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Support group for cancer patients.
Does it improve their physical
and psychological wellbeing?
A pilot study

Abstract In order to evaluate a
structured support intervention
programme, symptoms and quality of
life (QOL) were studied in 61 con-
secutive cancer patients with different
tumour diagnoses in relation to inter-
vention and follow-up. The majority
of the patients were female. The
Edmonton symptom assessment scale
(ESAS), the Norwegian fatigue ques-
tionnaire and the hospital anxiety and
depression scale (HADS) were used.
Data were analysed according to
ANOVA and Tukey’s honest signifi-
cant difference (HSD) test. ESAS
sickness score (P=0.0001), depression
(P=0.0001), anxiety (P=0.0001) and
QOL (P=0.0009) improved and the
improvements in depression and
anxiety were still significant after
3 months (P=0.02 respectively).

Aspects of fatigue also improved
significantly in 7 of 11 questions after
the intervention (P≤0.04) but these
improvements were not observed after
3 months. Anxiety according to the
HADS questionnaire improved sig-
nificantly after the intervention
(P=0.0006). The majority of the pa-
tients highly appreciated the possibil-
ity of sharing thoughts and troubles
with others with similar experiences
(59%). The programme was therefore
found to improve QOL, and physical
and psychological functions.
Randomized studies in relation to
immunological changes and follow-
up are in progress.
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Introduction

Most people react to a diagnosis of cancer with psycho-
logical distress and exhibit both physical and psychological
symptoms such as fatigue, anxiety and depression [31–33],
and experience a reduced quality of life (QOL) [2, 9, 11,
37]. However, social support, educational programmes and
exercise can modify psychosocial and physiological stress
[5, 6, 10, 19, 20, 34, 36, 37], improve QOL [9, 18–20, 37]
and perhaps even influence recurrence and survival [13].

Support groups also seem to offer cost-effective help to
cancer patients [6] and even support to the partners of can-
cer patients has led to important effects on the patient [8].
Fatigue, defined as an unusual sense of tiredness affecting
both physical and mental capacity which is unrelieved by
rest, is a multidimensional symptom increasingly recog-

nized in cancer patients [24, 43, 44]. Fatigue affects be-
tween 33% and 99% of cancer patients depending on study
group, assessment instruments, treatment and time of test-
ing [12, 41–44]. In addition fatigue has shown to be per-
sistent long after the treatment is completed [12]. Cancer
patients suffer from substantial fatigue as compared to
healthy controls [3].

However, this symptom complex has been shown to im-
prove after intervention [3, 12, 37, 39, 45]. An improved
understanding of the cooperation between the brain, and the
immune and neuroendocrine systems also further indicates
the possible relevance of psychosocial wellbeing to objec-
tive health symptoms [1, 14, 26, 27, 38, 46]. Meta-analytic
reviews suggest that different forms of stress are associated
with negative immune responses [21, 22]. Thus, stress has
been linked to changed immune functions and herpes virus
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latency [15] and depression has also been linked to im-
munity [22]. Such relationships have also been shown for
healthy caregivers of spouses with Alzheimer disease [24],
patients with AIDS [4] and cancer patients [30]. However,
definite conclusions are hard to draw from interventions
aimed at promoting the support and rehabilitation of cancer
patients because of sometimes small study groups, differ-
ences in diagnosis, applied intervention schemes and type
of therapy (individual versus group) [13, 14].

The aim of the present study was to evaluate a 7+4-day
rehabilitation programme in terms of its effect on patient
psychological and physiological functions, and the dura-
tion of any putative effect.

Material and methods

Support group programme

The rehabilitation intervention ran from Sunday to Satur-
day on a residential basis followed by a 4-day follow-up
2 months after the initial visit. The members of the team
were oncologists (n=4), social workers (n=2), art therapists
(n=2), masseuses (n=2), and a person trained in qi-gong
and mental visualization (n=1). All personnel had several
years of occupational experience and trained according to
the method of Grahn [17]. During the intervention period
the guests received information about cancer illnesses,
aetiology, risk factors, treatments, psychological effects
and coping mechanisms. Physical exercise, relaxation
training, qi-gong and nonverbal communication (art ther-
apy) were mixed with theoretical educational lectures.
Social activities such as concerts, visits to museums and
restaurants were provided as were opportunities for the
guests to be together with individuals with similar experi-
ences in beautiful and restful surroundings.

