
Abstract

Chemotherapy-induced peripheral neuropathy (CIPN)
causes significant pain and is an adverse effect of treatment
with chemotherapeutic agents. We explored a somatic yoga
and meditation intervention in a predominantly minority
population. Goals included describing strategies for minor-
ity inclusion and testing feasibility and effectiveness. Eight
individuals with CIPN enrolled in a single-arm feasibility
trial. Somatic yoga and meditation were provided weekly
for 8 weeks, with an additional home program component.
The primary outcomes were Sit and Reach, Functional
Reach, and Timed Up and Go. Secondary outcomes were
Patient Neurotoxicity Questionnaire, FACT-GOG-Ntx (for
addressing patient concerns associated with neurological
symptoms), Brief Pain Inventory, Perceived Stress Scale,
Pittsburgh Sleep Quality Index, and Falls Efficacy Scale.
Sensitivity to vibration was measured via biothesiometer.
Participants with a mean age of 65 (49–73) years self-
reported as 63% African-American and 37% Caucasian.
They attended 81% of the sessions, and no adverse events
we re re p o rted. CIPN symptoms (FAC T- G O G - N t x )
improved significantly (from 88.88 to 106.88, standard
deviation = 20.03; p = 0.039). Fear of falling improved,
approaching significance (from 39.26 to 34.38, standard
deviation = 6.081; p = 0.058). Other measures showed
improvement trends, with a slight increase in Brief Pain
Inventory pain severity (from 3.50 to 3.75, p = 0.041) pos-
sibly reflecting comorbidities. Four qualitative themes
emerged: (1) CIPN symptom variability, with muscu-
loskeletal comorbidities; (2) utility of learned skills; (3)
improvement in self-confidence, balance, and stability; and

(4) social support, with CIPN experience validation and
increasing health literacy. Challenges of recruitment and
retention require specific outreach, community trust, and
health literacy. Preliminary data suggest that somatic yoga
and meditation may affect fear of falling and quality of life
in cancer survivors with CIPN. A randomized controlled
trial using inclusive recruitment and retention methods is
indicated to establish the intervention’s efficacy. Galantino
et al. Int J Yoga Therapy 2020(30). doi: 10.17761/2020-D-
18-00030. 
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Introduction

Yoga is a popular movement therapy often used by cancer
survivors for symptom management, with effects on physi-
cal and mental health.1–3 Integrative therapies are used to
mitigate side-effects of treatment, and many studies demon-
strate the positive findings of yoga on several domains of
quality of life (QOL).4 However, previous studies focused
predominantly on Caucasian, suburban, female, middle-
aged breast cancer survivors experiencing various side-
effects of treatment, with little generalizability of these find-
ings to other cancer populations.1,5 A previous cross-section-
al study indicated that cancer survivors who integrate yoga
into their care are predominantly white, with lower body
mass index (BMI) and higher education levels.6 Minorities,
males, those with higher BMI, and those with less educa-
tion are underrepresented in research on yoga in cancer sur-
vivors. 
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Although yoga studies for cancer survivors address various
impairments, no study has rigorously investigated the effec-
t i veness of yoga for diminishing the side-effects of
chemotherapy-induced peripheral neuropathy (CIPN) in a
predominantly minority population. CIPN is a prevalent
side-effect of commonly used chemotherapies and reduces
QOL in individuals diagnosed with cancer, including
breast, colon, lung, and lymphoma.7 CIPN causes loss of
proprioception and reduction of optimal ambulation along-
side significant pain in the hands and feet.7 It is a common
dose-dependent adverse effect of several commonly used
chemotherapeutic agents and can affect the outcome of
treatment and compromise survival, including by increasing
fall risk.8

Clinically, CIPN most commonly presents as alter-
ations in sensation perception that develop in a glove and
stocking distribution, but it may also present as motor and
autonomic dysfunction.9 Walking speed and balance may be
compromised, and these functional deficits are evident with
increased patient-reported symptom severity10 and may be
associated with potential fall risk and functional disability.8

Despite CIPN’s emergence as an important clinical side-
effect, few interventions have been tested for their effect on
its symptoms, particularly in minority cancer survivor pop-
ulations. In previous research with breast cancer survivors,
we found that yoga improved musculoskeletal symptoms of
the side-effects of aromatase inhibitors used for treatment of
breast cancer survivors.11,12 The current study was conduct-
ed to explore inclusive recruitment in a predominantly
urban and surrounding area population of cancer survivors
to further understand factors influencing underrepresented
populations in cancer trials for yoga. We explored the pre-
liminary therapeutic effects of an 8-week somatic yoga and
meditation (SYM) program for functional outcomes and
QOL among individuals with CIPN. 

Methods

Participant Recruitment and Inclusion/Exclusion
Criteria
Recruitment occurred through several venues to decrease
recruitment bias and included physical fliers, email, local
and regional radio, social media posts, and word of mouth,
with increased targeting to urban locations. Fliers in both
English and Spanish were placed in local oncology-related
physician offices and emailed to physicians and office man-
agers (including those in primary care, medical oncology,
radiation oncology, surgery, plastic surgery, rehabilitation),
and to integrative therapists including acupuncturists and
yoga professionals. Fliers were also made available in public
establishments, including supermarkets, libraries, corner
markets, and coffee shops; through the urban yoga studio

hosting the study; and through a local cancer support com-
m u n i t y, with active re c ruitment through the support gro u p’s
meeting near the urban center. The Stockton University and
Bacharach Institute for Rehabilitation institutional review
boards (IRB) both approved the study protocol. 

Inclusion criteria included cancer survivors age 18 or
older; any type or stage of cancer, with all treatment com-
pleted and no current evidence of disease; and at least mild
peripheral neuropathy symptoms (either sensory or motor)
as rated on the Patient Neurotoxicity Questionnaire (PNQ)
and attributable to chemotherapy intervention as a compo-
nent of cancer treatment. Exclusion criteria included active
cancer disease or current cancer treatment; comorbidities
implicated as contributory to peripheral neuropathy (e.g.,
diabetes mellitus) or prior history of peripheral neuropathy
from other diseases; and any cause of concern for adverse
events with initiating exercise determined by pre-study
s c reening using the Physical Activity Re a d i n e s s
Questionnaire (PAR-Q). All participants were screened in
advance of eligibility testing to determine the safety or pos-
sible risk of exercising with this brief seven-question tool,
with physician clearance obtained prior to the start of the
trial intervention for any participant with a health risk or
concern as triggered by this patient-reported questionaire.13

Data Collection and Primary Clinical Outcome
Measurements
The Sit and Reach (SR) test measures hamstring and low-
back flexibility through a maximal reach in a seated extend-
ed-knee position.14,15 The SR has established norms, with a
score of 16 cm and 15 cm for adults 46–55 years old and
56–65 years old, respectively, in the 50th percentile.6,16

Subjects are asked to maintain a “long-sit” position on the
floor while safely reaching forward as far as possible with
their shoes removed, feet flat against a box, and legs straight.
A chair-seated modification was available for those unable
to transfer safely to the floor.17,18 Maintaining flexibility may
prevent acute and chronic musculoskeletal injuries, low-
back problems, postural deviations, gait limitations, and
risk of falling.18

The Timed Up and Go (TUG) tests physical function
in sitting to standing, walking 3 meters, and returning to
the seated position, with results recorded in seconds.19,20

Worse performance is indicated with longer time to com-
pletion. Participants are instructed to stand up from a chair,
walk 3 meters as quickly and safely as possible, turn around,
walk back, and sit down. Results of 9 seconds and above
indicate a high risk of falls.21

The Functional Reach (FR) test examines balance with
respect to the patient’s limit of stability. The participant is
instructed to flex the dominant arm forward to 90 degrees
and to reach forward as far as possible before taking a step.
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The reach is determined by the total excursion of the third
metacarpal from the starting point to the point just before
balance is lost, with the average of three measurements in
centimeters used as the final score.22 FR has demonstrated
strong reliability and validity for measuring postural control
in reaching forward during standing and demonstrates
excellent psychometric properties.23,24 It predicts fall risk22

with reaches of less than 25.4 cm.25 Both FR and TUG can
be used to track changes in balance performance and fall
risk over time. 

The SR,26,27 TUG,19,20 and FR22,28 were evaluated by
research assistants and clinically assessed at baseline and 8
weeks. Interrater reliability was assessed between thre e
i n vestigators (85% kappa coefficient). These measure s
served as primary clinical outcomes, have been used in pre-
vious yoga studies, and are sensitive to functional changes
over time.

Data Collection and Secondary/Patient-Reported
Outcome Measurements 
Pain (Brief Pain Inventory [BPI]29), quality of life specific to
CIPN (Patient Ne u ro t oxicity Qu e s t i o n n a i re [PNQ],3 0

Functional Assessment of Cancer Therapy–Neurotoxicity
[ FAC T- G O G - N t x ]3 1), stress (Pe rc e i ved St ress Scale
[PSS]),32 sleep (Pittsburgh Sleep Quality Index [PSQI]),33,34

Functional Assessment of Chronic Illness T h e r a p y –
Spirituality (FACIT-Sp),35 and fear of falling (Falls Efficacy
Scale [FES])3 6 we re measured using valid and re l i a b l e
patient-reported outcomes. The FACT-GOG-Ntx31 and
PNQ30 were used as the CIPN evaluation method.33,34,37

Vibration sense was measured on the feet through a cal-
ibrated biothesiometer.3 8 Pa rticipants we re placed in a
relaxed position in a chair and tested with the same script
and application of the vibration unit to the proximal lower
extremity where sensation was intact to demonstrate the
vibration stimulus. The midplantar pad and the tip of the
great toe were tested per protocol, with visual feedback
reduced to eliminate false-positive responses. Results were
recorded in microvolts (µV). Primary clinical outcome
measures, participant-reported outcome surveys, and vibra-
tion sense were administered at baseline and at week 8. 

