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Traditionally, the main thrust of psychosocial cancer support has been improving patient coping skills and

reducing depression. Recently, the emphasis has shifted to the evaluation and improvement of quality of life

(QOL) for patients.! Clinical trials of psychosocial interventions suggest that QOL is an independent predictor

of survival for cancer patients.?¢ The Stanford Cancer Supportive Care Program (SCSCP) has demonstrated the
ability of supportive programs, when linked to the cancer care continuum, to improve patient QOL.! Beginning
with the SCSCP, the Cancer Supportive Care Program National/International (CSCP National/International)

has developed a simple model for flexible implementation in both large and small cancer centers, using a team
approach and available resources. This article describes QOL improvement in Stanford CSCP patients, the services
and resources needed to establish a basic care program, and a stepped approach to implementation.

he diagnosis of cancer poses a

threat to life, as patients face many

medical and emotional chal-

lenges. In part, a person’s ability

to cope with cancer depends on

their quality of life (QOL) before
illness occurred and is related to personal strengths,
social and financial security, success in life, and in-
terpersonal relationships.”® Cancer patients com-
monly find it difficult to maintain their pre-onset
lifestyle, and sustaining QOL can become a full-
time task for patients and their caregivers as they
confront fear, fatigue (anemia), pain, therapeutic
side effects, and contemplation of possible failure
of therapy or death.”

We established a free Cancer Supportive Care
Program (CSCP) in 1999 at Stanford University’s
Center for Integrative Medicine Clinic to investigate
the potential of developing supportive programs,
linked into the cancer care continuum, by comple-
menting standard cancer therapies. The principal
goal was to improve QOL by providing patients
with information, coping strategies, and ways of re-
ducing the toxicity and side effects of cancer ther-
apy."® The approach emphasizes the importance of
the mind and body healing experience and the inter-
dependence of direct and supportive therapies.

Program description

The goals of the CSCP are:
B To improve the QOL for newly diagnosed can-
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cer patients in therapy as well as for long-term can-
Cer survivors

B To reduce the severity of side effects related to
disease and treatments

B To expand currently available supportive activi-
ties (eg, psychosocial support; exercise classes; nutri-
tion, fatigue, and pain counseling) in order to meet
the needs of cancer patients and their families

B To provide cancer patients and their families and
friends with education about their illness through
lectures, classes, literature, multimedia, Web sites,
and support groups.

Program activities include lectures and work-
shops presented by a variety of healthcare profes-
sionals, consultations on nutrition and side-ef-
fect management, exercise-for-recovery classes,
complementary and alternative medicine classes
(yoga, medical QiGong, guided and healing imag-
ery), support groups, and chair massage for patients
awaiting doctor visits. Videos of lectures are offered
through a loaning library for patients unable to at-
tend sessions or meetings. Selected SCSCP lectures
and programs are available for home viewing on the
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If they can make it there...

ESTABLISHING cancer support-
ive care programs in the Unit-
ed States is progressing slowly. But
within a month of my making a
presentation in Nepal—one of the
poorest, least developed countries in
the world—a successful program was
established, fueled by the communi-
ty’s enthusiasm and desire to help its
cancer patients receive not only the
best possible treatment but also sup-
portive care for themselves and their
families.

Bhaktapur Cancer Hospital is
a tertiary cancer care center in a
suburb of Katmandu. This old dis-
pensary building was remodeled to
serve as one of two cancer hospitals
in Nepal. Initially established with
15 beds, a surgery, clinics, and a co-
balt radiation unit, the hospital has
expanded patient services, admis-
sions, and the outpatient depart-
ment since its renovation in 1999.
Supported primarily by the Nepal
Cancer Relief Society, the hospi-
tal’s medical team includes doctors
trained in India, the United States,
England, and other countries. Its
existing programs rely on aid from
volunteers.

Invited to consult on the CSCP
program model, I spent a week in
Nepal in November 2003, giving
presentations and informal talks to
the Katmandu University hospital

Stanford Library Web site (http://
healthlibrary.stanford.edu/resources/
videos.html#CancerSupportiveAnch
or). Detailed descriptions of program
activities and study results are avail-
able on the CSCP website (www.can-
cersupportivecare.com).

The SCSCP was initiated using
available staff and consultants and is
now conducted by a full-time associ-
ate director (a registered nurse), three

staff, the Rotarian Society, the pub-
lic, and the Bhaktapur Cancer Hos-
pital medical staff. My talks covered
cancer supportive care, anemia, and
philosophic points of view on life
and death in cancer care. When I was
working with the Bhaktapur Cancer
Hospital, plans were made to estab-
lish a supportive care program based
on the Stanford model but adapted
to meet the needs of an underdevel-
oped country with limited resources.

