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The Moving 
Forward Together Journey: 

Peer Coaches Helping Breast Cancer Survivors
Become and Stay Physically Active
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Physical activity (PA) can bring many ben-
efits to cancer patients as they recover 
from surgery and other treatments. These 
benefits include increased energy, re-

duced fatigue, improved mood and quality of life 
(Schmitz et al., 2010).  Researchers have tested the 
effects of various types of exercise: aerobic, resist-
ance training and combined training for cancer pa-
tients in a clinic-based setting and/or home-based 
approaches (via print, telephone, web-based etc.).  
The majority of these programs have been deliv-
ered by research staff with various backgrounds 
including exercise science, 
public health, psychology, 
and social work.  These pro-
grams were also provided in 
a research setting and tend 
to have a limited reach into 
community settings.  Pre-
viously, we developed and 
tested a home-based PA pro-
gram delivered by telephone 
over 3-months to breast 
cancer survivors (Moving 
Forward; Pinto, Rabin, Fri-
erson et al., 2005).  This pro-
gram that had been shown to increase survivors’ 
PA at 3, 6 and 9  months (Pinto, Frierson, Rabin 
et al., 2008).  The program consisted of weekly 
telephone calls during which research staff helped 
women to identify barriers to becoming active 
and ways to overcome these barriers, set exercise 
goals and monitor their PA.  During the 12-week 
program, women were provided a pedometer and 
asked to log their steps during exercise and record 
the type of exercise, duration and intensity.  They 
were also provided 4 feedback reports on their PA 
and the progress they had made in becoming phys-
ically active. In an effort to bring this program to 
the community and increase the reach of our PA 
program, we partnered with the American Cancer 
Society’s Reach to Recovery (RTR) program. Our 
first goal was to determine whether it was feasible 
to recruit and train these volunteers to deliver the 
program and secondly, to explore the effects of the 
breast cancer survivors who would receive the in-
tervention.  We selected RTR as a potential partner 
because their volunteers are survivors of breast 
cancer and they are trained to provide emotional 
support and resources for other breast cancer sur-

vivors.   Since they had experienced a breast can-
cer diagnosis and treatment, the RTR volunteers 
can provide understanding and support for others 
going through cancer diagnosis and treatment.  
RTR is a national program offered through Amer-
ican Cancer Society in the U.S. for many decades 
and if our PA program was effective, we believed 
that there was potential to extend the reach of the 
program through our partnership.  We expected 
that peer volunteers would be able to help other 
survivors identify barriers to PA, help them prob-
lem solve these barriers, and provide feedback 

for their efforts in becoming 
physically active. 

Research Journey Begins
We first began with a sin-
gle group study (Moving 
Forward Together) where 
we partnered with the RTR 
program in Rhode Island, 
as the Principal Investigator 
(Dr. Pinto) was based at The 
Miriam Hospital and the W. 
Alpert Medical School of 
Brown University. The study 

was funded by the Lance Armstrong Foundation. 
We recruited and trained 7 volunteers to deliver 
our PA program (Pinto, Rabin, Abdow&Papan-
donatos, 2008).  We trained the volunteers using 
print materials, audio-tapes of PA counseling and 
role plays of counseling sedentary women to be-
come active. All coaches also completed a short 
written test of their knowledge of PA and coun-
seling women to become active. We recruited 25 
breast cancer survivors in Rhode Island and Con-
necticut to receive the 3-month PA program.  The 
survivors reported on their PA, mood, fatigue and 
quality of life before the program, at 3 months and 
6 months. They reported significantly greater PA, 
better quality of life and reduced fatigue at the end 
of the program and at 6 months.  They were also 
very satisfied with the program. The coaches had 
high success in delivering the 12 weekly calls.  
They were very satisfied with their roles and re-
ported that they too benefitted from study partici-
pation (e.g.,“The most positive part is that because 
we, the coaches, are also breast cancer survivors 
and we’ve all ‘been there,’ our encouragement is 
very helpful. 

In  1971 the National Can-
cer Act launched in USA 
an ambitious national re-
search program to impro-

ve cancer diagnosis, treatment, 
and care delivery. It funded cli-
nical cancer research centers 
and demonstration projects to 

assess rehabilitation needs and implement and 
evaluate interventions to address these needs. 
By the early 1980s, several well-established pro-
grams throughout the country provided rehabili-
tation services to patients with cancer, largely ho-
spital-based, integrated with other rehabilitation 
services or oncology departments, and involved a 
multidisciplinary team of providers. 
However since then many things have changed 
in the cancer control continuum and a scenario 
of these changes is highlighted in the flowchart 
(fig.1) reported by Julia Rowland in her article 
Cancer survivorship: rethinking the cancer con-
trol continuum. Seminars in Oncology Nursing, 
vol. 24, no.3, pp. 145–152, 2008. 
At the same time a combination of treatment ad-
vances, earlier detection, less radical surgery, 
use of combined modality therapy, and prolonged 
outpatient adjuvant endocrine therapy, reduced 
the length of hospital inpatient care, improved the 
outcomes, and increased life expectancy and survi-
val, bringing out a number of needs, including that 
of rehabilitating people healed from cancer and/
or of adopting rehab strategies, not only during  
disease’s acute phases, but, in some patients 