Participants

The protocols were completed by 59 consecutive patients
(57 women and 2 men) with a median age of 53 years
(range 29–81 years). The patients were suffering from
mammary cancer (61%), gynaecological cancer (20%) and
gastrointestinal cancer (9%), and the remaining 10% were
suffering from CNS tumours, lymphoma or pulmonary
cancer. The median time from end of treatment to inter-
vention was 1.2 years (range 6 months to 3 years). Assess-
ments were first made before the start of the support
programme. They were then repeated at the end of the resi-
dential week and 3, 6 and 12 months after the intervention.

Controls

Nine healthy individuals (eight women and one man) with
a median age of 59 years completed the same questions
once in parallel with the first group of patients.

Questionnaires

Physical and psychological symptoms and QOL were
measured using the Edmonton symptom assessment scale
(ESAS) [7]. The questionnaire consists of nine visual ana-
logue scales (VAS) for nine different symptoms where 0 is
absence of symptom and 10 the worst imaginable symptom.
The symptoms are pain, tiredness, nausea, depression, anx-
iety, drowsiness, appetite, dyspnoea and wellbeing. The
sum of all symptoms, measured in centimetres, gives a total
sickness score. In addition, QOL was measured by on a
VASwhere the worst possible QOLwas 10 and the optimal
QOL was 0.

Anxiety and depression were measured using the hos-
pital anxiety and depression scale (HADS) [47] which was
designed to screen for anxiety and depression in a hospital
setting. Seven items add up to an anxiety subscale, and
seven items to a depression subscale. Each item is rated on
a four-point scale (0, less than before; 1, not so much; 2,
quite a lot; 3, very much), giving a maximum subscale
scores of 21 each for depression and anxiety. Scores of
more than 10 on either subscale are supposed to indicate
clinical depression or anxiety, whilst subscale scores in the
range of 8–10 represent borderline depression or anxiety.

Fatigue was assessed using the Norwegian fatigue ques-
tionnaire, a self-reporting instrument that consists of four
response alternatives to 11 symptoms experienced during
the most recent period of time as compared to how the
patient felt when last feeling well. The issues were feeling
tired, the need for more rest, feeling drowsy, problems with
starting things, lack of energy, reduced muscle strength,
feeling frail, problems concentrating, losing the thread
when speaking to people, difficulty finding the right word,
and subjective memory problems. The fatigue question-
naire measures physical fatigue (PF, four items) and mental
fatigue (MF, seven items), and all 11 items together
represent total fatigue (TF).

Statistics

Data were analysed by repeated measurements, using anal-
ysis of variance (ANOVA). Significant main effects were
followed by Tukey’s honest significant difference (HSD)
test.

653



Results

ESAS

The scores for all symptoms in the ESAS questionnaire
had decreased on day 7 as compared to day 0, and were
higher for the patients on day 0 than for the ten healthy
controls (data not shown). The overall mean values and
SD and the results of the ANOVA are shown in Table 1.

QOL, and depression, anxiety and sickness scores were
significantly improved on day 7 compared to day 0, but at
3 months only depression and anxiety just reached sta-
tistical significance. No effect could be seen at 6 and
12 months.

HADS

The mean values for anxiety and depression improved after
the support intervention but only the HADS anxiety score
reached statistical significance according to the ANOVA
and Turkey HSD (Table 2). The effects were not statis-
tically significant at 6 and 12 months. However, 61% of the
patients had an anxiety score of more than 8 on day 1, but
had an anxiety score of more than 8 at 12 months. For
the depression scores the corresponding percentages were
30% on day 1 and 21% at 12 months (data not shown).
Thus, there were numerical but not statistically significant
changes.