Staff from the hospital’s three
major departments—surgery, ra-
diation therapy, and medical on-
cology—all helped plan supportive
care services to complement its pro-
grams. A medical social worker was
assigned as the coordinator for the
program, which included physical
activity, nutrition, and group-sup-
port components. Community en-
thusiasm led to the establishment of
a volunteer program to support the
Bhaktapur CSCP with aid from so-
cial organizations such as the Nepal
Cancer Relief Society and St. Xavi-
er’s College, as well as the Bhaktapur
Cancer Hospital volunteer group.

Members of the Himalayan So-
cliety, in conjunction with its presi-
dent, the American philanthropist
Mr. Richard Blum, provided a grant
of approximately $35,000 to sup-
port the Bhaktapur CSCP program
over the next 3 years. —EHR

part-time consultants (a chemother-
apy nurse, dietitian, and social work-
er), 16 hourly consultants (an exer-
cise physiologist, a massage therapist,
and instructors for yoga, QiGong,
healing touch, energy healing, sup-
port groups, and art and imagery for
health and healing). Physicians and
research associates volunteer for lec-
tures. Activities are added to the pro-
gram as patient needs, resources, and
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the necessary staff are identified.

Now in its 5" year, the SCSCP has
been integrated into the new Stan-
ford Cancer Center. It continues to be
offered free of charge and is now sup-
ported by Stanford University Hos-
pital and Clinics and by private and
corporate donations. Over the past
5 years, there have been more than
21,000 visits to the SCSCP.

Community implementation

To make the SCSCP broadly avail-
able, the model has been modified to
accommodate the constraints of both
large and small institutions based on
available resources. A basic CSCP
can be implemented in small, com-
munity-centered hospitals or cancer
centers with three key “foundation
activities”: psychosocial support, nu-
trition, and exercise.

Patient-centered supportive care
requires the participation and col-
laboration of physicians and staft to
raise awareness of program resources
as well as to provide lectures, consul-
tations, and classes. Hospital support
is required to provide suitable rooms
(for lectures, physical exercise class-
es, patient consultations, and work-
shops), as well as a budget for patient
information materials and financial
support for a program coordinator, a
nutritionist, a physical therapist, and a
medical social worker or psychologist.

Basic programs founded on this
model have been initiated with finan-
cial support from the hospital for ap-
proximately 20%—40% of the time of
a registered nurse or a medical social
worker for program coordination and
1-2 hours per week of the time of a
physical therapist, a nutritionist, and a
medical social worker or psychologist.
Hospital volunteers can be trained
to complement the program by as-
sisting the coordinator, nutritionist,
physical therapist, and group thera-
pist. Physicians donate their time for
lectures and support the program by
getting the word out to patients and
the community. Specialists from the
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community, such as public relations
professionals to raise program aware-
ness, are also approached for support.
A basic staffing structure is shown in
Figure 1.

Patient and family education has
been found to help patients adhere
to treatment and to control treatment
side effects. In addition to program
lectures and consultations, handout
literature and Web-based informa-
tion are cost-effective ways of provid-
ing patients and their families with
knowledge to make informed deci-
sions about their disease management
and well-being.

Integrative supportive care pro-
grams, such as the one we developed,
can successfully improve QOL for
both patients and families. In 2002,
we conducted 9-week study evaluat-
ing indices of QOL, including medi-
cal symptoms, pain reduction, sleep,
well-being, energy levels, stress,
hopefulness, and empowerment.! The
study was not randomized but was di-
rected toward evaluating patients un-
dergoing therapy. The results (Table
1) demonstrated improved QOL.

A small group of patients who con-
sistently attended Exercise for Recov-
ery classes were monitored weekly by
a physical therapist. They showed a
10-point increase in Karnofsky score,
compared with patients who attended
less frequently.

Our experience demonstrated that
patients involved in their own care
had improved recovery and saved
physician and nursing time.

In the past 3 years, the success of
the pilot program at Stanford has led
to its use as a model for implemen-
tation of supportive care programs in
institutions ranging from large can-
cer centers to small, independent hos-
pitals, both in the United States and
internationally. CSCP guidance and
materials are made available to med-
ical centers wishing to initiate pro-
grams and to facilitate modification of
the model to fit individual hospitals’
available resources and patient needs.
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CSCP Director

(MD, RN, or LCSW)

CSCP Coordinator

(RN or LCSW)

Nutritionist Psychologist
(MS, RD) (LCSW, MPh)

Exercise Program Physical Therapist/
Exercise Physiologist (MS)

Program Instructors
(Yoga, QiGong, Exercise)

Community Outreach

(Health Library) ’

FIGURE 1 Cancer supportive care program staffing.

