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PSYCHOSOCIAL GUIDELINES IN CANCER CARE AND SUPPORT

Jane Turner
Department of Psychiatry
University of Queensland

The increasing demands of consumers for attention to the
psychosocial aspects of care has been acknowledged with
the release of clinical practice guidelines for the
psychosocial care of women with breast cancer. This article
describes the development of the Psychosocial Clinical
Practice Guidelines: information, support and
counselling for women with breast cancer by the National
Breast Cancer Centre, which have been endorsed by the
National Health and Medical Research Council.1 These
Guidelines provide a valuable model for the promotion
of psychosocial care for all patients with cancer.

BACKGROUND TO THE DEVELOPMENT OF THE
GUIDELINES
Approximately 10,000 Australian women are
diagnosed with breast cancer every year. In addition
to the demands of their physical treatment, these
women must contend with complex practical,
emotional, and psychological demands. Between 20–
30 per cent of women with breast cancer experience a
reduction in their quality of life due to emotional
distress and a disruption of their roles;2 however,
emotional support and access to appropriate
information remain major unmet needs of Australian cancer
patients.3 The depth of community feeling about the
emotional effects of breast cancer entered the public



NSW Public Health BulletinVol. 12   No. 10 275

the opinion of the National Breast Cancer Centre
Consumer Advisory Group was obtained to supplement
feedback from the pilot testing. A final draft of these
guidelines Psychosocial Clinical Practice Guidelines:
Providing information, support and counselling for
women with breast cancer was endorsed by the NHMRC
in December 1999, and were officially launched in
February 2000.

CONTENT AND STYLE OF THE GUIDELINES

The Guidelines promote integration of psychosocial care
into all aspects of the care of women with breast cancer,
and as such are designed for use by all members of the
treatment team. Endorsement by the NHMRC confirms
that psychosocial care is no longer an ‘optional extra’.

In addition to background information about emotional
morbidity, there are specific recommendations about the
provision of information, including breaking the news of
the diagnosis of breast cancer, recurrent or metatastic
disease. Many of the recommendations are based on Level
I evidence (that is, evidence obtained from a systematic
review of all relevant randomised control trials) and Level
II evidence (that is, evidence obtained from at least one
properly designed randomised control trial). For example,
providing appropriate detailed information promotes
understanding and increases the psychological wellbeing
of women.6 Similarly, providing women with information
about a procedure they are about to undergo reduces
emotional distress and improves psychological and
physical recovery.7 Detailed evidence is also presented
about the emotional impact of practical needs and
financial issues. Evidence is cited for the role of specialist
breast nurses in the provision of information, emotional
support, and maintaining continuity of care.8

The Guidelines highlight the benefit of discussing feelings
with a member of the treatment team or counsellor,5 and
the efficacy of interventions to treat psychological
distress.9,10 One of the strengths of the Guidelines is the
clear approach to the identification of emotional distress.
Health professionals whose training in this area is limited
may feel concerned about compounding the distress of
patients by broaching psychosocial issues. However, the
Guidelines offer practical examples of the ways in which
emotional concerns can be explored. In addition, the
Guidelines challenge the notion that being depressed or
anxious in response to a devastating diagnosis is always
a ‘normal’ reaction, detailing approaches to the diagnosis
and treatment of anxiety and depression. Identification
of those at increased risk of psychological distress may
allow for early detection and treatment, or even the
prevention of disorder.1

DISSEMINATION AND IMPLEMENTATION
Translating evidence-based clinical practice guidelines
into routine clinical care is not simple. Evidence suggests
that factors that promote increased uptake include

domain with the 1995 publication Report on the
management and treatment of breast cancer,4 which
was based on an inquiry conducted by the House of
Representatives Standing Committee on Community
Affairs. The Report concluded:

‘Despite the proven high incidence of serious psycho-
social morbidity in breast cancer patients, in Australia
at least very little has been done to either investigate
the extent and severity of that morbidity or to provide
a suitable means of addressing it either as a preventive
measure or as a therapeutic measure.’4

NATIONAL BREAST CANCER CENTRE
INITIATIVES
In response to these community concerns about the human
costs of breast cancer, the Commonwealth Government
opened the National Health and Medical Research Council
National Breast Cancer Centre in 1995. A key goal of the
Centre was to ensure that all women with breast cancer
receive adequate psychosocial, physical and practical
support. The Psychosocial Working Group (now
Psychosocial Expert Advisory Group) was convened to
assist in achieving this goal. This multi-disciplinary group
undertook to identify the extent of the emotional effect
of breast cancer and the ways in which this burden could
be reduced. Given the perception of many that
psychosocial interventions lack scientific credibility, it
was considered crucial that any report be based on the
best available evidence. Thus, the Group commissioned
seven comprehensive and systematic reviews of the breast
cancer literature. Although in many cases there is evidence
specifically related to breast cancer, in some cases the
evidence was generic to all cancers—for example, being
given the diagnosis of cancer. All reviews examined in
detail the design and quality of studies, and rated the
level of evidence according to the standards advocated
by the NHMRC.5 The Group also engaged in extensive
consultation with consumers, and health professionals
involved in all aspects of cancer care, to ensure that any
recommendations made had clinical relevance and utility.
A draft document detailing recommendations about the
psychosocial care of women with breast cancer was
distributed for public consultation, and the feedback from
this was incorporated into the guidelines along with
comments from relevant experts, representatives of the
professional colleges, and consumer representatives.

FROM EVIDENCE AND CONSULTATION TO
GUIDELINES

Clinical practice guidelines were developed on the basis
of the best available evidence and extensive consultation.
The Guidelines were piloted in 1998 as part of a multi-
centred trial of a specialist breast nurse ‘model of care’ at
treatment centres in Melbourne, Perth, Adelaide, and
Dubbo. Aspects of the Guidelines were also incorporated
into communication skills training programs for senior
oncologists delivered during 1998 and 1999. In 1997,
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endorsement by professional organisations,11 and the
valuable role of clinical opinion leaders.12 With this in
mind, copies of the Guidelines have been disseminated
to the key professional colleges seeking their
endorsement, and copies sent to breast surgeons,
medical and radiation oncologists, and consultation-
liaison psychiatrists have been accompanied by a
‘champion letter’ written by a prominent member of the
respective professional group. Copies have also been
distributed to cancer treatment centres, palliative care
units, and divisions of general practice.

Many of the recommendations of the Guidelines do not
require new infrastructure, but they do require enhanced
communication skills and awareness of psychosocial
issues. The National Breast Cancer Centre has taken a
leadership role in the promotion of communication skills
training throughout Australia, and key sections of the
Guidelines have been incorporated into communication
skills training for oncologists and surgeons. This ‘hands
on’ delivery of information with active involvement, and
discussion with colleagues is felt by doctors to be most
likely to have an effect.13

Clinical practice guidelines have their detractors.
Barriers to uptake include the perception that
guidelines reduce clinical autonomy, and advocate
‘cookbook’ medicine.14 Resource issues and time
constraints have also been cited,15 and an Australian
survey of surgeons revealed concerns about medico–
legal implications of clinical practice guidelines,16

although it appears unlikely that clinical practice
guidelines will promote litigation.17

CONCLUSION
Health professionals who work with patients with cancer
have long felt concerned about the best ways to assist
their patients to cope with the disease. Although the
implementation of these evidence-based guidelines poses
challenges, there is the very real potential to improve
health care outcomes, including a reduction in
psychological morbidity, improved wellbeing and patient
satisfaction with care.
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