope Accutor Pulse 

Oximeter™. The Wilcoxon Matched-Pairs Signed-Ranks Test was used to answer the 

research questions. 
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CHAPTER4 

DATA ANALYSIS AND RESULTS 

The data were analyzed to: 1) determine the demographic characteristics of the 

sample, 2) compare the amount of difference between the pre and post pain score, 3) 

compare the amount of difference between the pre and post distress scores, 4) compare 

the difference in the baseline pulse and the 1 0 minute post treatment pulse, 5) compare 

the difference in baseline Sp02 and the 10 minutes post treatment Sp02, 6) compare the 

amount of breakthrough narcotics used in the 24 hours prior to treatment with the 

amount used in the 24 hours post treatment, 7) compare the amount of anxyolitics used 

in the 24 hours pre treatment with the amount used in the 24 hours post treatment, 8) 

determine correlations among variables. Significance was determined at the .05 level. 

Sample Characteristics 

During the 30 days that this study was conducted, all patients who were admitted to 

the Hospice and Palliative Care Unit were evaluated for eligibility to participated in the 

study. Sixteen subjects who met the study criteria and were invited to participate in the 

SSBM study. Three refused, one subject could not assume a comfortable position where 

his back would be exposed, and one was discharged before the massage could be 

completed. The convenience sample consisted of eleven male subjects, ten were 

Caucasians and one was of Hispanic origin. The mean age of the subjects was 71.90, 

standard deviation (SD) vvas 63.6 years and ranged from 61-85 years. 

Seven of the subjects had cancer, two had chronic obstructive pulmonary disease, one 

had amyelotropic lateral sclerosis, and one had cardiac disease. Two of the subjects also 



had major psychiatric diagnoses; one subject had adjustment disorder and suicidal 

ideation and the other had major depression and post traumatic stress disorder. 
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The average length of time from the initial diagnosis until admission into the Hospice 

/Palliative Care Unit was 29.81 (SD =30.91) months, and ranged from 2 weeks to 72 

months. Previous curative treatments used within the group included two subjects who 

had had chemotherapy, three who had radiation treatment and four who had surgery. 

During their stay in the Hospice/Palliative Care Unit, one subject planned to have 

chemotherapy and two planned to have radiation treatments; none planned to have 

surgery. 

In the 24 hours prior to the SSBM treatment the average number of visitors each 

subject had was 5.82 (SD=6.43), with the minimum being one visitor and the maximum 

reported being 20 (some of the 20 visitors may have been hallucinations or visions but 

were perceived as real to the subject). The principal investigator admitted 46 percent of 

the subjects into the unit. These observations were noted to see if the additional time and 

relationship established during the admission process made any difference in the subject's 

response to the treatment. No correlations were found between any of the variables and 

being admitted by the principal investigator. 

Description of Variables Under Study 

Two self-report scales on pain and distress were filled out by the subjects. 

Physiological data were collected on peripheral pulse and peripheral Sp02. Data on use 

of breakthrough narcotic and anxiolytics pre and post treatment were collected by chart 

review. 
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Faces Pain Rating Scale (FPRS) 

The possible range of scores on the FPRS ranged from 0= no pain to 5= excruciating 

pain. The actual pre- intervention scores ranged from 0 to 3. Frequencies and 

percentages of the pre and post intervention responses are presented in Table 2 .. 

Post intervention scores ranged from 0 to 4. The mean post intervention pain score 

was 1.09 (SD = 1.22) as shown in Table 4. Nine of the eleven subjects, (82 % ), reported 

less pain at ten minutes after the intervention, one subject's pain stayed the same with a 

score of 0 and one subject reported an increase of pain from 3 to 4. As shown in Table 5, 

there was a significant decrease between the pre intervention mean of2.09 (SD = .83) and 

the ten minutes post intervention mean of 1.09 (SD = 1.22) for the 11 subjects, (z = -2.33, 

df= 9, p = .020). 

Distress Scale 

The paper and pencil Distress Scale was given to each subject to fill out immediately 

prior to the intervention and then again 10 minutes after the intervention. Frequencies 

and percentages of the pre and post intervention self-report scales are presented in Table 

3. The possible range of scores on the DS was from 0 (no distress) to 10 (worst distress). 

Means, standard deviations and minimum and maximum scores of the variables are 

presented on Table 4. The Wilcoxon Matched Pairs Signed Rank Test is presented on 

Table 5 and indicated significant evidence of decreases in differences in the 10 minute 

post intervention means from the pre-intervention means.(z = -2.83, df 9, p = .005) 
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Table 2. Frequency and Percentages in the Pre and Post Intervention scores of the Faces 

Pain Rating Scale. 