Finally, participants were asked to write in journals to
reflect on class and home practice for qualitative analysis.
Weekly verbal and/or telephone check-ins, mid-study
debriefing, and end-of-study roundtable discussion also
occurred. Guiding questions for journaling included the
following:

1. What type of practice was it? Home or class?
2. What was most enjoyable?
3. What was most challenging?
4. Describe your symptoms or how you feel. 
5. What was most beneficial?

Study Intervention
Hatha Yoga is broadly recognized as a genre of yoga that has
a reproducible format; combines postures (asana), breath-
work (pranayama), and meditation; and can be used thera-
peutically in the healing of a wide variety of conditions.39

This healing is facilitated by Hatha Yoga’s ability to elicit the
relaxation response through engagement of the parasympa-
thetic nervous system.39 This therapeutic pathway is of par-
ticular importance for individuals in cancer recovery, as it
counters the adverse effects of the sympathetic nervous sys-
tem’s stress response, allowing multisystem body and mind
integration and healing.4 0 – 4 2 Hatha yo g a’s emphasis on
dynamic movements in connection with breath leads to
improvement in flexibility, strength, stability, and balance,
all of which may be negatively affected by cancer treat-
ment.43

What makes individuals with CIPN unique from oth-
ers in cancer recovery is additional pain in the hands and
feet, which reduces proprioception and sensation, resulting
in extremity disembodiment. To address these additional
symptoms, a somatically based yoga protocol was used to
foster cognitive awareness and extremity reintegration. The
protocol was inspired by the principles of Hanna Somatics
(Thomas Hanna) and Somatic Yoga (Eleanor Criswell),
both rooted in Hatha Yoga.44–46

Somatic methods incorporate neurophysiology, psy-
chophysiology, and mindfulness for increased mind-body
integration and are grounded in ideas from the biofeedback
literature.45,47 Hanna described soma as the body perceived
from within.48,49 With CIPN, this perception is lost over
time, and muscles are potentially both weakened and con-
tracted from chronic stress.50 These states of contraction
cause ongoing symptoms such as poor posture, decreased
flexibility and balance, debilitating pain, and ove r a l l
decreased quality of life.51 This chronic contraction needs to
be relieved before muscle strengthening can be achieved.
Stretching only temporarily passively lengthens a muscle as
the stretch reflex at the spinal cord level causes the muscle
to recontract. The movement of traditional yoga stretches
muscles. Somatic Yoga, on the other hand, is an active
process that consciously engages and reeducates the brain in
neuromuscular movement, increasing the resting length of
chronically contracted muscles. This is achieved both by
directing attention to one’s own internal sensations of
movement, creating a first-person experience, as well as
through pandiculation.45,52

The movements use pandiculation—voluntary muscu-
lar contraction and slow, controlled decontraction (eccen-
tric contraction), with constant focus on sensation—to
achieve this first-person experience and to increase the rest-
ing length of muscles.53 When the resting length of a mus-
cle is increased, there is less tension in the muscle, less



compressive force of that muscle on adjacent structures,
greater circulation of blood and lymph, and overall more
comfort in the body. Pandiculation reawakens the sensori-
motor system and improves proprioception. Movements are
performed slowly, gently, and comfortably with the least
possible effort and are never forced.44,45,51 To ensure a first-
person experience and to lessen the use of mirror neurons,
which invoke a third-person experience, yoga instructors
repeatedly use verbal cues with each movement to draw par-
ticular attention to a felt sense of that movement during
both voluntarily controlled muscular contraction and
decontraction. Focus on the felt sense draws attention to the
body, calming the thinking mind and further enhancing the
relaxation response. 

The protocol includes iRe s t® yoga nidra–inspire d
guided meditations from the In t e g r a t i ve Re s t o r a t i o n
Institute. This genre of guided meditation is somatically
based, as participants are led to focus on the felt sense of
their experiences, encouraging embodiment. In 2010,
iRest® was endorsed by the U.S. Army Surgeon General and
Defense Centers of Excellence as treatment for chronic
pain.54 These meditations, developed by Richard Miller,
PhD, are trauma-informed and evidence-based, supporting
healing, personal growth, and well-being over a broad range
of populations including individuals with cancer.54–56 With
relief of psychological stress, there is a greater chance for
recovery of muscular function and somatic sensation.57

Participants met once per week for 8 weeks, and ses-
sions were taught by registered yoga teachers. The SYM
program lasted 90 minutes per class and was structured as
shown in Table 1, with individual variations to maximize
the safety of the participants at their current functional sta-
tus level. Our protocol was created by a physician and cer-
tified yoga therapist (RT), who holds specialty certifications
with Integrative Yoga Therapy, The Novato Institute for
Somatics Research and Training, Trauma Informed Yoga
T h e r a p y, Yoga 4 Cancer, and In t e g r a t i ve Re s t o r a t i o n
Institute. 

Yoga instructors were trained by the protocol designer
using multiple methods of instruction and verification. In
addition to verbal education in the protocol sequence and
supporting theory, the instructor team experienced the pro-
tocol in their own bodies, with and without the use of vari-
ations and props. The instructors were provided with yoga
and meditation protocol handouts to follow and were
offered support as needed throughout the study. The yoga
instructor team ensured the safety and comfort of each par-
ticipant throughout each class, including assisting with the
use of props such as blocks, mats, blankets, chairs, and pil-
lows as needed. Participants were encouraged to honor how
they were feeling in each moment and to only move and
breathe in a way that felt comfortable. They were facilitated

in choices to use props during the study, with guidance to
reflect any self-led progression in decreasing use of props to
assume greater challenges or increasing use of supports to
foster symptom relief, relaxation, and ease in more sympto-
matic moments. Overall, this program was designed to
decrease CIPN symptoms, including pain, numbness, and
tingling in the extremities, with resultant improvement in
flexibility, strength, proprioception, agility, balance, and
kinesthetic sense.
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Table 1. Yoga Class Structure and Components

Asana/Activity

Seated

Verbal checkin, address inquiries

Supine

Prepractice body and breath scan51(pp. 44–45)

Belly breathing, two-part breath, set intention

Somatic movements:

• Arch/flatten back44(pp. 101–102),51(pp. 46–47)

• Arch/curl44(p. 105),51(pp. 46–49)

• Twists44(pp. 120–121),51(pp. 69–71)

• Hip series44(pp. 123–108),51(pp. 80–85)

Knees to chest, knee circles

Seated sukhasana (cross-legged)

Cleansing breaths

Finger fan

Chin mudra110(pp. 204–205) with kaki (beak) exhale

breath

Sun breaths with neck stretches

Dandasana (staff pose): joint-freeing series 

ankles/feet, forward folds111(pp. 132–133)

Switch sukhasana (cross-legged): joint-freeing

series wrist/elbow/shoulder111(pp. 132–133)

Side bends

Tabletop/ hands-and-knees

Marjariasana (cat/cow) to center, left, right

Chakravakasana (sunbird) to balasana (child’s

pose)

Tadasana (standing mountain pose)

Toe fan

Dancing warrior series (virabhadrasana)

Tree pose (vriksasana)

“Shake tree” qi gong112

Cleansing breaths

Supine (or seated variation)

Twists

Bridge

iRest® yoga nidra–inspired guided 

meditation54

Savasana (corpse pose/“resting pose”)

Postpractice body and breath scan, noting 

changes

Seated

Mandala (circle) mudra with affirmation “I am

complete and whole exactly as I am”110(pp. 216–217)

Sun breath, anjali mudra (palms together at 

heart), OM, namaste110(pp. 260–261)

5

2

4

15

1

1

1

2

2

4

4

2

2

2

1

4

4

1

1

2

1

20

5

2

1

1

Time (min)
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Abbreviated versions of the SYM program were intro-
duced for home practice during week 1 of the structured
sessions, along with handouts summarizing the yoga prac-
tice and a simple “20 breath meditation”58,59 encouraging
focus and mindfulness to each breath. Four recorded audio
files were emailed to participants and made available by CD
for those without email access. Support was offered by the
research team to verify that all participants were able to
access the four files. Two recordings were an abbreviated
home yoga practice, used with or without a chair depend-
ing on the needs of the individual. Two additional record-
ings were short and long iRest® yoga nidra–inspired guided
meditations.54,55

Adding a home program fosters improved self-suffi-
ciency. Additionally, this small amount of daily practice has
been used in other mind-body therapy trials.60,61 These SYM
practices were chosen because they are simple and require
minimal props including blankets, pillows, or chairs, as
used in the class environment. Adherence to the home-
based SYM program was measured weekly by discussion
with a research assistant. Additionally, participants recorded
their daily practices in a journal and provided insights into
their experiences with the SYM classes and home practices. 

Data Analysis
SPSS 24.0 was used to examine paired t tests and Wilcoxon
rank-sum tests for all variables. For the qualitative data,
content analysis was used and involved individual coding
based on variables identified. Journals and transcriptions of
mid-study debriefing and end-of-study roundtable discus-
sion were reviewed, and codes were assigned and entered.
The qualitative data were recorded from weekly research
assistant checkins or phone calls and yoga teacher observa-
tions and entered into Microsoft Excel. The investigators’
notes taken during the weekly encounters were compiled
and reviewed by the research team for any additional rele-
vant information and confirmatory statements. 