(with pre-existing comor-
bid conditions) already 

after the diagnosis, 
before starting the 
cancer treatments 
(p re -hab i l i t a -
tion). The need 
to assess and 
deal with different 
outcomes led to the 

opportunity of put-
ting together a mul-

tidisciplinary team  
 to develop specific rehab 

plans addressed to both can-
cer patients and survivors.“The multidisciplinary 
team approach central to comprehensive cancer 
rehabilitation is ideal for meeting the needs of 
survivors of cancer.” With this shared statement, 
in the article Cancer Survivorship and Cancer 
Rehabilitation: Revitalizing the Link. Journal of 
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An International Editorial Project
Follows from page 1
Clinical Oncology, vol. 30, No 9 (March 20), 2012: pp 904-906, Catherine 
Alfano, Patricia Ganz, Julia Rowland and Erin Hahn, described the main 
characteristics of the team, detailing its functioning as follows. “First, it 
assesses and treats the chronic effects of cancer and prevents or mitigates the 
effects of late-occurring sequelae. These include fatigue, depression, anxiety, 
fear of recurrence, cognitive dysfunction, pain syndromes, peripheral neu-
ropathy, sexual dysfunction, balance and gait problems, upper or lower 
quadrant mobility issues, lymphedema, bladder and bowel problems, stoma 
care, problems with swallowing or dysphagia, and communication difficul-
ty. Second, comprehensive cancer rehabilitation can address pre-existing or 
treatment-related comorbid conditions. Diabetes, cardiovascular disease, 
congestive heart failure, bone loss, adverse body composition, and renal 
disease are common in survivors of cancer1 and can be managed throu-
gh rehabilitation interventions including medication, counseling, behavior 
change and promotion of healthy diets, physical activity, and weight control. 
Third, self-management skills and health promotion interventions provided 
in the context of comprehensive cancer rehabilitation also have the poten-
tial to decrease the risk of additional late effects -for example, the cardiac, 
pulmonary, endocrine, or bone 
complications of cancer treat-
ment  and may even reduce the 
risk of second malignancies. A 
final benefit is the joint focus on 
optimizing functional status and 
quality of life, preserving the 
ability to remain in the workfor-
ce and other life roles, and ma-
ximizing health and longevity.”
The knowledge improvements 
rise new questions in research 
and practice within the rehab 
field, such as:
• How to define and describe 

cancer rehabilitation (that 
is, how is different from ge-
neral survivorship care?) 

• What types of providers do 
cancer rehabilitation, and 
in what types of settings?  

• What types of symptoms 
and problems do they focus 
on (here it should be poin-
ted out that cancer rehabi-
litation is not just to control 
lymphedema in breast cancer survivors)?

• In the past, cancer rehabilitation has focused mostly on physical pro-
blems only - psycho-social issues are often not addressed within the 
context of cancer rehabilitation - should they be, and if so, how?  

• Do we need to differentiate cancer rehabilitation for cancer pre-habi-
litation?

• How do we identify and compare various models for cancer rehabili-
tation?   

• What is the impact of rehabilitation on quality of life?
• What are the financial and institutional barriers to providing cancer 

rehabilitation?  
• How is cancer rehabilitation reimbursed, and how do payers and insu-

rers view it?
• What are the future directions for cancer rehabilitation
• What are the issues with sustainability and competing options for 

post-treatment survivorship care, such as survivorship centers and other 

survivorship specialists?
• What research issues need to be addressed?  
• What data is needed to justify using cancer rehabilitation?
Most recently, in the special communication Toward a National Initiative 
in Cancer Rehabilitation: Recommendations From a Subject Matter Expert 
Group. Archives of Physical Medicine and Rehabilitation, November 2016,  
vol. 97, Issue 11, pp. 2006-2015, Nicole Stout,  Julie Silver et al. “convened 
a subject matter expert group to review current literature and practice pat-
terns, identify opportunities and gaps regarding cancer rehabilitation and its 
support of oncology care, and make recommendations for future efforts that 
promote quality cancer rehabilitation care. The recommendations suggest 
stronger efforts toward integrating cancer rehabilitation care models into 
oncology care from the point of diagnosis, incorporating evidence-based 
rehabilitation clinical assessment tools, and including rehabilitation profes-
sionals in shared decision-making in order to provide comprehensive cancer 
care and maximize the functional capabilities of cancer survivors. 
These recommendations aim to enable future collaborations among a variety 
of stakeholders to improve the delivery of high-quality cancer care.”
As in cancer care, the paradigm has shifted from how long to how well you 

can live from diagnosis onward, 
so in cancer rehabilitation the 
paradigm is shifted from phy-
sical rehabilitation to multi-
dimensional/comprehensive 
rehabilitation, focused to im-
proving or regaining both phy-
sical and psychosocial abilities, 
changed from diagnosis onward. 
For these reasons, the current 
model of rehabilitation must be 
understood to include not only 
physical rehabilitation, but also 
new types such as psychologi-
cal, cognitive, sexual, nutritio-
nal, spiritual, professional reha-
bilitation, and so on. 
These principles must be en-
shrined in every National Can-
cer Control Plan in the form of 
Rehabilitation Care Plans to 
ensure the fullest possible reco-
very of all cancer patients and 
survivors. European and Inter-
national authorities have a role 
to play, by allocating adequate 