Pre Intervention Post Intervention 

Frequency Percent Frequency Percent 

Value * 

0 1 9.1 4 36.4 

0 0.0 4 36.4 

2 7 63.9 2 18.2 

, , 
27.3 0 0.0 .) .) 

4 0 0.0 1 9.1 

5 0 0.0 0 0.0 

Total 11 11 

* 0= no pain 5 = excn1tiating pain 
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Frequency and Percent in the Pre and Post Intervention Scores of the Distress Scale 

Pre Intervention Post Intervention 

Frequency Percent Frequency Percent 

Value* 

0 1 9.1 2 18.2 

0 0.0 3 27.3 

2 9.1 1 9.1 

3 9.1 1 9.1 

4 2 18.2 2 18.2 

5 
...., 

27.3 9.1 .) 

6 2 18.2 0 0.0 

7 0 0.0 0 0.0 

8 0 0.0 0 0.0 

9 0 0.0 1 9.1 

10 9.1 0 0.0 

Total 11 11 

* 0= no distress 1 0 = vvorst distress 
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Table 4. 

Pr~se_ntation of th~.m~?n_s; _s!_~n__ciarQ__QeYiatiQ11$._1lD9_mLI1im ___ !-lffi.~J1Q__IJ1axim.l!m_ ~~-or~s __ Q_f th_~---· 
variables 

Variable Number rv'fean Std. Dev. Nfinimum j\tfaximum 

Pain 
Pre 11 2.09 .83 .00 3.00 
Post 11 1.09 1.22 .00 4.00 

Distress 
Pre 11 4.55 2.54 .00 10.00 
Post 11 2.72 2.68 .00 9.00 

Pulse 
Pre 11 88.36 11 .82 72.00 110.00 
Ten n1in. 11 83.55 11 .31 68.00 100.00 

Sp02 
Pre 11 92.64 5.12 80.00 98 .00 
Ten min. 11 94 .45 2.38 91.00 98.00 
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Peripheral Pulse Rate 

The peripheral pulse rate was measured prior to the intervention to obtain a 

baseline reading and compared to the pulse 1 0 minutes after the completion of the 

SSBM. The normal value for peripheral pulse rate is 60-100 beats per minute. The mean 

pre-intervention, baseline pulse was 88.36 (SD =11.82) beats per minute, with the 

minimum being 72 and the maximum being 11 0. The mean pulse 1 0 minutes after the 

intervention was 83.55; the minimum pulse was 68 and the maximum was 100. The 

means are presented on table 4. As shown in table 5, there was a significant difference 

between the baseline and the 1 0 minute means ( z = -2.71, df =9, p =. 007). 

Peripheral Pulse Oximetry (Sp02) 

Peripheral oxygen saturation (Sp02) was recorded as a baseline prior to the 

intervention and at 1 0 minutes after the intervention. The normal values for Sp02 are 90-

100 percent oxygen saturation. The mean baseline Sp02 was 92.64 percent saturation 

(SD =5.12); the minimum was 80 and the maximum was 98 percent. The mean Sp02 at 

10 minutes was 94.45 (SD = 2.38); the minimum was 91 and the maximum was 98 

percent. As shown in Table 5, the means were not significantly different (z = -1.49, df 

=9, p =.14). 

There was a tendency for the Sp02 to increase from baseline. Six (55%) of the 

eleven subject's Sp02 at 10 minutes after the intervention had increased from 1 to 11 

percentage points; the Sp02 for three (27%) of the subjects had remained the same and 

for two subjects (18 %) Sp02 decreased but still remained within normal limits. The two 
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subjects with the lowest baseline Sp02 of 80 and 87 percent also had the largest increases 

to 91 and 92 percent saturation, respectively. The subject whose Sp02 increased the 

most, from 80 to 91 percent, reported that his "Breathing was better than it was". 

Comparison of Breakthrough Narcotic Use 

The three different narcotics used to treat pain in these subjects were Hydromorphone, 

Oxycodone and Immediate Release Morphine. As shown in Table 6, the doses were 

converted to equianalgesic morphine equivalents for statistical purposes on the 

recommendation of the Hospice/ Palliative Care Clinical Pharmacist. Data were collected 

on the amount of breakthrough narcotics used in the 24 hours prior to the intervention and 

the 24 hours after the intervention. Paired data were collected on the 5 subjects who 

required breakthrough medication. There was no statistically significant change between 

the pre and post mean scores. 