After the journals, transcriptions, and other informa-
tion sources were read in detail twice by all the researchers,
main themes were identified and coded with an iterative
process. Corresponding quotes were entered into Microsoft
Excel to create tables identifying the main themes. The
research group compared each result to establish good inter-
rater reliability (kappa 90%) within the recurring themes.
There were no outliers or insignificant themes, and the
researchers came to consensus on each identified theme. A
member check was performed to enhance the internal valid-
ity of the results. The ability to triangulate with journals,
weekly encounters, transcriptions of interviews, and obser-
vation by the yoga instructors and researchers further con-
firmed these findings.

Results

Patient Characteristics
Be t ween July and October 2018, 28 individuals we re
referred because of CIPN symptoms or responded to flyers
or publicity about the study. Of this group, 11 initially
passed telephone or in-person screening for participation.
One participant did not complete intake testing and opted
not to participate because of limitations in possible atten-
dance. Ten participants consented to participation in the
study and signed the IRB-approved consent form. Two of
the individuals did not complete formal prestudy screenings
and exited the study because of health-related changes.
Eight individuals completed intake and prestudy screening
and testing. Five participants participated in a midstudy
debriefing, and seven participated in a poststudy roundtable
discussion. One participant did not complete end-of-study
testing. Intention to treat was used for all data analyses.

The mean age of the participants was 65.0 years, rang-
ing from 49–73. Five participants identified as Black/
African-American and three as Caucasian. Se ven we re
female, and one was male. Four participants had a diagno-
sis and treatment for breast cancer, two had colon cancer,
one had ovarian cancer, and one had pancreatic cancer. Four
participants reported that they were stage II, one was stage
I, one was stage III, and two were unsure of their definitive
staging. Three reported their most recent chemotherapy as
less than 1 year ago, one as 5 years or less, two as 10 years
or less, and two as over 10 years ago. One participant was
employed part-time, one was on current medical leave, one
was permanently disabled, and five were retired.

Baseline self-reported PNQ revealed one participant
rated sensory symptoms (e.g., pain, numbness, burning,
and/or tingling) as mild, with two rating as moderate, four
rating as moderate to severe, and one rating as s evere.
Additionally, one participant self-rated muscular weakness
as severe, four rated as moderate to severe, one as moderate,
and two as mild (Table 2). 

Overall attendance was 81%, ranging from five to eight
sessions, with absences primarily attributed to inclement
weather, lack of transportation, or health reasons. Seventy-
five percent (6/8) trialed the home program (meditation/
breathwork and/or yoga-based movement). Four performed
the home program component at least once a week, with
two performing the home program at least three times a
week. Seven of the eight participants included self-selected
aspects of the breathing, meditation, or somatic-based yoga
movements on a daily basis to address physical, emotional,
or neurogenic symptoms or issues. 

One participant had lymphedema in the left upper and
bilateral lower extremities at baseline, with five others at ele-
vated risk due to history of nodal dissection and/or



radiation therapy with no current reported lymphedema in
the at-risk limbs. A certified lymphedema therapist was
available to all participants through this study if needed;
however, there was no exacerbation observed or reported
throughout the study. Three participants reported chronic
pain–related diagnoses at baseline that required adaptation
throughout the yoga sessions, yet no worsening of these
conditions was attributed to the SYM protocol. There were
no adverse responses or events during the course of the
study.

Primary Clinical Outcomes Measures
Participants had trends of improvement in flexibility meas-
ured by SR (mean reduction 3.20, standard deviation [SD]
5.33, p = 0.133) and in balance measured by FR (mean
reduction 1.45, SD 7.41, p = 0.597). The TUG improved
in gait speed, balance, and fall-risk reduction (mean reduc-
tion 1.16, SD 1.84, p = 0.119) (Table 3). Three of the eight
participants were at high risk for falls using the TUG at
intake, with only one participant remaining at fall risk by
the end of the study.

Secondary and Patient-Reported Outcomes Related to
Pain and QOL
Subjects experienced a slight increase in BPI pain severity
(3.50 to 3.75, p = 0.041), which may reflect influences from
musculoskeletal comorbidities, delayed-onset muscle sore-
ness, or perceived increase in sensation. CIPN symptoms
measured by the FACT-GOG-Ntx demonstrated signifi-
cant improvement (88.88 to 106.88, SD 20.03, p = 0.039),
indicating improvement in QOL. The intake measure of
CIPN symptoms, PNQ, showed improvement in sensory
symptoms and muscular weakness (3.56 to 3.31, p =
0.316). Fear of falling (FES) improved considerably,
approaching significance (39.26 to 34.38, SD 6.081 p =
0.058). Stress (PSS) was reduced (15.75 to 15.00, p =
0.608), with sleep quality (PSQI) improvements also shown
(9.75 to 9.38, p = 0.644). Spirituality, as measured by
FAC I T- Sp, also improved (101.75 to 115.63, p = 0.496).
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Table 2. Patient Neurotoxicity Questionnaire Outcomes
(n = 8)

Measure

Mild numbness, pain,

and tingling

Moderate numbness,

pain, and tingling

Moderate to severe

numbness, pain, and

tingling

Severe numbness, pain,

and tingling

No weakness

Mild weakness

Moderate weakness

Moderate to severe

weakness

Severe weakness

Baseline

1 (12.5%)

2 (25%)

4 (50%)

1 (12.5%)

0 (0%)

2 (25%)

1 (12.5%)

4 (50%)

1 (12.5%)

After Yoga

Intervention

2 (25%)

2 (25%)

3 (37.5%)

1 (12.5%)

1 (12.5%)

1 (12.5%)

2 (25%)

4 (50%)

0 (0%)

Table 3. Change in Clinician-Measured Outcomes, Patient-Reported Surveys, and Biomarkers (n = 8)

Measure

Clinical functional measures

FR

SR

TUG

Patient-reported outcomes

PSS

FES

BPI severity

BPI interference

FACT-GOG-Ntx

FACIT-Sp

PSIQ

PNQ 

Biothesiometer—(vibration) 

Right midplantar

Left midplantar

Right tip of great toe

Left tip of great toe

Baseline, Mean (SD)

33.97 (8.07)

26.23 (8.00)

10.75 (5.44)

15.75 (10.49)

39.25 (13.30)

3.46 (2.97)

3.80 (3.41)

88.88 (38.30)

101.75 (42.88)

9.75 (3.41)

3.56 (0.86)

37.25 (11.23)

39.75 (11.72)

37.88 (12.65)

41.25 (10.45)

Week 8, Mean (SD)

35.42 (9.88)

29.43 (9.60)

9.59 (4.89)

15 (9.16)

34.38 (14.16)

3.75 (2.89)

3.54 (3.39)

106.88 (30.95)

115.63 (38.96)

9.38 (4.13)

3.31 (0.92)

32.00 (12.13)

31.75 (12.34)

36 (9.21)

34.63 (11.36)

p Value

0.597

0.133

0.119

0.608

0.058*

0.609

0.687

0.039*

0.130

0.644

0.316

0.125

0.127

0.507

0.950

*p < 0.05.
SD = standard deviation; FR = Functional Reach test; SR = Sit and Reach test; TUG = Timed Up and Go; PSS = Perceived Stress Scale; FES = Falls Efficacy Scale; BPI
= Brief Pain Inventory; FACT-GOG-Ntx = Functional Assessment of Cancer Therapy–Neurotoxicity quality of life; FACIT-Sp = Functional Assessment of Chronic
Illness Therapy–Spirituality; PSIQ = Pittsburgh Sleep Interference Scale; PNQ = Patient Neurotoxicity Scale.



Vibratory sensation perception as measured via biothe-
siometer demonstrated trends of improvement in all tested
locations on the feet, which is of particular interest given
the relatively short duration of this 8-week SYM study
(Table 3).

Qualitative Data
Four themes emerged from journal entries, weekly checkins,
midstudy debriefing, and final roundtable discussion and
were substantiated among the participants through member
checks: (1) variation of CIPN pain symptoms, coupled with
musculoskeletal comorbidities; (2) utility of learned skills,
applied to everyday life situations; (3) improvement in self-
confidence, balance, and stability; and (4) social support,
with validation of CIPN experience and increasing health
literacy.

Variation of CIPN pain symptoms, coupled with muscu-
loskeletal comorbidities
Participants reported variation in CIPN symptoms and
intensity influenced by multiple factors including unrelated
musculoskeletal comorbidities such as osteoarthritis and
chronic pain disorders. The majority of participants (7/8)
reported decreased CIPN symptoms with participation in
the SYM study.

I have found remarkable positive results from the yoga
and meditation. The pain and numbness in my feet has
lessened substantially. —P1

When I take my shoes off, I am able to put them back
on without a lot of trouble. My feet are feeling so much
better from doing the yoga. —P3

The muscle relaxation helped me; as far as the neuropa-
thy, it did not help. —P4

I can say since I’ve started this study that my feet [have]
gotten better but I do still have my up and down days.
—P5

My neuropathy is significantly reduced for at least 2 to
4 hours after a session. —P7

Today I noticed some of the numbness in my left foot
and toes has eased up. I can feel them when I walk now.
What a blessing. —P8 

Utility of learned skills, applied to everyday life 
situations 
Application of the tools learned through participation in
the SYM protocol, including components of the somatic
movements, particular yoga poses, the SYM component
recordings, or breathing techniques, modified participants’
experience of physical, psychological, and/or neurogenic
symptoms. During the poststudy roundtable, the majority
(7/8) of participants confirmed daily use of self-selected

breathing techniques and/or stretches for effective symptom
and anxiety reduction.