Table 3 Fatigue questionnaire in relation to time. The scores are presented as means±SD (NS not significant)

Question Score ANOVA Tukey’s HSD (P)

Day 0 Day 7 3 Months Controls df F P Day 0 vs day 7 Day 0 vs 3 months

1 (n=25) 2.88±0.60 2.00±0.71 2.68±0.69 2.40±0.80 2.48 14.17 0.00001 0.0001 NS
2 (n=26) 2.63±0.71 1.88±0.74 2.67±0.70 2.10±0.40 2.46 14.48 0.00001 0.0002 NS
3 (n= 22) 2.50±0.60 2.05±0.84 2.50±0.80 2.10±0.40 2.42 3.93 0.03 0.04 NS
5 (n=23) 2.74±1.01 1.96±0.93 2.65±0.83 1.40±0.50 2.44 8.14 0.0009 0.002 NS
6 (n=22) 2.68±1.04 2.00±0.82 2.59±0.91 1.50±0.50 2.42 6.14 0.005 0.007 NS
7 (n=24) 2.58±0.83 2.04±0.95 2.79±0.88 2.00±0.60 2.46 7.05 0.002 0.03 NS
8 (n=24) 2.63±0.71 2.17±0.87 2.46±0.51 2.00±0.60 2.46 2.86 0.07 0.06 NS
11 (n=24) 2.58±0.72 2.00±0.78 2.58±0.65 2.30±0.80 2.46 7.0 0.002 0.006 NS

Table 2 HAD questionnaire scores and analysis. Scores are presented as means±SD; P relates to the significance of differences in the
ANOVA (NS not significant)

Score ANOVA Tukey’s HSD (P)

Day 0 Day 7 3 months Controls df F P Day 0 vs
day 7

Day 1 vs
3 months

Anxiety (n=36) 9.83±4.84 6.67±4.41 (P<0.001) 8.11±4.66 (P=0.08) 2.9±2.0 2.70 7.85 0.0008 0.0006 0.08
Depression (n=36) 6.25±3.74 4.94±4.54 (NS) 5.97±4.30 (NS) 1.2±0.9 2.70 1.88 NS NS NS

Table 1 ESAS questionnaire scores and analysis. Scores are presented as means±SD; P relates to the significance of differences in the
ANOVA (NS not significant)

Score ANOVA Tukey’s HSD (P)

Day 0 Day 7 3 Months Controls df F P Day 0 vs
day 7

Day 0 vs
3 months

Sickness
(n=34)

260.52±138.6 155.32±110.6
(P<0.001)

234.05±134.15
(NS)

57.7±56.2 2.66 12.34 0.00002 0.0001 NS

QOL
(n=35)

3.78±2.68 2.21±2.22
(P<0.001)

3.68±2.08
(P<0.02)

0.73±0.9 2.68 9.24 0.0003 0.0009 NS

Depression
(n=36)

4.28±2.76 1.73±1.71
(P<0.001)

3.26±2.06
(P<0.02)

0.6±0.7 2.70 23.65 0.0000001 0.0001 0.02

Anxiety
(n=36)

4.31±2.57 1.95±1.73
(P<0.001)

3.28±2.51
(P<0.02)

0.9±0.9 2.70 18.69 0.0000003 0.0001 0.02
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Fatigue

Significant changes were shown in the different items of
the fatigue questionnaire. Less fatigue was observed in 7
of 11 questions and a borderline trend was noted in one
additional item after the intervention as compared to day 0,
but not after 3, 6 or 12 months. The items with significant
changes were question 1—feeling tired (P=0.00001), ques-
tion 2—need for rest (P=0.00001), question 3—feeling
drowsy (P=0.03), question 5—lack of energy (P=0.0009),
question 6—lack of muscular strength (P=0.005), question
7—feeling frail (P=0.002), question 8—problems with
concentration (P=0.07), and question 11—subjective mem-
ory problems (P=0.002) (Table 3). Physical and mental
fatigue reached statistically significant improvement after
the intervention but remained significant at 3 months for
physical fatigue only (Table 4).