Table 6. Narcotic Equianalgesic Conversion Dose in Milligrams 

Narcotic 

Morphine 

Hydromorphone 

Oxycodone 

Oral 

30 

7.5 

30 

Parenteral 

10 

1.5 

Comparison of Breakthrough Anxiolytic Use 

Data were collected through chart audit on the amount of breakthrough anxiolytics 

used in the 24 hours prior to the SSBM intervention and also in the 24 hours after the 

intervention. The anxiolytics were converted to equanalgesic doses (1 mg. lorazepam = 2 
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mg. midazolam) for statistical analysis. There was no statistical significance between the 

means in the pre and post intervention use of anxiolytics. 

Incidental Findings 

There were many unsolicited positive comments from subjects who received the Slow 

Stroke Back Massage: "Massage helps me to really relax .. .I think it's a good thing to 

help you forget everything", "I feel good, you want to do it again tomorrow?" "Hey, this 

feels good, you made me relax and now there is no pain"," It felt good! This is the 

second back rub that I have had in my life", "That was good, they ought to have this as 

part of their therapy in here, 3-4 minutes every other day would be about right to relax 

you", "I just feel great, no pain", " That feels real good, I feel I could sleep", " I love to 

have a back massage", " My breathing is better than it was". There was one oxymoron

type response, "Oh, that hurts so good". 

Summary 

The results of the data analysis were presented in this chapter. Descriptive statistics 

and the non-parametric Wilcoxon Matched-Pairs Signed Rank Test were used to analyze 

the data since the sample was very small. Significant differences were found between the 

pre and post distress scores, the pre and post pain scores and the baseline and the ten

minute post treatment pulse rates. There were no significant differences between the 

baseline Sp02 and the 1 0-minute post intervention Sp02. Neither were there significant 

differences in the use of breakthrough narcotics or breakthrough anxiolytics in the 24 

hours prior to the intervention or in the 24 hours after the intervention. There were 

mostly positive unsolicited comments.5 
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CHAPTERS 

DISCUSSION, LIMITATIONS, IMPLICATIONS 

In this chapter the findings are discussed in relation to the research questions and 

hypothesis as are the study limitations. Implications for nursing practice and 

recommendations for further research will also be addressed. Results should be viewed 

with caution because of the small sample size of eleven subjects, the fact that the 

intervention, the statistical analysis and interpretation of results were all done by the 

principal investigator, and the limited control of the clinical research site on a busy 

hospice/palliative care unit. 

Discussion of Findings 

The purpose of this study was to describe the efficacy of Slow Stroke Back Massage 

relative to the hospice/palliative care patient's self-reported perception of their pain and 

distress. Additionally, the use of breakthrough analgesics and anxiolytics as well as 

peripheral pulse and peripheral Sp02 levels were described. 

The subjects in this study had a statistically significant reduction in their reports of 

pain after the SSBM, thus supporting the hypothesis that there would be a decrease in the 

subject's perception of pain after receiving the three-minute SSBM intervention. 

In four of the previous SSBM studies of(Ferrell-Torey & Glick,1993; Kaada & 

Torsteinbo, 1989; Sims, 1986 and Weinrich & Weinrich, 1990) reduction of pain was 

reported. Ferrell-Torrey & Glick's (1993) study of9 male cancer patients in a hospital 

reported a significant decreases in pain scores after massage. Weinrich & Weinrich also 



(1990) reported a significant decrease in pain in males following the massage 

intervention. 
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The length of the massage as previously reported in the literature ranged from 1 to 30 

minutes, with the average being 8.6 minutes. Six (40 percent) of the massages were done 

for 3 minutes with next most common frequency being 10 minutes (26 percent) followed 

by 30 minutes (13 percent). The length of the massage in this study was 3 minutes based 

on the previous studies and the recommendation ofFakouri & Jones (1987) that a 

stimulating rather than a relaxing effect may occur if the massage lasts longer than 3 

minutes. The subjects in this study seemed satisfied with the length of the massage and 

two of the subjects made comments indicating that 3 minutes was long enough. As a 

method of integrating comfort into nursing practice, adding a 3 minute back massage after 

morning or bedtime care is a very practical intervention. 

The tool that the subjects in this study used for their self-report of pain before and 

after the intervention was the Faces Pain Rating Scale. This tool served as a quick, 

reliable and easily understood instn1ment, confirming the investigator's prior anecdotal 

clinical observations and Me Guire's (1996) study. Also confirmed were the studies by 

Portnoy & Coyle (1990) and McMillan and Tittle (1995) who found that 70 to 90 percent 

of terminal cancer patients and those in hospice program experience pain. In this study 

90.9 percent of the subjects had pain ranging from 2 (mild) to 3 (strong) on a scale of0-5. 