financial resources to support services and in implementing adequate survi-
vorship and rehabilitation services for all social groups, as well as in infor-
ming the public and raising awareness. In the recent Health Policy Guideli-
nes for the European Member States, defined within the European CanCon 
Project (Cancer Control; a Joint Action between the European Commission 
and Member States to standardize cancer control, from Prevention, to Survi-
vorship, Rehabilitation and End-of-Life Care, in which I participated as re-
searcher, on behalf of Italy) and published at the end of February 2017, can-
cer rehabilitation is included in Recommendation #13: “Develop National 
Cancer Rehabilitation and Survivorship Policies, Underpinned by an Equity 
Perspective. The end of cancer treatment does not signal the end of cancer 
care. It is important to raise awareness of potential late effects of cancer tre-
atment and of early detection of cancer recurrence and secondary tumours. 
Key elements in the prevention of cancer recurrence include the maintenance 
of a healthy body weight, healthy diet and physical exercise. 
Avoidance of the use of tobacco, excess sun exposure, and alcohol are also  
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important elements, just as they are for primary prevention. 
Rehabilitation is a key component to ensure that cancer survivors have the 
best chance of returning to a normal life. Rehabilitation must be understood 
to include not only physical rehabilitation, but also psychological, cognitive, 
sexual, spiritual and professional rehabilitation. 
These principles must be enshrined in every National Cancer Control Plan 
in the form of Survivorship Care Plans to ensure the fullest possible recovery 
of all cancer survivors. This is especially important for those in situations of 
social vulnerability, because they face greater challenges in terms of access 
to care and health behaviours.”
While the research in this field is exploring all chances of improving the 
quality of life of people throughout the cancer journey, the communication/
circulation of these results is fragmented,  and mainly limited to a few rese-
archers, without reaching out the vast number of worldwide physicians and 
stakeholders, and for this a different need is rising to communicate, spread, 
and compare trials, data, projects, results, etc. in rehab field. 
For this reason, time is ripe now to founding and launching a scientific jour-
nal, fully devoted to cancer rehabilitation, called, Journal of Cancer Reha-
bilitation that might gather the research innovation and results, and transfer 
them into the clinic daily practice.Amongst the scientific journals there is not 
yet one dedicated exclusively to the rehabilitation of both cancer patients and 
cancer survivors. As a result, the current manuscripts on this topic are mostly 
distributed across a wide range of journals. 
This does not mean that other scientific publications do not address similar 
topics, and for this reason is  not claimed the focus exclusivity. 
However, the current journals focused on rehab are almost all affiliated with 
Scientific Societies and for this reason they may focus on publishing articles 
associated with their specific and often narrowly focused areas with rehabili-
tation, and not on cancer rehabilitation, as it would be desirable to propose. 
On the basis of these premises and strong recommendations, along with Pa-
olo Tralongo, oncologist, and Kevin Stein, psychologist, I’m pleased to share 
with all of you this editorial project, asking to participate in founding the 
Journal of Cancer Rehabilitation. The Journal we have in mind, would be an 
international peer-reviewed, journal dedicated to disseminating cutting-ed-
ge data and clinically relevant information to the practicing clinician and 
healthcare professional. Knowing the substantial overlap and differences 
between Palliative Care, Survivorship Care and Rehabilitation, should be 
put together a multidisciplinary team of experts (physicians, nurses, social 
workers, health providers, policy makers, etc.) in cancer and cancer sur-
vivorship issues on the editorial committee, and not necessarily limit it to 
specialists in Physical Medicine and Rehabilitation. The ongoing editorial 
project contemplates to build an Editorial Board with authoritative members 
from both the United States and Europe, without excluding researchers from 
other worldwide countries and continents, so that we can exchange and com-

pare experiences, proposals, policy plans, etc. who can independently decide 
on the papers to be published, to monitor both the scientific and administra-
tive activities, and the legitimacy of the project. 
This challenging project also includes a new editorial model, independent 
of the world’s largest publishing chains (such as Elsevier, Springer, Wiley, 
et al.), not to fight these giants, but to provide the authors with a serene 
submission and publication autonomy. The Journal we want to found will 
be an Open Access one, with an Italian Publishing House who will bear the 
costs of publishing, and all interventions for accessing the Journal Indexing 
in Pubmed. For this reason, while we are working to define the Editorial 
Board in a short time (within September, hopefully), we ask to each author 
who would like to collaborate in this project, the commitment to ensure a free 
submission of 2 papers within a maximum time of 24 months, to be published 
after passing the peer review. In any case it’s welcome the paper submission 
by all authors who wish to participate in this foundation, although you can 
still serve the Editorial Board without submitting any paper, but supporting 
the editorial needs for revision. The first issue will be published online in 
April 2018. We are well aware that the editorial project may meet the favor 
of some or the skepticism or opposition of others, and therefore the chances 
of success and, unfortunately, of failure are on the table in front of us. 
For this reason, are welcome those colleagues who share this vision and 
agree, on the basis of their professional expertise, to collaborate in this mul-
tidisciplinary and interdisciplinary field, still little known and explored on 
the themes of comprehensive/global rehabilitation, ranging, for example, 
from neuromotor to cardiovascular, from psychosocial to cognitive-mnemo-
nic, from relational (including partners and caregivers) to sexual, from nu-
tritional/metabolic to  return to work, from swallow to speech, from spiritual 
to professional, etc. In this complex editorial project we intend to provide 
our readers with scientific contributions (e.g. editorials,  letters to the Editor, 
case reports, original papers, reviews, policy rehab plans, etc.) regarding 
rehabilitative care, current and/or experimental, monodisciplinary and/or 
multidisciplinary, including the vast field of Complementary and Alterna-
tive Medicine (CAM). Although  the road to go is neither easy nor short, 
we strongly believe in what we are doing, and this is the reason why those 
who want to delete doubts and suspicions, and will join our challenge will 
be always welcome. For further details, information, and rules for Authors 
contact please the editorial website: www.edisciences.org/journal-of-can-
cer-rehabilitation.