Discussion

As compared to healthy controls the patients had high
sickness scores, poorer QOL and more pronounced symp-
toms of anxiety and depression as measured by the ESAS
questionnaire, and also higher anxiety and depression score
according to the HADS questionnaire and more symptoms
of fatigue. A general improvement was observed in sub-
jective symptoms, with significantly lower levels of sick-
ness, anxiety and fatigue. The support group intervention
was highly appreciated by the patients (59%) giving them
the opportunity to share thoughts and troubles with indi-
viduals with the same experience. The results indicate that
the present intervention had beneficial effects on various
psychosocial variables in cancer patients. However, most
parameters in the present study showed short-term changes,
with a decline in the effects after 3 months. Several studies
on support groups in the Stanford Cancer Supportive Care
Program [37] have suggested that a multimodal programme
could contribute to improved wellbeing, reduced stress, in-
creased Karnofsky score, more restful sleep, and increased
energy. Reduction of anxiety and depression after par-
ticipation in a support programme has also been reported
by Montazeri et al. [36]. There could be several reasons
why our study had a less long-lasting effect. The standard
deviations were sometimes wide which may be explained
by the fact that the participants had different tumours with
very different treatments and prognoses. A considerable

number of the patients were in advanced stages and had
progressive disease as evident from the number of patients
(n=9) who died during the observation period. Moreover,
the number of participating subjects was also rather limited.

Different questionnaires can give different indications, as
shown in the present study in which anxiety and depression
as measured by the ESAS, but not by the HADS, showed
significant improvement which remained after 3 months.
The HADS questionnaire might have greater power in
patients with stable disease as shown in the study by
Ibbotson et al. [23], which is a drawback in studies such as
ours in which nine patients died as a result of progression
of their disease during the observation period. Still it was
evident that the number of patients having high depression
and anxiety scores was larger before than after the inter-
vention. However, the limited number of patients makes
interpretation difficult. In a study by Heim et al. [18] sim-
ilar results to ours concerning the duration of the improve-
ment were found, and these authors discuss the need for
longer and/or repeated rehabilitation periods to consolidate
a long-lasting effect of the intervention.

The cancer-related symptom of fatigue proved to be
prominent also in our study and the patients experienced far
more fatigue of all kinds in comparison to healthy controls,
which is in accordance with other reports [16, 25, 35]. In the
present programme, physical training (walking, swimming
and relaxation) is included and could have been a factor in
the positive effect on both fatigue and QOL in accordance
with reports of others [5, 34, 35, 37, 39, 40, 44, 45].
Unfortunately, we were not able to identify major im-
provements after 3 months, a phenomenon also recognized
by others [18, 19]. More women than men took part in the
support group, which reduces the generalizability of our
findings. However, this is a well-known phenomenon found
by others [28, 29, 37]. Even online cancer support groups
meet with this problem [28].

This pilot study demonstrated effects of our support
programme at least up to 3 months after the intervention.
The lack of a more prolonged effect could partly be due to
the negative influence of clinical progression and restart of
therapy in some of the patients. This may imply that the
effect of the present intervention is underestimated, but the
lack of a proper control group makes this notion specu-
lative. To further study the impact of the same intervention
programme on immune competence, QOL and clinical
symptoms a randomized study is in progress in a more
homogeneous group of breast cancer patients. Identifica-

Table 4 Physical and mental fatigue. Scores are presented as means±SD (NS not significant)

Day 0 Day 7 P value 3 Months P value ANOVA Tukey’s HSD (P)

df F P Day 1 vs
day 7

Day 1 vs
3 months

Physical fatigue (n=25) 6.68±2.34 4.12±2.60 <0.001 6.36±2.27 <0.001 2.48 11.87 0.0001 0.0003 0.0009
Mental fatigue (n=30) 10.67±4.29 8.0±4.76 <0.04 9.77±5.09 NS 2.58 16.73 0.044 0.037 0.22
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tion of a positive effect of the support group programme
in this homogeneous, controlled randomized group of
patients may be of great importance for the treatment
policy for cancer patients in the future.
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