The use of breakthrough narcotic medication was reviewed by chart review for the 24 

hours prior to the intervention and the 24 hours after the intervention. The research 

hypothesis that there would be a decrease in breakthrough narcotic use in the 24 hours 



after the intervention was not supported. Only 4 of the subjects used breakthrough 

narcotics and the amount they used was not sufficient to be significant. To study this 

variable a much larger sample would be necessary. Also, due to the unstable nature of 

end stage disease and the fact that pain frequently escalates near death, the information 

may never be significant or relevant in this population. 
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The back massage, according to the Gate Theory of Pain Control (Melzack & Wall, 

1970), helps to block noxious nerve transmissions to the brain because of stimulation of 

large diameter nerve fibers in the muscles of the back. When one stops the stimulation, 

the noxious transmissions can then be perceived again. However, in this study and others 

(Fakouri & Jones, 1987; Fraser & Kerr, 1992;) the effects lasted for at least ten minutes. 

The hypothesis, that there would be a decrease in the subjects perception of distress 

after receiving the 3 minute SSBM, was supported by a significant difference in the 

means of the pre and post distress scores One other SSBM study (Temple, 1967) 

reported a decrease in distress. Three studies (Groer, et al, 1994; Longworth, 1982; 

Temple, 1967) report a reduction in anxiety, and several other investigations (Ferrell

Torry & Glick, 1993; Fraser & Kerr, 1992; Groer, et al, 1994; Longworth, 1982) reported 

decreases in the State Trait Anxiety Inventory. The subjects in this study reported 

distress by using a self-report 0-10 visual analogue scale, as recommended by McCaffery 

& Beebe ( 1989). 

The presence of distress found in this study was supported in literature citations 

which include numerous references to the emotional distress and suffering usually present 

during cancer pain (Gaston-Johansson, et al, 1992, McCaffery and Beebe, 1989; Paice, 



1991; Spross, 1985). Scanlon (1989) presents the range of concerns afflicting hospice 

patients including dependence, pain, suffering, worries about family and afterlife. 
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In this study, which includes the emotional component of the hospice/ palliative care 

patient, the intervention appeared to have significantly reduced some of the subjects' 

distress, atleast for a short period of time. Several of the comments included remarks that 

indicated that the massage helped them to relax and forget worries and that now they 

would be able to sleep. This supports Newman (1994), Aslani (1997) and Benson, Beary 

& Carol ( 197 4) who support the use of gentle, rhythmic massage to assist persons to relax 

and therefore experience decreased anxiety and increased peace of mind. 

The research hypothesis that there would be a decrease from baseline pulse rates 

following the SSBM intervention was supported. Peripheral pulse rates did drop from a 

pre intervention mean of 88.36 beats per minute to a post intervention mean of 78.73. 

This is consistent with findings in several other SSBM studies which showed a decrease 

in pulse rate. Fakouri & Jones, 1987 and Meek, (1992) also had statistically significant 

differences. Several other studies also had reductions in their post massage pulse rate 

findings (Corley, et al, 1995; Ferrell-Torry & Glick, 1993; Fraser & Kerr 1992; 

Kaufman, 1964; and Weinrich & Weinrich, 1990). 

Decreased pulse rate, according to Bensons' (197 5) theory of relaxation, is invoked 

by decreased sympathetic nervous system activity and increased parasympathetic activity. 

As shown earlier, this reaction can be induced by a gentle repetitive touch, a relaxed, 

passive attitude, being in a comfortable posture, and having a quiet environment. . 

(Benson, Beary & Cleary, 1974) All of these conditions were attempted during the 
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SSBM procedure, however, individual preference were honored as some subject's wanted 

their TV left on, or were talking to their room-mate, however, they still had decreased 

perception of pain and distress, and decreased pulse rate. 

Benson also states that the relaxation response decreases anxiety and increases peace 

of mind. This state of relaxation induced by the SSBM was confirmed by several 

unsolicited remarks made by the subjects after or during the massage. "Massage helps 

me to really relax .. .I think it's a good thing to help you forget everything", " ... you made 

me relax and no there is no pain", " That was good. They ought to have this as part of 

their therapy in here, 3-4 minutes every other day would be aboutright to relax you", 

"That feels real good, I feel I could sleep now". 

Newman's (1994) Theory of Health as Expanding Consciousness also proposes using 

a rhythmic therapeutic modality such as massage to help focus and stabilize clients 

experiencing disorganization and uncertainty, as is frequently encountered in the end 

stage of life, thus helping them find new patterns and ways of being. This theory seems 

to be supported by this study, as indicated by the post intervention reduction in pain, 

distress and pulse. A therapeutic connection and sharing of patterns has possibly been 

made between the comfort provided by the caregiver and the client, "You made me relax 

and now there is no pain". 