    VITTORIO MATTIOLI,

   CanCon Project Manager for OECI Clinical        
   Cancer Centre 
   “Giovanni Paolo II”- Bari-Italy
    Professor of Anesthesiology and Intensive Care.

 Researcher and Expert on Cancer Survivorship.
 Founder and Coordinator of the European 
 Collaborative Group on Cancer Survivorship    
 (ECGCS)

COGNITIVE FUNCTIONING IN LONGTERM 
CANCER SURVIVORSHIP: SOME CONSIDERATION
Long-term survivorship has increasingly become a reality for people with cancer. In Italy, the average rate of > 5 years survival since cancer diagnosis is 60%; 

the number of long-term cancer survivors corresponds to 2.6% of the entire Italian population (AIRTUM Working Group, 2014). It is estimated that in the 
next 30 years the number of patients who survive a cancer diagnosis for many years will increase.
However, among those survivors there are increasing reports of cognitive difficulties (i.e. subjective perception), including reports of changes in cognitive 

level of functioning or even cognitive disabilities. In addition to these subjective reports, there is also evidence that objective (i.e. detected through standardized pro-
cedures) cognitive deficits may occur in patients undergoing chemotherapy. Some studies show that women with breast cancer undergoing chemotherapy exhibited 
deterioration on several cognitive measures. Deficits have been found for visual memory and verbal working memory; learning, executive function, and processing; 
and capacities for recruiting in verbal memory and verbal fluency. Other  work has shown anatomical changes in the encephalon with a significant reduction of the 
cortical volume, and the white and grey matter. 
Most of the published studies, however, have examined patients in treatment or within 1-3 years after the end of treatment, describing difficulties - the short-term 
memory, attention, and executive function and delayed memory – that had improved significantly among breast cancer survivors from 18 to 36 months after cancer 
diagnosis.The literature, furthermore, shows how patients generally are more aware of memory difficulties than other deficits (e.g., difficulty of lexical access).
Those who perceived their cognitive functioning as worse tended to be more anxious, depressed and/or fatigued.
At present, there are no studies that investigate cognitive functioning in long-term survivorship and that compare the subjective perception of cognitive functioning 
with results to objective evaluations. Future research, then, as a starting point for clinical indications of treatment, should examine the possible causal relationship 
between cognitive functioning e psycho-emotional dimensions; in addition, it may be necessary to study the subjective perception of cognitive functioning in asso-
ciation with fear of recurrence and with concerns about health, notoriously relevant aspects in survivorship.

REFERENCES
[1] Peccatori, F.A., Azim Jr., H.A., Orecchia, R., Hoekstra, H.J., Pavlidis, N., Kesic, V., et al.,2013. ESMO 
guidelines working group cancer, pregnancy and fertility: ESMOclinical practice guidelines for diagnosis, 
treatment and follow-up. Ann. Oncol.24 (6), vi160–70.
[2] Lambertini, M., Peccatori, F.A., Azim Jr., H.A., 2015. Targeted agents for cancertreatment during pregnan-
cy. Cancer Treat Rev. 41 (4), 301–309.
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SOUND, MUSIC AND SOUL’S VIBRATIONS
In recent years the use of Complementary Medicine 

(CAM) has increased, and some of its therapies can 
now be considered as integral parts of the conven-
tional medical practice. This growth is due to the 

fact that complementary therapies share the primary goal 
of exerting a healthy and positive action by working with 
the patients, of whom they ask for both the awakening 
and reinforcement of “internal resources”. In fact, cancer 
patients suffer from serious physical and psychosocial 
side effects due to cancer and its treaments. Both physical 
and psychosocial side effects can occur in the short term, 
but have also been described as persisting long-time after 
treatments’ completion. CAM can have the potential role 
to support a better quality of life in cancer survivors with 
a deep impact especially on symptoms related to emotio-
nal and psychological suffering. Symptoms such as fear, 
mood disturbances and insecurity are present even more 
than 1 year from diagnosis, and they heavily affect the 
ability to finalize and pursue goals in life because they 
put in constant discussion, the life plan.
The vision of the human being underlying these ap-
proaches is a holistic vision (from the Greek “Holos 
-  Whole”).
 The image of Tao (fig.1) proposes two aspects: to take-
care of the oncological patient, as a whole person, with 
his fragility; the reflection on a potential path addressed 
to the re-appropriation of a creative himself, through the 
coexistence from shadows to light, from trauma to phy-
sical and spiritual healing. The disease is experienced as a 
crisis that involves every aspect of the patient’s existence, 
the care of the person and not only the illness; it can coin-
cide with an evolutionary path, starting from a search for 
meaning, through an in-depth knowledge of himself, 
which is realized in a relational and transpersonal dimen-
sion. The mind-body interventions occupy a very varied
area in psycho-oncology. In this area, Complementary 
Art Therapies (CAT) integrate the therapeutic process 
from non-verbal to verbal, with a communication of 