I still wake up early with pain in feet and legs but now
use the breathing exercises, which relaxes me during the
day, and try to use the yoga to help with hands and feet.
—P1

I have been doing the “20 breaths” practice during the
days at some point . . . I find it a good stress reliever and
will continue. This is my favorite and most beneficial.
—P2

I used the breathing to get through my MRI.—P5

I noticed that I get more from using the nebulizer dur-
ing my breathing treatment now that I do the breath-
ing exercises. —P8

Improvement in self-confidence, balance, and stability 
All participants (8/8) reported some level of improvement
in balance and walking stability during the course of the
study. A consistent majority (7/8) confirmed a definitive
increase in balance, stability, and self-confidence during the
poststudy roundtable, with various comments of increased
community integration and reduced fear of falls. 

The most challenging is the balancing, which I can say
has improved a lot. —P5

You know I still have balance issues, but, over the
course of the 8 weeks, by doing the yoga it has mini-
mized my problem with balance. —P7 

I have less fear of falling now, because I had two falls
before. —P8

Social support, with validation of CIPN experience and
increasing health literacy 
All participants (8/8) expressed validation of their CIPN-
related symptoms and deficits throughout the course of this
study, with appreciation of the sense of community, sup-
port, and education provided by the other participants,
SYM class leaders, and researchers. Three participants ver-
balized intent to seek care/physical therapy to address unre-
lated health issues implicated in functional deficits. One
participant independently initiated healthful eating habits,
with weight loss of 14 pounds reported at the final session.
One participant reported seeking yoga teacher training to
expand her own practice and increase options available in
the local area for other at-risk populations. 

I had not been made aware that the chemo treatment I
received could cause neuropathy and actually thought I
was crazy until being a part of this study and having the
opportunity to speak to and relate to other people that
are suffering with CIPN. —P1 
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Most enjoyable. Knowing I will have . . . therapy specif-
ically developed for cancer survivors’ chemo effects. 
—P6

I will miss the friendly, positive energy from the
instructors and the group. —P8

Discussion

The American Society of Clinical Oncology provides evi-
dence-based guidance on the optimum prevention and
treatment approaches in the management of CIPN in adult
cancer survivors. Our participants reported chemothera-
peutic treatment of their cancers with interventions includ-
ing taxanes,62 platinum-based drugs, and vinca alkaloids.
Unfortunately, 50% percent of all leukemia, lymphoma,
colorectal cancer, and breast cancer patients experience
CIPN,63–65 and time to address this condition appears to be
delayed by years. Previous work has suggested that patients
often underreport CIPN symptoms and physicians fail to
recognize the presence of such symptoms in a timely fash-
ion.66 Our participants did not make physical connections
between chronic CIPN, additional chronic musculoskeletal
issues, and interrupted sleep. Although no agents aside from
duloxetine are available to prevent this painful condition,
diligent attendance to screening for CIPN is prudent and
strategies for dose-limiting treatments imperative. Drug tri-
als are inconclusive regarding treatment for neuropathic
pain syndromes67; therefore, a biopsychosocial approach to
chronic pain, including SYM, is necessary.

The extensive use of integrative medicine among cancer
survivors is well-documented in the literature.14,68–72 Yoga
combines postures, breathing exercises, and meditation to
foster connection between mind and body. Given signifi-
cant chronic pain in our study participants, we noted sever-
al comorbidities in addition to the primary cancer diagno-
sis. The conceptual model proposed by Sherman et al. sug-
gests that posture training may improve strength and flexi-
bility, meditation may decrease stress/anxiety associated
with pain, and the relaxation response related to breathing
and overall practice of yoga may result in modulation of the
neuroendocrine system through the hypothalamic-pitu-
itary-adrenal (HPA) axis.16,107 Given the benefit of social
connection, the group activities and active engagement of
the whole person in a movement/meditation practice may
change cognitive appraisal and improve self-efficacy related
to chronic pain.74 In addition, the positive effect of SYM
group activity was confirmed through participant QOL
(FACT-GOG-Ntx) and our qualitative data. 

Although most yoga studies include evidence for man-
agement of treatment-related toxicities, this is the first to
explore the effect on survivors with CIPN with purposeful
inclusion of minority participants with multiple comorbidi-

ties. Yoga positions and relaxation breathing have been
found to significantly reduce fatigue and pain levels in addi-
tion to increasing levels of invigoration, acceptance, and
relaxation.75–77 However, subjective variation in pain reveals
the complexity of CIPN and the resultant musculoskeletal
changes leading to compensatory movement patterns. Most
participants described undulating changes of their pain
throughout 8 weeks. Several participants verbally expressed
their wishes for a longer study, noting significant qualitative
improvement commencing in the last few weeks of classes.
Perhaps duration of once per week for 8 weeks is not a suf-
ficient dosage to attain a sustainable change; we would rec-
ommend offering classes either more often or for a longer
duration to foster optimal dosage, given the unique chal-
lenges in the urban environment. 

Our pilot research shows that participants experienced
several physiologic benefits from SYM. The addition of an
intentional somatic component of this yoga protocol fos-
tered greater sensory and proprioceptive improvement and
easily accessible motion for individual part i c i p a n t s .
Repetitive movement patterns through various asana have
been found to restore biological rhythmicity disrupted by
stress from an overactivated sympathetic nervous system
and HPA axis.24,77 Meditation fosters deep relaxation and
stress relief cognitively by improving self-control and atten-
tion skills, emotionally by creating a positive mood and
emotional stability, and psychologically by enhancing psy-
choemotional balance.78

The results of yoga therapy research inform guidelines
and standards of care that lead to improvements in manage-
ment of lingering side-effects from cancer tre a t m e n t .
However, minorities and the underserved, especially the
aging members of these demographic groups, are underrep-
resented in oncology clinical trials.79,80 The situation is more
complicated when the toxicity of chemotherapy dispropor-
tionately affects an underrepresented population.81–84 

Yoga is a commonly used intervention among cancer
patients, especially within breast cancer surv i vo r s .8 5

However, the women in yoga clinical trials are predomi-
nantly white, with lower BMI and higher education levels.6

Multiple factors contribute to the lack of minority recruit-
ment. In general, eligibility, health systems, and healthcare
providers are noted obstacles in minority participation in
cancer clinical trials.86 Participant-related barriers include
lack of trust of the medical system, costs incurred, and
uncertainty about randomization.87,88 Physician-level barri-
ers include lack of time to enroll or refer to clinical trials,
preferences in specific treatment for patients, and biases that
certain patients will not be interested or adherent.89–92

Systems-level barriers include accessibility to a clinic with
clinical trials and availability of applicable clinical trials.93–95

Perspectives of cancer center clinical and research personnel
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indicate barriers to minority recruitment, including distrust
in research based in historical abuse and discrimination,
unmet transportation needs, and the negative connotation
of clinical trials.96 Lack of insurance and language barriers
also reduce the likelihood that providers will offer opportu-
nities to participate in clinical trials. Other barriers may
include access to a working telephone, schedule conflicts,
and a care g i ver role that limits ava i l a b i l i t y.9 7 In c re a s i n g
awareness of opportunities and barriers is essential for the
enhancement of minority enrollment, and key community
partnerships are important. 

Facilitators need to accommodate cultural needs,
desires, and stated biases in addition to addressing everyday
practical needs such as transportation or lodging. Internal
referrals, such as communication with and education of
patients, may increase potential minority re c ru i t m e n t .
However, the benefits to this approach may be limited by
the number of multicultural patients with access to tertiary
cancer treatment centers offering clinical trials. Establishing
relationships with healthcare centers with large minority
client bases may improve minority recruitment. Our study
found similar needs for outreach to local cancer centers,
transportation, and attention to reminders for classes and
home SYM practice options at va rying physical ability leve l s .

Historically, African-Americans are less willing to par-
ticipate in clinical trials compared to their Caucasian coun-
terparts and generally assign negative connotations to such
studies. They are more likely to participate in clinical trials,
regardless of race, if they trust the people recommending
the clinical trial (healthcare professional, researcher, friend,
or relative).97 In our study, medical clinicians, support group
facilitators, and known community leaders encouraged par-
ticipation in SYM for management of neuropathy pain
from chemotherapy side-effects. 

Additionally, faith and specific spiritual beliefs may be
deterrents to successful recruitment, while in some cases,
these same entities may serve as a source of recruitment and
trust building.97 To improve recruitment of individuals
identifying as minorities, several accommodations were
found effective, including a multicultural research team,
translators, and bilingual materials and classes, along with
decreasing what might be deemed “spiritual” aspects of
yoga.97 Participants may also be more comfortable taking
yoga classes from teachers with diverse racial/ethnic back-
grounds.98 Tailoring the recruitment protocol to meet cul-
tural and language needs may increase recruitment of
minority populations. Our study took place in an urban
yoga studio setting that included cultural diversity among
research assistants and yoga instructors trained in the CIPN
protocol, where modifications were offered to meet the
needs of participants with multiple complex comorbidities.

Cancer survivors who report muscle weakness, loss of

balance, and long-term persistence of mobility decline may
be at elevated risk for falls.10,99,100 Our study showed that we
were able to reduce measurable fall risk (TUG) through
SYM in two of our three participants at high risk for falls,
with the majority reducing their fear of falling. Given the
severity and length of CIPN symptoms in our population,
several participants had experienced falls. Our qualitative
findings support previous research in which participants
initially described variability in neuropathic symptoms,
muscle weakness, and loss of balance.101 This variation in
symptoms interfered with activities of daily living, includ-
ing falls, and participants shared feelings of frustration and
loss of enjoyable activities.102 Our study was able to demon-
strate a renewed interest in activities and overall improve-
ment in function and QOL. In addition, our participants
improved in mobility, balance, and fall risk as measured
through TUG. Balance and fall risk directly correlate to
functional outcomes and potential disabilities. Other asso-
ciated comorbidities or chronic pain status may affect bal-
ance, including postural instability.103 Additionally, SYM
improved vibration sense with emphasis placed on body
awareness and sensation perception. This increased sensa-
tion directly affects activation of the foot-ankle complex
with biomechanical gait improvements. Quantitative gait
analysis would be recommended in future studies to further
investigate. 