The hypothesis that there would be an increase in the post intervention Sp02 was not 

supported with significant data. The normal range for Sp02 is 90-100 % saturation of 

hemoglobin by oxygen molecules and it is closely regulated by various physiological 

systems to maintain homeostasis. The base pulse oxygen mean was 92.64 percent 
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saturation with the minimum being 80 and the maximum being 98 percent. Ninety two 

percent of the Sp02 readings were within normal limits at baseline and at 10 minutes post 

SSBM 100% were within normal limits. 

Pulse oximetry monitoring is known to be a very sensitive and dynamic and can 

detect changes in oxygenation within 6 seconds (Lutz, 1986). Possible causes for error in 

pulse oximetry readings are motion artifact, ambient light and low perfusion states 

(Carroll, 1997). In this study subjects were allowed to change position as needed for 

comfort and normal room lighting was not controlled or measured. 

There was a tendency for the Sp02 to increase from baseline. The majority of the 

subjects Sp02 either increased or remained stable; those that had slightly decreased 

remained within normal limits. Benson, et al , (1974) stated that during the relaxation 

response oxygen consumption goes down. Interestingly, the results in this study were the 

opposite of the study by Tyler and colleagues (1990), on 173 acutely ill and intubated 

intensive care patients, in which they found that after a one minute back massage the 

pulse rate went up and the oxygen levels dropped. 

The results of this limited study provides some evidence that a relaxing back massage 

most likely will not cause harm and may actually benefit patients by increasing peripheral 

oxygenation. The subject that had the greatest increase in Sp02 was in frequent severe 

respiratory distress from advanced lung cancer and was the most acutely ill patient in this 

study. This subject's baseline Sp02 was 80 percent saturation, (less than 81 percent is 

considered severely hypoxic) and his pulse was 90; immediately after the massage his 

Sp02 was 88% (86-90 % is mildly hypoxic), at one minute his Sp02 was 87%, at 5 



minutes his Sp02 was 90% and at 10 minutes his Sp02 was 91% and his pulse was 80. 

He appeared to be resting comfortably and had a peaceful look on his face. 
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This subject remarked later that his" breathing is better than it was". His distress 

score dropped from 6 to 5 and his pain score dropped from 2 (mild) to 1 Gust noticeable). 

This subject also had had two major psychiatric diagnoses, post traumatic stress disorder 

and major depression but was not actively experiencing symptoms. Interestingly, the 

other subject that had the greatest increase in Sp02 (from 87% to 92%) also had a history 

of psychiatric problems including adjustment disorder and suicidal disorder, in addition to 

colon cancer with liver metastases medical diagnosis. This individual's pain score 

dropped from 2 (mild) to 0 (no pain) and his distress score dropped from 4 to 1. 

An extensive literature search did not reveal any reference to the use of pulse 

oximetry in ·determining relaxation from massage or any other intervention. Severinghaus 

& Kelleher (1992) in a review article on uses of pulse oximetry found 13 8 publications on 

pulse oximetry and none of them appeared to be related to massage. Within the nursing 

literature pulse oximetry has also not been reported as an indicator of relaxation. Carrol, 

( 1997) suggests the use of pulse oximetry, as it was intended, is to detect hypoxemia, not 

only in traditional medical situations but also in outpatient sedation, emergency care, 

home care and during exercise testing. This study suggests that nurses could expand the 

use of this simple and non-invasive device to determine the effectiveness of numerous 

nursing interventions that have the goal of relaxing the patient. 

The research hypothesis that there would be a decrease in milligrams of anxiolytics 

used in the 24 hours after the SSBM from the amount used in the 24 hours prior to the 



intervention was not supported. Again the sample was very small, with only 5 of 11 

subjects using minimal amounts of anxiolytics. The use of breakthrough anxiolytics is 

dependent on many personal and environmental factors including the patient's requests 

and the nurse's assessment. Amounts used may not reflect actual need as amount of 

distress is rarely assessed. Also distress near death is often complicated by the 

phenomena of Terminal Restlessness (Heidrich, 1996; Zeri, Egan, & Shubert, 1994) 

which may require high doses of anxiolytics and major anti-psychotic medications. 

Limitations 

The small sample size, which w~s also a convenience sample, presented a major 

limitation for generalizing the results. The small sample size necessitated using a less 

powerful non-parametric statistical test. However, a non-rando1nized convenience 

sample of a limited group was necessarily used in this exploratory·descriptive study. 