thoughts and feelings, focusing on the promotion of 
well-being, recognizing and expressing emotional needs 
trough music and art. 
There are patients who, from the onset of diagnosis 
onward, enter a inner silence, the silence of trauma that 
can last years. They stop to listen to music, to sing and 
to dance: these are vital aspects that can be recovered. In 
a group of music therapy, this dimension has to do with 
creation and feeling himself linked again to his “musical 
being”. In music therapy, clinical practice music is at a 
pre-verbal regression level, that of the affection: that’s 
why music therapy opens, through the trauma, an inner 
door to a potential personal growth; the relationship and 
interaction are mainly sound-musical: the group musical 
improvisation, the voice use, to compose music with the 
music therapist, to dance on improvisations and sound 
dialogs, foster a significant emersion and symbolic re-
cognition for the own wounded identity. All this has a 
profound impact on post traumatic growth. 
Music also becomes a container to stimulate cognitive 
skills with a new learning: the cognitive aspects and 
emotions are in close relationship each other, and all 
together they allow a new development. Living himself 
like a work of art, a self-concept that is a creative “weal-
th” that has the power to repair a wounded identity, incre-
ase self-esteem, strengthen the sense of self, and foster 
contact with new parts of himself (fig.2). Often the music 
therapy process is completed with the use of colours, cre-
ating personal works, chromatic transpositions of both 
experience and inner world (fig.3-4). Within the recepti-
ve/passive sound’s techniques, there is the sound therapy, 
different from the music therapy, as the specific use of 
the Tibetan bowls or other musical instruments that have 
some specific sounds and vibrations, and which facilitate 
the phenomenon of the body “resonance” . The effect is 
a sound massage that is a deeply meditative and relaxing 
experience. The vibrations form the bowls while placed 
on the body seem to melt away tension, leaving the body 

feeling blissfully light and freely vibrating (fig.5). 
The patient experiences a vibrational sound continuum 
in which he lies immersed during the duration of the 
sound therapy session: the effect is to perceive himself 
as a person in one’s own body, in a state of deep relaxa-
tion and thoughts’ annihilation (fig.6). This is a process 
that, repeated over time, reconnects the person to him-
self through a peace experience, resonant awareness, 
mindfulness, and that can help to elaborate the trauma in 
the psychotherapy process. This helps to open a space of 
deep listening, inner peace, and self-compassion and to 
re-experiment the body as harmonious and vibrant, to-
gether with a himself contact in a personal space of tran-
quillity: “ Beauty comes from the quiet of your presence 
“(Eckart Tolle). A 55-year-old woman, cured of both a 
lymphoma and breast cancer, speaks about her own 
experience of sound therapy: “I’m a school teacher and I 
was very sceptical about sound therapy. 
But since the first treatment I already noticed a sense of 
inner calm and energy, an inner calm for my relaxation 
and an energy recharge for a positivity that made me feel 
less depressed and more and more joyous to live my life 
path. The medical therapies have healed my body, and 
supportive therapies,  systematically received, are hel-
ping me to heal my soul; I see my future, and this future 
is also possible for a present I’m feeling filled with good 
feelings for myself: now I’m also internally healing”.

Fulvia Lagattolla

Fig.2  Musical instrumental in the music therapy setting 
“ I Play, I Am.” 

Fig.3  “From the Darkness of the Illness to the Colour of Life”. 
Anna, 60 years old

Fig.1  The image of Tao

Fig. 5 “  The Sound of Awake ”.
Watercolour made by R. Otranto 

Fig. 4 “My flower of life, blooming in a sea of bad thoughts, 
and gives hope” Angela 48 years old.

Fig. 6 Vibrations in My Soul, M. C. Rinaldi

FULVIA  LAGATTOLLA
Musician, Music-therapist, 
Researcher in Music-therapy 
and Complementary Therapies. 
OECI National Cancer Clinic 
“Giovanni Paolo II” – Bari, Italy. 
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Prostate cancer (PCa) is the most common cancer among aged men in deve-
loped countries: in Italy represented more than 20% of all cancer diagnosed 
in men aged over 50 years and the 5-years survival rate of PCa patients is 
approaching 90% (AIRTUM 2016). Androgen deprivation therapy (ADT) 
is a basic treatment for PCa patients which can improve survival and reduce 
disease-related morbidity (Fig. 1). 
But the castration levels of androgens is related with many adverse effects. 
Dr. Tralongo has described in previous C&C newsletter adverse effects 
associated with the use of ADT: deterioration of musculoskeletal health, 
increase of cardio-metabolic risk, sexual disorders, reduced quality of life 
and negative effect on cognitive functions.
The protective effect of physical activity on various chronic diseases is well 
studied and supported in the literature (Aune D et al 2015, Sattelmair J et al 
2011). Research on physical activity and outcomes in cancer survivors has 