TABLE 1

Percentage of patients reporting improved quality of life (QOL)

by treatment modality

QOL measure Modality Percentage
Increase in energy Yoga 81%
QiGong 66%
Healing imagery 84%
Exercise for recovery 78%
Guided imagery Not surveyed
Reduction in stress Yoga 93%
QiGong 77%
Healing imagery 48%
Exercise for recovery 80%
Guided imagery 94%
More restful sleep Yoga 65%
QiGong 43%

Healing imagery
Exercise for recovery

Not surveyed
Not surveyed

Guided imagery 44%
Pain reduction Yoga 51%
QiGong 22%
Healing imagery 15%

Exercise for recovery
Guided imagery

Not surveyed
Not surveyed

Increased sense of well-being

Yoga

QiGong

Healing imagery
Exercise for recovery

Guided imagery

92%
78%
74%
82%
83%

Increased sense of hopefulness

Yoga

QiGong

Healing imagery
Exercise for recovery
Guided imagery

Not surveyed
Not surveyed
Not surveyed
Not surveyed
73%

Increased sense of empowerment

Yoga

QiGong

Healing imagery
Exercise for recovery
Guided imagery

Not surveyed
Not surveyed
Not surveyed
Not surveyed
66%
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Starting a program in a small practice

SUPPORTIVE CARE PROGRAM can

be developed in a private of-
fice, a community hospital, or a can-
cer center. The essential components
should include exercise, nutrition,
and support groups.

In a small (two- to five-person)
practice, the oncology nurse could
serve as coordinator. Using resourc-
es from the community, a nutrition-
ist provides consults and advice, and
a hospital physical therapist could
set up an exercise program. Support
groups can be given by the nurse, a

A stepped approach to
CSCP implementation

Here are some suggested steps:

1. Determine the goals and vision
of your institution’s supportive care
program: What are patients’ needs
within the institution’s demograph-
ic region? What is the level of avail-
able funding? Who are the interested
medical team participants, and what
are their specialties?

2. Obtain program approval from
the institution.

3. Interested members of medical
team collaboratively identify available
expertise, prioritize patient needs, and
determine pertinent lecture topics.

4. Establish a pilot program based
on needs and resources.

5. Solicit funding for the program
(foundations, corporations, patients,
institution, grants, fund-raisers, spon-
sors for events, etc).

6. Prepare/provide literature on
program activities, including bro-
chures, flyers, Web site.

7. Begin a campaign to enlist in-
terested patients: flyers in doctors’ of-
fices, references from participating
health-team members, posters, an-
nouncements made by e-mail, on the
radio, a hospital Web site or newslet-

psychologist, or a medical social worker.
Lectures can be given by physicians.
Information is also available from
many educational resources, such as
textbooks, booklets, and periodicals;
our Web site (www.cancersupport-
ivecare.com); or the book Ewveryone’s
Guide for Supportive Cancer Care (4™
edition due February 2005).
Additional programs such as mas-
sage, Tai Chi, QiGong, guided im-
agery, or mindful meditation can be
added based on the needs of each

practice. The cost usually varies from

ter, personal contacts, etc.

8. Elicit feedback from program
participants to refine and/or enhance
program activities.

Conclusion

In sharing information on our cur-
rent successful CSCP programs, it is
our hope to provide insight and ad-
vice useful for developing similar sup-
portive care programs in both small
and large cancer centers worldwide.

The broad implementation of
such supportive care programs both
nationally and internationally will
allow for comparison of current ob-
servations with a larger demograph-
ic sample. Feedback incorporating
more diversity in ethnicity, socio-
economic background, and level of
illness will contribute to the devel-
opment of optimal supportive care
programs and thereby have a more
effective impact on the QOL of pa-
tients. By compiling data on current
and future exercise, support, and ed-
ucational programs, improved local
and worldwide access to useful sup-
portive care information will pro-
mote improved QOL for individuals
coping with cancer.

If your institution would like to
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$30 to $100 per session for groups.
Individual sessions can be billed as
an office visit (92113/92114).

Costs were defrayed in one pro-
gram when Kaiser Permanente Med-
ical Center, San Francisco, was asked
to donate physical therapy services, a
part-time oncology nurse coordina-
tor, and lectures by doctors. Volun-
teers reduced the cost in the Nepal
hospital before we secured a grant for
them. They set up services using their
own staff resources run by a medical
social worker and volunteers.

be affiliated with our CSCP Nation-
al/International, program brochures,
flyers, books, and videos are available
and may be incorporated to help ini-
tiate your program. Cancer centers
planning supportive care programs
are invited to join CSCP National/
International. Our organization is
available to help members establish
new supportive care centers.

Acknowledgments: We would like to
acknowledge the editorial and graph-
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A TYPICAL CASE

Madeline is a 76-year-old wom-
an who has had a mastectomy for
breast cancer with no metastases
and is on adjuvant tamoxifen. She
has back pain from spinal arthritis.
She attends a weekly exercise class
and occasionally undergoes group
therapy. She relates that after each
exercise class she feels more re-
laxed, with improved physical fit-
ness, and that group therapy has
helped control her anxieties about
possible recurrent cancer.
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Online resources

On the Web, visit www.cancersupportive-
care.com and the “how to” pages: www.cancer-
supportivecare.com/checklist.html and www.
cancersupportivecare.com/implement.html.
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