Many patients did not meet the criteria for admission to the study because of metastatic 

bone cancer to the spine or pelvis. This type of metastases is very painful and is one of 

the primary reasons for admission to the Hospice/ Palliative Care Unit. 
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An other limitation was the inclusion of a subject. that reported no pain or distress 

prior to the intervention. A third limitation resulted from the extensive involvement of 

the principal investigator in the study. A potential bias occurred because the 

intervention, data collection and interpretation were all done by the principal investigator. 
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Nursing Implications 

This study provided evidence that SSBM may provide comfort in the Hospice/ 

Palliative Care setting. The relatively short duration of a 3- minute nursing intervention 

seems like a reasonable and efficient intervention to include in routine patient care. 

Clark, et al, (1996), Ferrell, et al, (1991) and Herr and Mobily, (1992) all state that 

few independent nursing measures to relieve pain and distress have been described in the 

literature. This study has added support to the body of knowledge about the benefits of 

the use of massage as a complementary, independent nursing intervention to reduce pain 

and distress. 

A further nursing implication is the clinical feasibility and usefulness of quantitatively 

assessing psychological distress in-patients. Having the patient give qualitative 

information on their distress would also provide useful direction for care. The close 

connection of pain and distress warrants nurses addressing these issues to help guide and 

direct holistic nursing care. 

This study also further validate~ the usefulness ofNewman's (1994) 

conceptualization of health as expanding consciousness, particularly, as the nurse 

"insider-expert" provides a comforting intervention at a time of distress, disorganization 

and uncertainty thus assisting the client to become more peaceful and focused. This may 

then possibly assist the client and family to then be able to use more effective coping 

methods and progress to a higher level of organization at the end of life. 

·. 
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Recommendation for Further Research 

Based on the results of this study, the following recommendations for further research 

are suggested: 

1. Further research could be done on the implications of the effects SSBM on dying 

patients, particularly in regard to the issue of interventions for terminal restlessness. 

2. Further research on the benefits of SSBM could be done using a larger and more 

diverse sample. The sample groups could include females; young people such as babies 

infants and teens in the palliative/ hospice. The sample could also include patients with 

neuropathic and chronic pain issues. 

Summary 

The findings of this study were discussed in relation to the research questions and 

hypotheses, study limitations, nursing implications and recommendations for further 

research. A descriptive non-randomized design was used to examine the efficacy of the 

use of Slow Stroke Back Massage on hospice/ palliative care patient's perception of their 

pain and distress. 

Data analysis revealed that a single, 3 minute SSBM significantly decreased post 

intervention scores for pain and distress. Also, statistically significant was the decrease in 

peripheral pulse after the intervention, a physiological indicator of reduction in stress. 

These results are consistent with previous studies found in the literature. 

The findings of this study did not support the hypothesis that SSBM would increase 

peripheral Sp02. Data also suggested that since none of the subjects had a decrease in 

Sp02, this procedure was safely used in this population. This study lends limited support 



to the body of knowledge about the benefits of this particular nursing intervention, 

especially in the area of end of life care. 
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APPENDIX A 

SLOW STROKE BACK MASSAGE PROCEDURE 
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Slow Stroke Back Massage Procedure 

Subjects who met the inclusion criteria and had signed the consent form were given 

an early evening appointment. Privacy was protected by putting a "Privacy Please" sign 

on the door and the curtains were pulled around the bed. The subject's phone was 

temporarily disconnected with their permission. The subject's were gowned such that 

only the back was exposed and the room temperature was adjusted to the subject's 

comfort. 

Prior to receiving the intervention the subject's were asked to fill out the Faces Pain 

Rating Scale (FPRS) and the Descriptive Pain Distress Scale (DPDS). When the subject 

had assumed a position of comfort, either prone, side lying or sitting, the pulse oximeter 

probe was applied to one of their fingers and the baseline reading was recorded. The 

pulse oximeter probe remained in place throughout the SSBM intervention. 

The massage began using warmed Keri™ lotion and consisted of slow rhythmic, 

circular strokes using light contact up and down the spine and across the shoulders, from 

the base of the skull to the sacrum. The intervention lasted for exactly three minutes. 