exploded in the last 2 decades and is extensive and compelling (Schmitz 
KH et al 2010). Evidence from randomized controlled trials has demonstra-
ted that exercise during and after cancer treatment can prevent decline, and 
can improve many clinical, physiologic, and psychological parameters, in-
cluding factors such as cardiorespiratory fitness, functional status, strength 
and flexibility, body composition, immune function, cognition, self-esteem 
and mood, depression, anxiety, and stress (Ballard-Barbash R et al 2012, 
Thomas RJ et al 2014). This trials including patients with any type of can-
cer, specially breast and colon cancer. Recently a meta-analysis published 
in JAMA Oncology showed that exercise and psychological intervention 
are more effective than pharmaceutical agents at reducing cancer-related 
fatigue (Mustlan KM et al 2017).This meta-analysis (15 studies, of which 
14 randomized clinical trials) is dedicated to effects of physical activity in 
PCa patients receiving ADT and analyze in a subgroup, the duration and 
type (resistance vs aerobic training) of exercise. The authors reported that 
exercise can significantly improve the upper and lower muscle strength, 
increase the exercise tolerance, help PCa patients receiving ADT control 
their body fat mass, body mass index (BMI), and keep the sex function, 
but no evidence of benefit for cardio-metabolic changes and bone health 
were observed. 
ADT-related fatigue is correlated with exercise duration time: when exerci-
se duration lasts over 6 months, exercise has a positive effect. 
Furthermore there is no difference between aerobic exercise training (AET) 
and resistance exercise training (RET). Finally, no difference in prosta-
te-specific antigen (PSA) change were observed  between the exercise 
group and the controls.
This meta-analysis confirmed the results of Gardner. His review (Gardner 
JR et al 2014),  which included randomized and uncontrolled trials, de-
monstrated that exercise training improve muscular strength, cardiorespi-

ratory fitness, functional task performance, lean body mass, and fatigue. 
When available data, no changes in PSA and testosterone concentration 
are reported after exercise training. The data suggests that exercise training 
(AET or RET) in PCa patients is feasible and can improve some adverse 
effects associated with theuse of ADT. The American College of Sports 
Medicine  published in 2010 the exercise guideline for cancer survivors, 
currently used in Oncology (NCCN guideline) (Fig. 2). 
For what is the effects of physical activity on prognosis of cancer patien-
ts, evidences of observational study suggest that intermediate/high level 
of post-diagnosis physical activity can improve the disease outcomes and 
all-cause mortality of breast and colon cancer patients (Ezzeldin MI et al 
2010, Schmidt D et al 2014). 
A large cohort study of patients with non metastatic prostate cancer found 
that increased levels of physical activity were associated with a reduction 
in all-cause and prostate-specific motality (Kenfield SA, 2011). The «CaP-
SURE study» (Richman EL et al, 2011 reported that moderate levels of 
physical activity reduced risk of PCa progression.
Recently some studies reported that total physical activity levels higher 
than the current recommended minimum level are correlated with a signifi-
cant reduction in the risk of breast cancer, colon cancer, diabetes, ischemic 
heart disease, and ischemic stroke events (Kyu HH et al 2016) and may 
provide additional protection in terms of cancer-specific death (Gunnel AS 
et al 2017). 
There is no evidence of worsening of cancer patient due to physical acti-
vity. Indeed, the exercise has been shown in fact an improvement in the 
“quality of life” understood as subjective well-being, improved physical 

function, reduction of fatigue, weight and body fat. 
The exercise prescription it should be strictly individualized, depending 
on the clinical, functional, psychological and social context (NCCN gui-
delines 2017). Among patients with prostate cancer treated with ADT, ap-
propriately prescribed exercise is safe and may ameliorate a range of tre-
atment-induced adverse effects. Since the clinical trials are heterogeneous, 
are needed more studies of high methodologic quality to consolidate and 
expand the current knowledge (i.e.: the “dose” of physical activity, better 
understanding of the benefits of exercise in ameliorating the adverse effects 
of ADT, ...).

EXERCISE OVERCOME ADVERSE EFFECTS 
AMONG PROSTATE CANCER PATIENTS 

RECEIVING ADT. AN UPDATE META-ANALYSIS
Maria Giovanna Pescarenico

Fig. 1  The Prostate Cancer Continuum (Ramalingam S, CancerNetwork 2015)

Fig.2   ACSM Exercise Guideline for Cancer Survivors
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LITERATURE’S HIGHLIGHTS
Fabrizio Romano

“PROMOTING CONTINUITY OF CARE” -  SPECIALIST NURSE’S ROLE EXPERIENCIES IN GYNAECOLOGICAL 
ONCOLOGY. A QUALITATIVE STUDY.

Kobleder A. et Al J Clin Nurs. 2017 Jul 19. 
Abstract

Background:
Women with gynaecological cancer often face complex situations, which require an integrative and quality-assured approach by the healthcare system. Spe-
cialist nurses can play an important role in supporting these patients. However, in countries where the role of specialist nurses is at a developmental stage, 
their role lacks clarity.

Methods: 
We conducted three focus groups with 12 specialist nurses to access their experiences with regard to their role. Thematic qualitative text analysis was used 
to interpret the results.

Results:
Divided into six main themes, the study results describe specialist nurses’ (1) current and (2) aspired role. (A) Counselling, (B) guidance, (C) key contact 
person and (D) team support are relevant themes in their current role. The themes (E) provision of resources and (F) extended knowledge are relevant to their 
aspired role. Within their current and aspired roles, the specialist nurses’ scope of practice is defined as “promoting continuity of care”.

Conclusions:
The results indicate aspects of specialist nurses’ current and aspired roles. Detailed role descriptions and legal requirements are necessary to further support 
nurses toward an extended and specialised practice. In the context of gynaecological cancer survivors services should be developed, where specialist nurses 
can play an important role in providing continuous care.