Evidence of yoga’s efficacy for symptom management
in cancer survivors is growing3,6,15,16,18,104–109; however, we
found no other study that inclusively addressed yoga for
musculoskeletal pain and QOL in CIPN. We demonstrat-
ed the feasibility and safety of a SYM intervention for CIPN
with successful inclusion and representation of a minority
population using strategies recommended from the litera-
ture and ensuring trust and community connection under-
pinning enrollment. This somatically based yoga appears to
improve flexibility and balance, with perceived improve-
ments in various functional activities of daily living.
Furthermore, participants reported improved QOL and
health literacy, decreased fear of falls, and increased activity
levels with incorporation of self-selected aspects of the pro-
tocol into their daily lives. Gentle yoga, with variations
offered to meet the physical abilities of each participant, was
well-tolerated, and no adverse events occurred.

Limitations 
There are several limitations of the study. This single-arm
pilot study aimed at establishing feasibility and preliminary
effects with recruitment, enrollment, and retention of an
inclusive SYM protocol. The lack of a control group negates
the ability to exclude that findings were due to placebo
effect or regression to the mean. The addition of an out-
come measure assessing readiness for change may also reveal
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self-selection bias. We did not measure long-term follow-up
data after the intervention was completed to determine the
sustainability of the structured sessions and home yoga-
based program. This information on efficacy would be
important for future studies. 

Although our participants self-identified as representa-
tive of Black/African-American and Caucasian ethnicities,
we were not successful in recruiting and representing other
ethnicities and cultures, such as Asian, Pacific Islander,
Hispanic, or other groups present in our local area. This
type of early-phase trial offers an important opportunity to
test recruitment, enrollment, and retention strategies and to
refine the yoga and meditation protocol, as there is a need
for increased diversity of minorities, genders, and cancer
diagnoses and stages. Only by accomplishing such a step
can we appropriately design and power a randomized con-
trolled study of yoga and meditation for pain management
and measurement of functional outcomes for all individuals
with CIPN. 

In summary, we have conducted a mixed methods fea-
sibility trial of SYM to treat CIPN and associated effects on
function and QOL with a strong focus on inclusion of a
minority population in an urban environment. Future
research recommendations include concerted efforts to con-
trol for self-selection in yoga studies. Inquiry and under-
standing of both negative and positive perceptions of yoga,
particularly with cancer survivors in an urban center, are
key. Few mind-body intervention studies have been per-
formed to address this clinical problem in minority popula-
tions, and we believe our effort is an important first step in
demonstrating the feasibility of evaluation of inclusive SYM
for CIPN. Future randomized controlled trials are needed
to establish the comparative efficacy of SYM to address
CIPN function and QOL, which affect cancer survivors
long after treatment ceases.

Conclusions

Cancer survivors of all ethnic identities with CIPN have
chronic pain that activates sensory and motor deficits, lead-
ing to inappropriate proprioceptive feedback, impaired pos-
tural control, and fall risk in addition to impaired sleep and
QOL. To our knowledge, this is the first report to inclusive-
ly address SYM for this population. This pilot study, featur-
ing gentle somatically based yoga and meditation, shows
feasibility and preliminary evidence on improving function-
al measures of flexibility, balance, and QOL. Comorbidities
and chronic pain add to the complexity of CIPN and
require adaptation of postures and use of props for success-
ful outcomes. Accommodating cultural preferences is essen-
tial for adherence to classes and home-based continuance of

SYM. A randomized clinical trial is needed to confirm these
results, with comprehensive minority inclusion and repre-
sentation.

Conflict-of-Interest Statement
The authors confirm that they have no conflicts of interest
to declare.

Acknowledgments
This study was funded by a Stockton University Research
and Professional Development Grant and the Stockton
Center for Successful Aging, and hosted by the Leadership
Studio in Atlantic City, New Jersey. We would like to
acknowledge the contributions of Kathy Whitmore and
Alexandra Nunzi at the Leadership Studio for recruitment,
support, and site planning. A special thank you to our yoga
instructors, Salena Coaxum, Naida Burgess, and Elaine
Sherma, who provided dynamic interaction with our partic-
ipants. Thanks to Irvin Rodriquez for his translations of our
fliers and documents and to Awilda Colon, MSW, PhD, for
her community support. Many thanks to Joyce Glick, PT,
Vice President of Outpatient Services at Bacharach Institute
for Rehabilitation, for efforts and support for recruitment
and publicity. For the use of the biothesiometer, we thank
David Kietrys, PhD, PT, associate pro f e s s o r, Ru t g e r s
University. We are grateful to the patients, oncologists,
nurse practitioners, patient navigators, staff of our local and
regional cancer centers, and staff of Gilda’s Club South
Jersey, especially Gloria Hamlett, MSW, program manager,
for their support of this study.

References

1. Culos-Reed, S. N., Mackenzie, M. J., Sohl, S. J., Jesse, M. T., Zahavich, A. N.
R., & Danhauer, S. C. (2012). Yoga & cancer interventions: A review of the
clinical significance of patient reported outcomes for cancer survivors. Evidence-
Based Complementary and Alternative Medicine, 2012. doi:
10.1155/2012/642576
2. Danhauer, S. C., Mihalko, S. L., Russell, G. B., Campbell, C. R., Felder, L.,
Daley, K., & Levine, E. A. (2009). Restorative yoga for women with breast can-
cer: Findings from a randomized pilot study. Psycho-Oncology, 18(4), 360–368.
doi: 10.1002/pon.1503

3. Danhauer, S. C., Tooze, J. A., Farmer, D. F., Campbell, C. R., McQuellon R.
P., Barrett, R., & Miller, B. E. (2008). Restorative yoga for women with ovarian
or breast cancer: Findings from a pilot study. Journal of the Society for Integrative
Oncology, 6(2), 47–58. doi: 10.2310/7200.2008.0008
4. Sharma, M., Lingam, V. C., & Nahar, V. K. (2016). A systematic review of
yoga interventions as integrative treatment in breast cancer. Journal of Cancer
Research and Clinical Oncology, 142(12), 2523–2540. doi: 10.1007/s00432-016-
2269-2

5. Cramer, H., Lange, S., Klose, P., Paul, A., & Dobos, G. (2012). Yoga for
breast cancer patients and survivors: A systematic review and meta-analysis.
BMC Cancer, 12, 412. doi: 10.1186/1471-2407-12-412

6. Desai, K., Bowman, M. A., Galantino, M. L., Hughes-Halbert, C., Vapiwala,
N., Demichele, A., & Mao, J. J. (2010). Predictors of yoga use among patients
with breast cancer. Explore (NY), 6(6), 359–363. doi:
10.1016/J.EXPLORE.2010.08.002

International Journal of Yoga Therapy — No. 30 (2020)

www.IAYT.org



7. Stubblefield, M. D., Burstein, H. J., Burton, A. W., Custodio, C. M., Deng,
G. E., Ho, M., . . . Von Roenn, J. H. (2009). NCCN task force report:
Management of neuropathy in cancer. Journal of the National Comprehensive
Cancer Network, 7(Suppl. 5):S1–S26. doi: 10.6004/jnccn.2009.0078
8. Winters-Stone, K. M., Horak, F., Jacobs, P. G., Trubowitz, P., Dieckmann, N.
F., Stoyles, S., & Faithfull, S. (2017). Falls, functioning, and disability among
women with persistent symptoms of chemotherapy-induced peripheral neuropa-
thy. Journal of Clinical Oncology, 35(23):2604–2612. doi:
10.1200/JCO.2017.73.6207

9. Starobova, H., & Vetter, I. (2017). Pathophysiology of chemotherapy-induced
peripheral neuropathy. Frontiers in Molecular Neuroscience, 10, 174. doi:
10.3389/fnmol.2017.00174
10. Monfort, S. M., Pan, X., Patrick, R., Ramaswamy, B., Wesolowski, R.,
Naughton, M. J., . . . Lustberg, M. B. (2017). Gait, balance, and patient-report-
ed outcomes during taxane-based chemotherapy in early-stage breast cancer
patients. Breast Cancer Research and Treatment, 164(1), 69–77. doi:
10.1007/s10549-017-4230-8

11. Galantino, M. L., Desai, K., Greene, L., DeMichele, A., Stricker, C. T., &
Mao, J. J. (2011). Impact of yoga on functional outcomes in breast cancer sur-
vivors with aromatase inhibitor-associated arthralgias. Integrative Cancer
Therapies, 11(4), 313–320. doi: 10.1177/1534735411413270

12. Galantino, M. L., Green, L., Decesari, J. A., Mackain, N. A., Rinaldi, S. M.,
Stevens, M. E., . . . Mao, J. J. (2012). Safety and feasibility of modified chair-
yoga on functional outcome among elderly at risk for falls. International Journal
of Yoga, 5(2), 146–150. doi: 10.4103/0973-6131.98242
13. Warburton, D. E. R., Gledhill, N., Jamnik, V. K., Bredin, S. S., McKenzie,
D. C., Stone, J., . . . Shephard, R. J. (2011). Evidence-based risk assessment and
recommendations for physical activity clearance: Consensus document 2011.
Applied Physiology, Nutrition, and Metabolism, 36(S1), S266–S298. doi:
10.1139/h11-062