Immediately, at the completion of the intervention, pulse oximeter data was again 

recorded as well as a 1, 5 and 10 minute intervals. The subject's were not disturbed until 

the final ten minute reading was completed; at that time they were gently assisted to a 

sitting position and asked to fill out the FPRS and the DPDS scales again. Their phone 

was reconnected and their personal space was restored to their wishes; they were also 

thanked for their cooperation and participation. 
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UNIVERSITY OF ARIZONA HEALTH SCIENCE CENTER 

SUBJECT'S CONSENT FORM 

THE USE OF SLOW STROKE BACK MASSAGE IN HOSPICE AND 

PALLIATIVE CARE 
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I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE 

THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF 

HOW I WILL PARTICIPATE IN IT, IF I CONSENT TO DO SO. SIGNING THIS 

FORM WILL INDICATE THAT I HAVE BEEN SO INFOR.t\1ED AND THAT I GIVE 

MY CONSENT. FEDERAL REGULATIONS REQUIRE WRITTEN INFORMED 

CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH STUDY SO THAT I 

CAN KNOW THE NATURE OF THE RISKS OF MY PARTICIPATION AND CAN 

DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN A FREE AND INFORMED 

MANNER. 

PURPOSE 

I am being invited to voluntarily participate in the above-titled research project. The 

purpose of this project is to determine if I and other participants will experience less pain 

and distress after receiving a 3-minute slow stroke back massage provided by a nurse. 
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SELECTION CRITERIA 

I am being invited to participate in this study because I am a patient on the 

Hospice/Palliative Care Unit and I do not have any bone problems causing pain in my 

spine, ribs, shoulder or pelvic area. I am not currently receiving massage therapy for 

relaxation nor am I using any complementary method for pain or distress relief such as 

hypnosis, guided imagery or music therapy. Approximately 20 subjects will be enrolled 

in this study. 

PROCEDURE 

If I agree to participate, I will be asked to consent to the following: 

1. Fill out the Faces Pain Rating Scale before and after the 3-minute massage. 

2. Fill out the Descriptive Pain Distress Scale before and after the massage. 

3. Allovv the small & non-invasive Pulse Oximeter device to be placed lightly on one 

of n1y fingers, so that my pulse and oxygen levels can be measured. My pulse and oxygen 

levels will be measured before the massage begins and after the massage for 1 0 minutes. 

4. Allowing a gentle slow stroke massage from the base of my skull to my lower 

back, across my shoulders and up and doWn the muscles on either side of the spine. 

Every effort will be made to insure my privacy, comfort and safety. I will have the choice 

of position of comfort, such as lying prone, on my side or in a sitting position. 

5. This research study will take approximately 15-20 minutes of my time. 

RISKS 

The risks associated vvith this study are that the massage, even though very gentle, 

may cause pmn. If this should happen, the massage will be immediately stopped and the 
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pain will be assessed and treated by the medical director. If the position I have chosen for 

the massage proves intolerable, every effort will be made to find a more comfortable 

position. 

BENEFITS 

The benefits associated with this study are that I and others may experience less pain 

and distress because this slow gentle back massage helps me to relax in this setting. The 

overall aim of this study is to help nurses provide better comfort care. 

CONFIDENTIALITY 

All information associated with this study vvill be held in confidence. Only Ingrid 

Huff, BSN, RN and her master's thesis committee at the College of Nursing (Rose 

Gerber, PhD., RN, Jodi Glittenberg, PhD., RN and Joan Haase, PhD. RN) and the Nurse 

Researcher at the VAMC (Sue Saboe Rose, MSN, RN) will have access to the 

information. Each subject will be assigned a number, and that number will be on all 

documents rather then his/her name. Only Ingrid Huff, the principal investigator vvill 

know the identity of the subject. 

PARTICIPATION COSTS AND SUBJECT COMPENSATION 

There will be no cost for me to participate in this study. I understand that I will not be 

compensated for my participation. The study will take approximately 15-20 minutes of 

my time. 

LIABILITY 

I understand that side effects or harm are possible in any research program despite the 

use of high standards of care and could occur through no fault of mine or the investigator 



68 

involved. Known side effects have been described in this consent form. However, 

unforeseeable harm may also occur and require care. I understand that money for 

research-related side effect or harm, or for wages or time lost, is not available. I do not 

give up any of my legal rights by signing this form. Necessary emergency medical care 

will be provided without cost. I can obtain further information from Rose Gerber, PhD, 

RN at 626-2406 or Florence Gores, MS, RN, Hospice and Palliative Care Coordinator at 

792-1450 (5317). If I have questions concerning my rights as a research subject, I may 

call the Human Subjects Committee office at 626-6721. 

AUTHORIZATION 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHOD, 

INCONVENIENCES, RISKS, AND BENEFITS HAVE BEEN EXPLAINED TO ME 

AND MY QUESTIONS HAVE BEEN ANSWERED. I UNDERSTAND THAT I MAY 

ASK QUESTIONS AT ANY TIME AND THAT I AM F~E TO WITHDRAW FROM 

THE PROJECT AT ANY TIME WITHOUT CAUSING BAD FEELINGS OR . 