Relevance to clinical pratice
To support implementation of specialist nursing in clinical practice, resources have to be mobilised and role descriptions should be provided. By creating 
an appropriate framework, the specialist nurse can turn into an important support for women with gynaecological cancer, in addition to current health care 
services.
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“LIVING IN THE MOMENT” AMONG CANCER SURVIVORS WHO REPORT LIFE-TRANSFORMING CHANGE.

Skeath P et Al. Ann Palliat Med. 2017 Jul;6(3).
Abstract

Background:
Some cancer survivors say that while coping with their illness they have had what they identify as a highly beneficial, personal, life-transforming change 
(LTC; a self-subscribed condition among participants in this study, not a researcher-defined construct). Previously we found that the content of LTC was 
highly individual; but certain features of the LTC process were quite uniform. For example, LTC was driven by a very rational desire to remain genuinely 
functional as a person in the midst of highly stressful circumstances. Our purpose is to further understand LTC by analysis of participants’ critique of que-
stionnaire items on positive subjective outcomes.

Methods: 
We obtained a set of 67 positive psychosocial questionnaire items from the Psychosocial Impact of Illness (PII) item bank development team of the National 
Institutes of Health (NIH) Patient-Reported Outcomes Measurement Information Systems (PROMIS) initiative. The PII items are sourced from a variety of 
instruments, representing more than one theory of personal growth. This enabled a grounded theory approach, allowing a theory of LTC to emerge from the 
data. Each of nine cancer survivors participated in a single, two-part session: an hour-long semi-structured qualitative interview regarding their LTC (previou-
sly reported), then individually critiquing the 67 items in terms of relevance and importance to their self-reported LTC experience (their critique is analyzed 
in this article). The PII items were grouped into 20 researcher-defined conceptual themes and average scores for each theme were computed and compared.

Results:
The theme “living in the moment” (LITM; sometimes referred to as “Being in the moment” in other literature) scored significantly higher than other themes. 
Qualitative interview transcripts revealed that participants spontaneously used LITM as a coping tactic that reduced worries to manageable levels. These 
participants noticed subsequently that LITM also produced unexpected substantial benefits in many aspects of their lives unrelated to cancer. This experience 
motivated increased use of LITM that led to LTC beyond coping with cancer.

Conclusions:
LITM can be a practical, effective coping tactic to manage worries and promote adaptation to the challenges of a life-threatening illness. Participant inter-
views indicated the motivation for LITM is not traumatic experience, but seems to be conservation of their own personal resources for coping with increased 
stresses. Hobfoll’s conservation of resources model appears to be more consistent with LITM among our participants than Tedeshi’s posttraumatic growth 
(PTG) model. Several PII items that represent LITM have unfortunately been removed from the current PROMIS PII item bank, indicating a need for impro-
ved of item selection criteria. Further research is needed first to identify or develop assessment items that more effectively capture the precursors and phases 
of LITM, and then develop interventions that facilitate LITM and LTC for patients.
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PEDIATRIC OUTCOME AFTER MATERNAL CANCER
DIAGNOSED DURING PREGNANCY

Indeed cancer diagnosed during pregnancy is a rare (0.05–1%of all pregnancies) and complex situation that underlines an important and complex ethical conside-
ration: the possibility of suboptimal oncologic treatment for the mother. Recent research indicates that most chemotherapy administered in the second and third 
trimester does not have serious impact on the health and development of the fetus, however evidence-based data are still lacking. 
Although rare, the possibility of a cancer diagnosis during pregnancy or conception during an anticancer treatment exists and oncologists should know how to re-

spond. In the attempt to address this issue ESMO recently published clinical practice guidelines where the authors provide guidance for management of cancer patients 
during pregnancy according to different cancer type and gestational age [1]. Moreover, Lambertini et al. recently published a useful and critical review on the use of 
targeted agents during pregnancy in cancer patients [2]. 
The relative rarity of this situation precludes prospective clinical trials and thus decisions continue to rely on very limited evidence.
Moreover fetal development is a complex process that can be influenced by different aspects at different stages of development.  
Among women in whom cancer is diagnosed during pregnancy, factors such as maternal illness, diagnostic tests, cancer treatment, and increased levels of maternal stress 
can negatively influence fetal development. Cancer treatment during pregnancy exposes the fetus to potentially toxic substances that influence cell division. Chemothe-
rapeutic drugs can cross the placenta in varying amounts. 
Data on fetal effects of maternal cancer treatment are based mainly on retrospective cohort studies. 
Data on the long-term outcome of children who are exposed to maternal cancer with or without treatment during pregnancy are lacking.
In this article the authors show the results of a multicenter case–control study that compared children whose mothers received a diagnosis of cancer during the pregnancy 
with matched children of women without a cancer diagnosis. All children were prospectively assessed at 18 months, 36 months, or both. A cardiac assessment was per-
formed at 36 months. A total of 129 children (median age, 22 months; range, 12 to 42) were included in the group whose mother had cancer (prenatal-exposure group) 
with a matching number in the control group. During pregnancy, 96 children (74.4%) were exposed to chemotherapy (alone or in combination with other treatments), 11 
(8.5%) to radiotherapy (alone or in combination), 13 (10.1%) to surgery alone, 2 (1.6%) to other drug treatments, and 14 (10.9%) to no treatment. Birth weight was below 
the 10th percentile in 22.0% in the prenatal-exposure group and in 15.2% in the control group (P = 0.16). There was no significant difference between the two groups in 
cognitive development. The gestational age at birth was correlated with the cognitive outcome in the two study groups.  
Cardiologic evaluation among 47 children at 36 months of age showed normal cardiac findings. In conclusion prenatal exposure to maternal cancer with or without tre-
atment did not impair the cognitive, cardiac, or general development of children in early childhood. Prematurity was correlated with a worse cognitive outcome, but this 
effect was independent of cancer treatment. 
Pregnant women may be informed that the likelihood of prematurity is higher than that in the general population, but among preterm babies, the child is unlikely to have 
unique problems more serious than those of preterm babies born of women without cancer during pregnancy.