14. Armstrong, C., Swarbrick, C. M., Pye, S. R., & O’Neill, T. W. (2005).
Occurrence and risk factors for falls in rheumatoid arthritis. Annals of the
Rheumatic Diseases, 64(11), 1602–1604. doi: 10.1136/ard.2004.031195
15. Gansler, T., Kaw, C., Crammer, C., & Smith, T. (2008). A population-based
study of prevalence of complementary methods used by cancer survivors. Cancer,
113(5), 1048–1057. doi: 10.1002/cncr.23659

16. Sherman, K. J., Cherkin, D. C., Erro, J., Miglioretti, D. L., & Deyo, R. A.
(2005). Comparing yoga, exercise, and a self-care book for chronic low back
pain. Annals of Internal Medicine, 143(12), 849. doi: 10.7326/0003-4819-143-
12-200512200-00003

17. Streckmann, F., Kneis, S., Leifert, J. A., Baumann, F. T., Kleber, M., Ihorst,
G., . . . Bertz, H. (2014). Exercise program improves therapy-related side-effects
and quality of life in lymphoma patients undergoing therapy. Annals of Oncology,
25(2), 493–499. doi: 10.1093/annonc/mdt568
18. Mao, J. J., Palmer, S. C., Straton, J. B., Cronholm, P. F., Keddem, S., Knott,
K., . . . Barg, F. K. (2008). Cancer survivors with unmet needs were more likely
to use complementary and alternative medicine. Journal of Cancer Survivorship,
2(2), 116–124. doi: 10.1007/s11764-008-0052-3

19. Dillon, C. F., Hirsch, R., Rasch, E. K., & Gu, Q. (2007). Symptomatic
hand osteoarthritis in the United States: Prevalence and functional impairment
estimates from the third U.S. National Health and Nutrition Examination
Survey, 1991-1994. American Journal of Physical Medicine & Rehabilitation,
86(1), 12–21. doi: 10.1097/PHM.0b013e31802ba28e
20. Dominick, K. L., Ahern, F. M., Gold, C. H., & Heller, D. A. (2004).
Health-related quality of life among older adults with arthritis. Health and
Quality of Life Outcomes, 2(1), 5. doi: 10.1186/1477-7525-2-5

21. Makizako, H., Shimada, H., Doi, T., Tsutsumimoto, K., Nakakubo, S.,
Hotta, R., & Suzuki, T. (2017). Predictive cutoff values of the five-times sit-to-
stand test and the timed “up & go” test for disability incidence in older people
dwelling in the community. Physical Therapy, 97(4), 417–424. doi:
10.2522/ptj.20150665

22. Chandwani, K. D., Thornton, B., Perkins, G. H., Arun, B., Raghuram, N.
V., Nagendra, H. R., . . . Cohen, L. (2010). Yoga improves quality of life and
benefit finding in women undergoing radiotherapy for breast cancer. Journal of
the Society for Integrative Oncology, 8(2), 43–55. doi: 10.2310/7200.2010.0002

23. Banerjee, B., Vadiraj, H. S., Ram, A., Rao, R., Jayapal, M., Gopinath, K. S.,
. . . Prakash Hande, M. (2007). Effects of an integrated yoga program in modu-
lating psychological stress and radiation-induced genotoxic stress in breast cancer
patients undergoing radiotherapy. Integrative Cancer Therapies, 6(3), 242–250.
doi: 10.1177/1534735407306214
24. Vadiraja, H. S., Rao, M. R., Nagarathna, R., Nagendra, H. R., Rekha, M.,
Vanitha, N., . . . Rao, N. (2009). Effects of yoga program on quality of life and
affect in early breast cancer patients undergoing adjuvant radiotherapy: A ran-
domized controlled trial. Complementary Therapies in Medicine, 17(5-6),
274–280. doi: 10.1016/J.CTIM.2009.06.004

25. Galantino, M. L., Kietrys, D. M., Parrott, J. S., Stevens, M. E., Stevens, A.
M., & Condoluci, D. V. (2014). Quality of life and self-reported lower extremi-
ty function in adults with HIV-related distal sensory polyneuropathy. Physical
Therapy, 94(10), 1455–1466. doi: 10.2522/ptj.20130337
26. Fouladbakhsh, J. M., Davis J. E., & Yarandi, H. N. (2014). A pilot study of
the feasibility and outcomes of yoga for lung cancer survivors. Oncology Nursing
Forum, 41(2). doi: 10.1188/14.ONF.162-174

27. Cramer, H., Pokhrel, B., Fester, C., Meier, B., Gass, F., Lauche, R., . . .
Langhorst, J. (2016). A randomized controlled bicenter trial of yoga for patients
with colorectal cancer. Psychooncology, 25(4), 412–420. doi: 10.1002/pon.3927

28. Felbel, S., Meerpohl, J. J., Monsef, I., Engert, A., & Skoetz, N. (2014). Yoga
in addition to standard care for patients with haematological malignancies. The
Cochrane Database of Systematic Reviews, 6(6), CD010146. doi:
10.1002/14651858.CD010146.pub2
29. Jensen, M. P. (2003). The validity and reliability of pain measures in adults
with cancer. Journal of Pain, 4(1), 2–21. doi: 10.1054/JPAI.2003.1

30. Kuroi, K., Shimozuma, K., Ohashi, Y., Hisamatsu, K., Masuda, N., Takeuhi,
A., . . . Hausheer, F. H. (2009). Prospective assessment of chemotherapy-induced
peripheral neuropathy due to weekly paclitaxel in patients with advanced or
metastatic breast cancer (CSP-HOR 02 study). Supportive Care in Cancer, 17(8),
1071–1080. doi: 10.1007/s00520-008-0550-x
31. Haryani, H., Fetzer, S. J., Wu, C.-L., & Hsu, Y.-Y. (2017). Chemotherapy-
induced peripheral neuropathy assessment tools: A systematic review. Oncology
Nursing Forum, 44(3). doi: 10.1188/17.ONF.E111-E123

32. Cohen, S., Kamarck, T., & Mermelstein, R. (1983). A global measure of
perceived stress. Journal of Health and Social Behavior, 24(4), 385. doi:
10.2307/2136404

33. Akman, T., Yavuzsen, T., Sevgen, Z., Ellidokuz, H., & Yilmaz, A. U. (2015).
Evaluation of sleep disorders in cancer patients based on Pittsburgh Sleep
Quality Index. European Journal of Cancer Care, 24(4), 553–559. doi:
10.1111/ecc.12296
34. Beck, S. L., Schwartz, A. L., Towsley, G., Dudley, W., & Barsevick, A.
(2004). Psychometric evaluation of the Pittsburgh Sleep Quality Index in cancer
patients. Journal of Pain and Symptom Management, 27(2), 140–148. doi:
10.1016/J.JPAINSYMMAN.2003.12.002

35. Webster, K., Cella, D., & Yost, K. (2003). The Functional Assessment of
Chronic Illness Therapy (FACIT) Measurement System: Properties, applications,
and interpretation. Health and Quality of Life Outcomes, 1, 79. doi:
10.1186/1477-7525-1-79
36. Tinetti, M. E., Richman, D., & Powell, L. (1990). Falls efficacy as a measure
of fear of falling. Journal of Gerontology, 45(6), P239–P243. doi:
10.1093/geronj/45.6.P239

37. Kuroi, K., Shimozuma, K., Ohashi, Y., Takeuchi, A., Aranishi, T., Morita, S.,
. . . Hausheer, F. H. (2008). A questionnaire survey of physicians’ perspectives
regarding the assessment of chemotherapy-induced peripheral neuropathy in
patients with breast cancer. Japanese Journal of Clinical Oncology, 38(11),
748–754. doi: 10.1093/jjco/hyn100

38. Gin, H., & Rigalleau, V. (2002). Screening for peripheral neuropathy:
Which tools? Diabetes & Metabolism, 28(3), 250–254.
http://www.ncbi.nlm.nih.gov/pubmed/12149608.
39. Benson, H., Beary, J. F., & Carol, M. P. (1974). The relaxation response.
Psychiatry, 37(1), 37–46. doi: 10.1080/00332747.1974.11023785

40. (2018). Yoga for anxiety and depression. Harvard Mental Health Letter.
Retrieved from https://www.health.harvard.edu/mind-and-mood/yoga-for-anxi-
ety-and-depression

Pilot Study of Yoga and Meditation for Chemotherapy-Induced Peripheral Neuropathy

www.IAYT.org



41. Tran, M. D., Holly, R. G., Lashbrook, J., & Amsterdam, E. A. (2001).
Effects of hatha yoga practice on the health-related aspects of physical fitness.
Preventive Cardiology, 4(4), 165–170. doi: 10.1111/j.1520-037X.2001.00542.x
42. Chandwani, K. D., Perkins, G., Nagendra, H. R., Raghuram, N. V.,
Spelman, A., Nagarathna, R., . . . Cohen, L. (2014). Randomized, controlled
trial of yoga in women with breast cancer undergoing radiotherapy. Journal of
Clinical Oncology, 32(10), 1058–1065. doi: 10.1200/JCO.2012.48.2752

43. Visovsky, C. (2006). Muscle strength, body composition, and physical activi-
ty in women receiving chemotherapy for breast cancer. Integrative Cancer
Therapies,5(3), 183–191. doi: 10.1177/1534735406291962
44. Hanna, T. (1988). Somatics: Reawakening the mind’s control of movement,
flexibility, and health. Boston: Da Capo Press.