AFFECTING MY MEDICAL CARE. MY PARTICIPATION IN THIS PROJECT MAY 

BE ENDED BY THE INVESTIGATOR FOR REASONS THAT WOULD BE 

EXPLAINED. NEW INFORMATION DEVELOPED DURING THE COURSE OF 

THIS STUDY PROJECT WILL BE GIVEN TO ME AS IT BECOMES AVAILABLE. I 

UNDERSTAND THAT THIS CONSENT FORM WILL BE FILED IN ROOM 351D, 

COLLEGE OF NURSING, UNIVERSITY OF ARIZONA, WITH ACCESS 

RESTRICTED TO THE PRINCIPAL INVESTIGATOR, INGRID HUFF, BSN, RN, OR 

AUTHORIZED REPRESENTATIVE OF THE COLLEGE OF NURSING. I 



UNDERSTAND THAT I DO NOT GIVE UP ANY OF MY LEGAL RIGHTS BY 

SIGNING THIS FORM. A COPY OF THIS SIGNED CONSENT FORM WILL BE 

GIVEN TOME. 

Subject's Signature Date 

Parent/Legal Guardian (if necessary) Date 

Witness (if necessary) Date 
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INVESTIGATOR'S AFFIDAVIT 

I have carefully explained to the subject the nature of the above project. I hereby 

certify that to the best of my knowledge the person who is signing this consent form 

understands clearly the nature, demands, benefits, and risks involved in his/her 

participation and his/her signature is legally valid. A medical problem or language or 

educational barrier has not precluded this understanding. 

Signature of Investigator Date 
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APPENDIX E 

DATA COLLECTION FORM 



DATA COLLECTION FORM 

ID number -------------------

Time at end of SSBM ---------------------------

Baseline pain medication protocol : 

Medication : -----------------------------

Dose ________________ Frequency _______ _ 

Route PO SC IM Other --------- ~------ ------- -----------

Breakthrough narcotic tnedication : 

(use during the 24 hours prior to the SSBM intervention) 

Medication 
----~----------------

Dose --------------------------

Frequency (actual times) __________________ _ 

(use during the 24 hours after the SSBM intervention) 

Medication -----------------------

Dose ---------------------------

Frequency (actual times) _____________________ _ 
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Time to 1st dose hours minutes ------- ------

Baseline Anxiolytic medication protocol : Medication _______ __ 

Dose ----------

Route 

Breakthrough anxiolytic medication: 

(use during 24 hours prior to intervention) 

Medication ----------

Dose ----------------------

Frequency _________ _ 

(use during 24 hours after intervention_ 

Medication ----------

Dose ------------

Frequency _________ _ 

-----------

Time to 1st dose : hours Minutes ------- -----

Faces Pain Score: Before After ------------- ------------

Distress Score: Before After ------------- ------------
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Pulse Oximetry Readings: 

Baseline 3' 4' 9' 14' 

Pulse -----

Sp02 ___ _ 

Field notes : 

(1) Unsolicited, voluntary patient comments: 

(2) Investigator observations : 

(3) Number of visitors in last 24 hours. ----------

(4) Subject admitted into unit by principle investigator. Yes No 
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Pulse Oximetry Readings: 

Baseline 3' 4' 9' 14' 

Pulse -----

Sp02 ____ _ 

Field notes : 

(1) Unsolicited, voluntary patient comments: 

(2) Investigator observations : 
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APPENDIXF 

FACES PAIN RATING SCALE 
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Faces Pain Rating Scale 

®®-oo-®~®~® .Q0 02> . ~ 0S ~-
'-..~ . '-.J '-.,..~ ~ r-'\. •. 

'-.-/ -- .~ r\ I \ 

0 1 2 3 • 5 

NO PAiN JUSi NODCE.~BLE MILD STRONG SEVEHE EXCRUCIATING 

© C .V. 1vfosby Company (1 99.5 ) 

Please circle the face that most represents the pain 
that you are having right now. 

There is no right or wrong answer ; only the truth 
about how you feeL 
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DISTRESS SCALE 
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DISTRESS SCALE 

Some pajn, such as a skinned knee or a hang nail: 
do not cause much distress. However, some other 
sources of pain such as tooth ache, chest pain or 
cancer pain sometimes does cause distress. 

On the .scale beiov.;, please rate your current 

distress by ·marking th.e place on the scare that 
most describes hov-1 you feel right no'-;;. There is no 
right or wrong ans'tver. Only the truth about ho'N 

you feel. 

*AWCQ5A\i **i< we• 9St&f§'5ih *- 4§1mtd 

0 1 2 3 4 . 5 6 7 8 9 10 
Werst 

Drstr~ 
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