REFERENCES
[1] Peccatori, F.A., Azim Jr., H.A., Orecchia, R., Hoekstra, H.J., Pavlidis, N., Kesic, V., et al.,2013. ESMO guidelines working group cancer, pregnancy and fertility: 
ESMOclinical practice guidelines for diagnosis, treatment and follow-up. Ann. Oncol.24 (6), vi160–70.
[2] Lambertini, M., Peccatori, F.A., Azim Jr., H.A., 2015. Targeted agents for cancertreatment during pregnancy. Cancer Treat Rev. 41 (4), 301–309.

Elena Lorenzi

THE COURSE OF FEAR OF CANCER RECURRENCE: DIFFERENT PATTERNS BY AGE IN BREAST 
CANCER SURVIVORS.

Kobleder A. et Al J Clin Nurs. 2017 Jul 19.
Abstract

Background:
To examine the time course and predictors of fear of cancer recurrence (FCR) in  breast  cancer survivors over a period of 18 months after initial surgery.

Methods: 
Breast cancer patients (n = 267) were followed until 18 months after primary breast surgery. Shortly after surgery, participants completed the Life Orientation 
Test-Revised (LOT-R) to measure optimism and the Concerns about Recurrence Scale (CARS) to measure FCR. Mixed regression analysis was performed 
with age, optimism, marital status, education, type of surgery, with or without lymphectomy, chemotherapy, hormonal therapy, or radiotherapy, time since 
surgery and all interactions with time as predictors of FCR.

Results:
The final model included a significant interaction between age and time since surgery and a main effect for optimism.

Conclusions:
These results suggest that the course of FCR depends on the age of breast cancer survivors. Younger survivors showed an increase of fear during the first 
1.5 years after breast surgery, whereas older survivors showed stable levels during the first 6 months after which it declined. Also, less optimistic survivors 
reported higher levels of FCR. Health care providers should pay (extra) attention to FCR in younger and less optimistic patients and offer psychological help 
when needed.
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Follows from page 1
My patients tell me our weekly phone call is like 
keeping a doctor’s appointment and it’s what 
keeps them going on their walking program”). 
Although these results were promising, we could 
not be sure the benefits to the survivors were 
due to their increased PA or because the coach-
es called and provided them support. We needed 
to do another study where a comparison group 
would be contacted by the coaches with the same 
frequency (one call/week over 3 months) but not 
focus on PA.

Journey Continues
This led to our second partnership study with RTR 
(Moving Forward Together 2) where we extend-
ed the study to 6 New England States.  The study 
was funded by the National Cancer Institute. This 
was a randomized trial in that survivors were ran-
domly assigned to either receiving the PA pro-
gram plus RTR support or RTR support only.  We 
recruited RTR coaches from New England and 
trained 18 volunteers in-person or by video-con-
ference.  These 18 coaches then delivered either 
the 3-month PA program plus RTR (12 weekly 
calls) or 3-months of RTR contact (12 weekly 
calls) to 76 breast cancer survivors. The RTR con-
tact group was asked questions about their general 
health and received the support and guidance that 
is typical of RTR.  As before, all study participants 
reported on their PA, mood, fatigue and quality 
of life before they started the study, at 3 and at 6 
months. They also wore an accelerometer (a small 
unit attached to the waist that records PA) at the 
same time points.  The results showed that the 
group that received the PA program plus RTR be-
came more active and stayed more active (self-re-
port and accelerometer recordings) than the RTR 
contact group at 3 and 6 months (Pinto, Stein & 
Dunsiger,2015). This study provided the evidence 

that peers can effectively help cancer survivors’ to 
become physically active.  However, we did find 
that the differences in PA between groups were 
less at 6 months than at 3 months suggesting that 
the group receiving the peer-led PA program in-
creased their PA at 3 months but did not maintain 
PA at that level at 6 months.

Current Work 
We are now conducting a study that focuses on a 
peer-led intervention to help breast cancer survi-
vors to adopt and maintain PA over a year (Mov-
ing Forward Together 3).  The study is funded 
by the National Cancer Institute and is offered in 
several states (all in the eastern time-zone) in the 
U.S.We plan to help maintain the PA gains over 
extended periods by using e-health technology 
(e.g., text messages) in communicating with study 
participants.  We have recruited and trained RTR 
volunteers to serve as coaches and are recruiting 
cancer survivors (diagnosed with Stage 0-3 breast 
cancer in the past five years and sedentary) as 
study participants.  If this study is successful, our 
plans are to work with cancer care organizations 
that have peer-support programs to scale up the 
intervention for wider dissemination through na-
tionwide, and perhaps global channels of distri-
bution. So, stay tuned: Moving Forward Together 
may be coming to your region soon!
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