45. Criswell, E. (1987). How yoga works: An introduction to somatic yoga. Novato,
Calif.: Freeperson Press.

46. Hanna, T. (1979). The body of life: Creating new pathways for sensory aware-
ness and fluid movement. Rochester, Vt.: Healing Arts Press.
47. Patel, C. H. (1973). Yoga and bio-feedback in the management of hyperten-
sion. The Lancet, 302(7837). doi: 10.1016/S0140-6736(73)92660-3

48. Criswell, E. (1995). Biofeedback and somatics: Toward personal evolution.
Novato, Calif.: Freeperson Press.
49. Hanna, T. (1990). Clinical somatic education—A new discipline in the field
of health care. SOMATICS, Magazine-Journal of the Bodily Arts and Sciences,
VIII(1). 

50. Vincent, J. A., Nardelli, P., Gabriel, H. M., Deardorff, A. S., & Cope, T. C.
(2015). Complex impairment of IA muscle proprioceptors following traumatic
or neurotoxic injury. Journal of Anatomy, 227(2), 221–230. doi:
10.1111/joa.12312

51. Peterson, M. V. (2011). Move without pain. New York: Sterling.
52. Daprati, E., Sirigu, A., & Nico, D. (2018). Remembering actions without
proprioception. Cortex, 113, 29–36. doi: 10.1016/j.cortex.2018.11.020

53. (2015). Stretching vs. pandiculation—What’s the difference and why does it
matter? The Somatic Movement. https://thesomaticmovement.wordpress.com/
2015/10/28/stretching-vs-pandiculation-whats-the-difference-and-why-does-it-
matter/
54. Miller, R. (2015). The iRest Program for Healing PTSD: A proven-effective
approach to using yoga nidra meditation and deep relaxation techniques to overcome
trauma. Oakland, Calif.: New Harbinger Publications. 

55. Miller, R. (2010). Yoga nidra: A meditative practice for deep relaxation and
healing. Boulder, Colo.: Sounds True, Inc.

56. Pritchard, M., Elison-Bowers, P., & Birdsall, B. (2009). Impact of Integrative
Restoration (iRest) meditation on perceived stress levels in multiple sclerosis and
cancer outpatients. Stress & Health, 26(3), 233–237. doi: 10.1002/smi.1290
57. Stults-Kolehmainen, M. A., Bartholomew, J. B., & Sinha, R. (2014).
Chronic psychological stress impairs recovery of muscular function and somatic
sensations over a 96-hour period. The Journal of Strength and Conditioning
Research, 28(7), 2007–2017. doi: 10.1519/JSC.0000000000000335

58. Sharma, A., Barrett, M. S., Cucchiara, A. J., Gooneratne, N. S., & Thase,
M. E. (2017). A breathing-based meditation intervention for patients with
major depressive disorder following inadequate response to antidepressants: A
randomized pilot study. Journal of Clinical Psychiatry, 78(1), e59-e63. doi:
10.4088/JCP.16m10819
59. Strigo, I. A., & Craig, A. D. (2016). Interoception, homeostatic emotions
and sympathovagal balance. Philosophical Transactions of the Royal Society B:
Biological Sciences, 371(1708), 20160010. doi: 10.1098/rstb.2016.0010

60. Schneider, R. H., Staggers, F., Alxander, C. N., Sheppard, W., Rainforth,
M., Kondwani, K., . . . King, C. G. (1995). A randomised controlled trial of
stress reduction for hypertension in older African Americans. Hypertension,
26(5), 820–827. 

61. Castillo-Richmond, A., Schneider, R. H., Alexander, C. N., Cook, R.,
Myers, H., Nidich, S., . . . Salerno, J. (2000). Effects of stress reduction on
carotid atherosclerosis in hypertensive African Americans. Stroke, 31(3),
568–573. 
62. Kober, K. M., Mazor, M., Abrams, G., Olshen, A., Conley, Y. P., Hammer,
M., . . . Miaskowski, C. (2018). Phenotypic characterization of paclitaxel-
induced peripheral neuropathy in cancer survivors. Journal of Pain and Symptom
Management, 56(6), 908–919. doi: 10.1016/J.JPAINSYMMAN.2018.08.017

63. Miaskowski, C., Mastick, J., Paul, S. M., Topp, K., Smoot, B., Abrams, G., .
. . Levine, J. D. (2017). Chemotherapy-induced neuropathy in cancer survivors.
Journal of Pain and Symptom Management, 54(2), 204–218.e2. doi:
10.1016/J.JPAINSYMMAN.2016.12.342
64. Visovsky, C., & Daly, B. J. (2004). Clinical evaluation and patterns of
chemotherapy-induced peripheral neuropathy. Journal of the American
Association of Nurse Practitioners, 16(8), 353–359. doi: 10.1111/j.1745-
7599.2004.tb00458.x

65. Streckmann, F., Balke, M., Lehmann, H. C., Rustler, V., Koliamitra, C.,
Elter, T., . . . Bloch, W. (2018). The preventive effect of sensorimotor- and vibra-
tion exercises on the onset of Oxaliplatin- or vinca-alkaloid induced peripheral
neuropathies-STOP. BMC Cancer, 18(1), 62. doi: 10.1186/s12885-017-3866-4
66. Addington, J., & Freimer, M. (2016). Chemotherapy-induced peripheral
neuropathy: An update on the current understanding. F1000Research, 5. doi:
10.12688/f1000research.8053.1

67. Hershman, D. L., Lacchetti, C., & Loprinzi, C. L. (2014). Prevention and
management of chemotherapy-induced peripheral neuropathy in survivors of
adult cancers: American Society of Clinical Oncology Clinical Practice Guideline
summary. Journal of Oncology Practice, 10(6), e421–e424. doi:
10.1200/JOP.2014.001776

68. Creamer, P., Lethbridge-Cejku, M., & Hochberg, M. C. (2000). Factors
associated with functional impairment in symptomatic knee osteoarthritis.
Rheumatology, 39(5), 490–496. doi: 10.1093/rheumatology/39.5.490
69. Jinks, C., Jordan, K., & Croft, P. (2002). Measuring the population impact
of knee pain and disability with the Western Ontario and McMaster Universities
Osteoarthritis Index (WOMAC). Pain, 100(1-2), 55–64. doi: 10.1016/S0304-
3959(02)00239-7

70. Hinman, R. S., Bennell, K. L., Metcalf, B. R., & Crossley, K. M. (2002).
Balance impairments in individuals with symptomatic knee osteoarthritis: A
comparison with matched controls using clinical tests. Rheumatology, 41(12),
1388–1394. doi:10.1093/rheumatology/41.12.1388
71. Harrison, A. L. (2004). The influence of pathology, pain, balance, and self-
efficacy on function in women with osteoarthritis of the knee. Physical Therapy,
84(9), 822–831. doi: 10.1093/ptj/84.9.822

72. Arden, N. K., Nevitt, M. C., Lane, N. E., Gore, L. R., Hochberg, M. C.,
Scott, J. C., . . . Cummings, S. R. (1999). Osteoarthritis and risk of falls, rates
of bone loss, and osteoporotic fractures. Arthritis & Rheumatology, 42(7),
1378–1385. doi: 10.1002/1529-0131(199907)42:7<1378::AID-ANR11>
3.0.CO;2-I

73. Arnold, C. M., & Faulkner, R. A. (2007). The history of falls and the associ-
ation of the timed up and go test to falls and near-falls in older adults with hip
osteoarthritis. BMC Geriatrics, 7(1), 17. doi: 10.1186/1471-2318-7-17
74. Boon, H. S., Olatunde, F., & Zick, S. M. (2007). Trends in complementa-
ry/alternative medicine use by breast cancer survivors: Comparing survey data
from 1998 and 2005. BMC Womens Health, 7(1), 4. doi: 10.1186/1472-6874-7-
4

75. DiStasio, S. A. (2008). Integrating yoga into cancer care. Clinical Journal of
Oncology Nursing, 12(1), 125–130. doi: 10.1188/08.CJON.125-130
76. Smith, B. W., Shelley, B. M., Dalen, J., Wiggins, K., Tooley, E., & Bernard,
J. (2008). A pilot study comparing the effects of mindfulness-based and cogni-
tive-behavioral stress reduction. Journal of Alternative and Complementary
Medicine, 14(3), 251–258. doi: 10.1089/acm.2007.0641

77. Smith, K. B., & Pukall, C. F. (2009). An evidence-based review of yoga as a
complementary intervention for patients with cancer. Psychooncology, 18(5),
465–475. doi: 10.1002/pon.1411

78. Rubia, K. (2009). The neurobiology of meditation and its clinical effective-
ness in psychiatric disorders. Biological Psychology, 82(1), 1–11. doi:
10.1016/J.BIOPSYCHO.2009.04.003
79. Kaplan, C. P., Nápoles, A. M., Dohan, D., Shelley Hwang, E., Meliski, M.,
Nickleach, D., . . . Haas, J.  (2013). Clinical trial discussion, referral, and
recruitment: Physician, patient, and system factors. Cancer Causes & Control,
24(5), 979–988. doi: 10.1007/s10552-013-0173-5

80. Cook, E. D., Yeager, K. A., Cecchini, R. S., Boparai, J., Brown, C. L.,
Duncan, M., . . . Paskett, E. D. (2018). Recruitment practices for U.S. minority
and underserved populations in NRG oncology: Results of an online survey.
Contemporary Clinical Trials Communications, 10, 100–104. doi:
10.1016/J.CONCTC.2018.03.003

International Journal of Yoga Therapy — No. 30 (2020)

www.IAYT.org



81. Basche, M., Barón, A. E., Eckhardt, S. G., Balducci, L., Persky, M., Levin,
A., . . . Steiner, J. F.  (2008). Barriers to enrollment of elderly adults in early-
phase cancer clinical trials. Journal of Oncology Practice, 4(4), 162–168. doi:
10.1200/JOP.0842001
82. Kornblith, A. B., Kemeny, M., Peterson, B. L., Wheeler, J., Crawford, J.,
Bartlett, N., . . . Cohen, H. J. (2002). Survey of oncologists’ perceptions of bar-
riers to accrual of older patients with breast carcinoma to clinical trials. Cancer,
95(5), 989–996. doi: 10.1002/cncr.10792

83. Lewis, J. H., Kilgore, M. L., Goldman, D. P., Trimble, E. L., Kaplan, R.,
Motello, M. J., . . . Escarce, J. J. (2003). Participation of patients 65 years of age
or older in cancer clinical trials. Journal of Clinical Oncology, 21(7), 1383–1389.
doi: 10.1200/JCO.2003.08.010
84. Denson, A. C., & Mahipal, A. (2014). Participation of the elderly popula-
tion in clinical trials: Barriers and solutions. Cancer Control, 21(3), 209–214.
doi: 10.1177/107327481402100305

85. Duncan, M., Moschopoulou, E., Herrington, E., Deane, J., Rovlance, R.,
Jones, L., . . . Bhui, K. (2017). Review of systematic reviews of non-pharmaco-
logical interventions to improve quality of life in cancer survivors. BMJ Open,
7(11), e015860. doi: 10.1136/bmjopen-2017-015860

86. Unger, J. M., Cook, E., Tai, E., & Bleyer, A. (2016). The role of clinical trial
participation in cancer research: Barriers, evidence, and strategies. American
Society of Clinical Oncology Educational Book, 35(36), 185–198. doi:
10.1200/EDBK_156686
87. Salman, A., Nguyen, C., Lee, Y.-H., & Cooksey-James, T. (2016). A review
of barriers to minorities’ participation in cancer clinical trials: Implications for
future cancer research. Journal of Immigrant and Minority Health, 18(2),
447–453. doi: 10.1007/s10903-015-0198-9

88. Jenkins, V., & Fallowfield, L. (2000). Reasons for accepting or declining to
participate in randomized clinical trials for cancer therapy. British Journal of
Cancer, 82(11), 1783–1788. doi: 10.1054/bjoc.2000.1142
89. Unger, J. M., Gralow, J. R., Albain, K. S., Ramsey, S. D., & Hershman, D.
L. (2016). Patient income level and cancer clinical trial participation: A prospec-
tive survey study. JAMA Oncology, 2(1), 137–139. doi: 10.1001/jamaon-
col.2015.3924

90. Somkin, C. P., Ackerson, L., Husson, G., Gomez, V., Kolevska, T.,
Goldstein, D., & Fehrenbacher, L.  (2013). Effect of medical oncologists’ atti-
tudes on accrual to clinical trials in a community setting. Journal of Oncology
Practice, 9(6), e275–e283. doi: 10.1200/JOP.2013.001120

91. Javid, S. H., Unger, J. M., Gralow, J. R., Moinpour, C. M., Wozniak, A. J.,
Goodwin, J. W., . . . Albain, K. S. (2012). A prospective analysis of the influence
of older age on physician and patient decision-making when considering enroll-
ment in breast cancer clinical trials (SWOG S0316). The Oncologist, 17(9),
1180–1190. doi: 10.1634/theoncologist.2011-0384
92. Melisko, M. E., Hassin, F., Metzroth, L., Moore, D. H., Brown, B., Patel,
K., . . . Tripathy, D. (2005). Patient and physician attitudes toward breast cancer
clinical trials: Developing interventions based on understanding barriers.
Clinical Breast Cancer, 6(1), 45–54. doi: 10.3816/CBC.2005.N.008

93. Ward, E., Halpern, M., Schrag, N., Cokkinides, V., DeSantis, C., Brandi, P.,
. . . Jemal, A. (2008). Association of insurance with cancer care utilization and
outcomes. CA: A Cancer Journal for Clinicians, 58(1), 9–31. doi:
10.3322/CA.2007.0011
94. Hamel, L. M., Penner, L. A., Albrecht, T. L., Heath, E., Gwede, C. K., &
Eggly, S. (2016). Barriers to clinical trial enrollment in racial and ethnic minori-
ty patients with cancer. Cancer Control, 23(4), 327-337. doi:
10.1177/107327481602300404

95. Joseph, G., & Dohan, D. (2009). Recruiting minorities where they receive
care: Institutional barriers to cancer clinical trials recruitment in a safety-net hos-
pital. Contemporary Clinical Trials, 30(6), 552–559. doi: 10.1016/
J.CCT.2009.06.009

96. Durant, R. W., Wenzel, J. A., Scarinci, I. C., Paterniti, D. A., Fouad, M. N.,
Hurd, T. C., & Martin, M. Y. (2014). Perspectives on barriers and facilitators to
minority recruitment for clinical trials among cancer center leaders, investigators,
research staff, and referring clinicians: Enhancing minority participation in clini-
cal trials (EMPaCT). Cancer, 120, 1097–1105. doi: 10.1002/cncr.28574

97. Dignan, M., Evans, M., Kratt, P., Pollack, L. A., Pisu, M., Smith, J. L., . . .
Martin, M. Y. (2011). Recruitment of low income, predominantly minority can-
cer survivors to a randomized trial of the I Can Cope cancer education program.
Journal of Health Care for the Poor and Underserved, 22(3), 912–924. doi:
10.1353/hpu.2011.0069
98. Middleton, K. R., Magaña López, M., Haaz Moonaz, S., Tataw-Ayuketah,
G., Ward, M. M., & Wallen, G. R. (2017). A qualitative approach exploring the
acceptability of yoga for minorities living with arthritis: “Where are the people
who look like me?” Complementary Therapies in Medicine, 31, 82–89. doi:
10.1016/J.CTIM.2017.02.006

99. Tofthagen, C., Overcash, J., & Kip, K. (2012). Falls in persons with
chemotherapy-induced peripheral neuropathy. Supportive Care in Cancer, 20(3),
583–589. doi: 10.1007/s00520-011-1127-7
100. Hile, E. S., Fitzgerald, G. K., & Studenski, S. A. (2010). Persistent mobili-
ty disability after neurotoxic chemotherapy. Physical Therapy, 90(11),
1649–1657. doi: 10.2522/ptj.20090405

101. Tofthagen, C., Visovsky, C., & Berry, D. L. (2012). Strength and balance
training for adults with peripheral neuropathy and high risk of fall: Current evi-
dence and implications for future research. Oncology Nursing Forum, 39(5),
E416–E24. doi: 10.1188/12.ONF.E416-E424

102. Tofthagen, C. (2010). Patient perceptions associated with chemotherapy-
induced peripheral neuropathy. Clinical Journal of Oncology Nursing, 14(3),
E22–E28. doi: 10.1188/10.CJON.E22-E28
103. Wampler, M. A., Topp, K. S., Miaskowski, C., Byl, N. N., Rugo, H. S., &
Hamel, K. (2007). Quantitative and clinical description of postural instability in
women with breast cancer treated with taxane chemotherapy. Archives of Physical
Medicine and Rehabilitation, 88(8), 1002–1008. doi: 10.1016/
J.APMR.2007.05.007

104. Moadel, A. B., Shah, C., Wylie-Rosett, J., Harris, M. S., Patel, S. R., Hall,
C. B., & Sparano, J. A. (2007). Randomized controlled trial of yoga among a
multiethnic sample of breast cancer patients: Effects on quality of life. Journal of
Clinical Oncology, 25(28), 4387–4395. doi: 10.1200/JCO.2006.06.6027
105. Cassileth, B. R., & Vickers, A. J. (2005). High prevalence of complementa-
ry and alternative medicine use among cancer patients: Implications for research
and clinical care. Journal of Clinical Oncology, 23(12), 2590–2592. doi:
10.1200/JCO.2005.11.922

106. Mao, J. J., Stricker, C., Bruner, D., Xie, S., Bowman, M. A., Farrar, J. T., .
. . DeMichele, A.  (2009). Patterns and risk factors associated with aromatase
inhibitor-related arthralgia among breast cancer survivors. Cancer, 115(16),
3631–3639. doi: 10.1002/cncr.24419

107. Sherman, K. J., Cherkin, D. C., Cook, A. J., Hawkes, R. J., Devo, R. A.,
Wellman, R., & Khalsa, P. S. (2010). Comparison of yoga versus stretching for
chronic low back pain: Protocol for the yoga exercise self-care (YES) trial. Trials,
11(1), 36. doi: 10.1186/1745-6215-11-36
108. Duncan, M. D., Leis, A., & Taylor-Brown, J. W. (2008). Impact and out-
comes of an Iyengar yoga program in a cancer centre. Current Oncology,
15(Suppl. 2), 72–78. doi: 10.3747/co.v15i0.284

109. Rao, M. R., Raghuram, N., Nagendra, H. R., Gopinath, K. S., Srinth, B.
S., Diwakar, R. B., . . . Varambally, S. (2009). Anxiolytic effects of a yoga pro-
gram in early breast cancer patients undergoing conventional treatment: A ran-
domized controlled trial. Complementary Therapies in Medicine, 17(1), 1–8. doi:
10.1016/J.CTIM.2008.05.005
110. Le Page, J., & Le Page, L. (2013). Mudras for healing and transformation.
Sebastopol, Calif.: Integrative Yoga Therapy.

111. Stiles, M. (2013). Structural yoga therapy. San Francisco: Weiser Books.

112. NQAVideos. (2015). NQA 5 treasures DVD-Warm ups. Retrieved from
https://www.youtube.com/watch?v=AhQPxuK9Zos

Pilot Study of Yoga and Meditation for Chemotherapy-Induced Peripheral Neuropathy

www.IAYT.org


