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As research into cancer intensifies and treatments prolifer-
ate, life-interval gained is no longer a question of simply
measuring time. Ovarian cancer patients, especially, have
benefited from efforts to develop feasible screening pro-
cesses and the new treatment modalities for this type of
cancer. Within the last decade, medicine has come to realize
that survival intervals and cure rates are useless to patients
if they cannot retrieve out of the process at least some
aspects of their lives before cancer and for as long a period
of time as possible. This article focuses on measuring and
assessing the effects of treatment in terms of outcome and
quality of life from the patient’s perspective. Medicine as a
science, and being a science, has not been comfortable in
taking into account intangibles when assessing its own
performance and success rates. However, the roles of
caregivers and health providers have been rapidly evolving
from that of treating the disease to treating the patient, and
often the patient’s family, with all that implies. [C 1998
Lippincott Williams & Wilkins.]
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Introduction

Ovarian cancer is not usually thought of as a disease
that can be cured by clinicians, but over the last two
decades subgroups of patients have been better
defined for a clearer understanding of the cure rate
for these patients. Since cure is elusive and the overall
survival rate seems to have platcaued,1 other ways to
measure success must be used. Because most
advanced stage patients do not survive their disease,
the cost of various treatments as well as the patients’
quality of life and the outcome measures of different
therapies have come into larger play over the past
several years. Ovarian cancer affects women through-
out their age groups, but predominantly in later life.
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Germ cell tumors usually affect women less than age
30; epithelial ovarian cancers affect women in their
prime productive years between the ages of 40 and 70.
Approximately 20 000 new cases of ovarian cancer are
diagnosed every year in the US. It accounts for
approximately 12 000 deaths and is the fourth leading
cause of death from cancer.” The response of ovarian
cancer to treatment is substantially high; however, the
epithelial variety tends to recur with resistant cell
clone lines to which the patient ultimately succumbs.
The tumor is inherently sensitive to chemotherapy,
hence there is a plethora of drugs that are initially
active in this disease, probably more so than with any
other solid tumor. Therefore, options and preferences
are dependent on the circumstances of the patient.
When dealing with ovarian cancers, the hallmark is
pathological tissue demonstrating the malignancy.
Before discussing cost, quality of life and outcome
measures in ovarian cancer, a brief history of
chemotherapy in ovarian cancer, as well as treatment,
is in order. Once the diagnosis of ovarian cancer is
made, multimodality of treatment is necessary. The
primary treatment of ovarian cancer requires surgical
removal of the tumor. When followed by chemother-
apy the response rate affords the patient a long
diseasefree interval. However, the treatment of
ovarian cancer has been rather frustrating because,
though many drugs seem to produce an initial
response, the ultimate survival of the patient has not
changed much overall during the last two decades.®

History
In the 1970s the research in epithelial cancer was

boosted by Griffith’s study showing that cytoreductive
surgery improves survival in patients. The chemother-
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apeutic drugs used at that time included thiotepa,
melphalan and S-fluorouracil. The introduction of
cisplatin in the late 1970s was another demonstrable
advantage for patients with ovarian cancer.’ Different
forms of toxicity were encountered and strategies
were used to overcome them.®” These strategies,
including the administration of colony stimulating
factor and erythropoetin, enable clinicians to continue
administration of the same dose of chemotherapy
rather than decreasing it. However, this comes at a
cost.®? This is important to remember, since in all
retrospective analyses it is difficult to predict cost of
future treatment. As new agents are introduced which
decrease toxicity,10 the overall cost in the treatment of
this malignancy will continue to increase. Measures for
quality of life and other measures of outcome as a final
endpoint become more important. In the 1990s, the
introduction of taxol showed a clear survival advan-
tage in patients with ovarian cancer.'! Thus, an
analysis of cost-effectiveness in ovarian cancer is
usually measured by dollars per life-year saved as used
to measure similar outcomes by other authors.'?

On the other hand, germ cell tumors of the ovary are
difficult to measure in such ways because these offer
better success stories of patient cures. In the past, the
diagnosis of germ cell tumor was uniformly fatal. It is
now far less common for these to resist cure. The age at
diagnosis is usually young, ranging from age 7 to 45. It
is associated with pregnancy and the usual symptoms
include a rapidly enlarging pelvic mass with abdominal
pain. Tumor markers, including alfa fetal protein, lactic
dehydrogenase and human chorianic gonadotropin,
are elevated. Most patients undergo surgery and
chemotherapy. Successful treatment measures for
these tumors include belomycin, etoposide and cispla-
tin.'"> With these drugs come the potential for
pulmonary toxicity; however, omitting bleomycin does
decrease the overall survival.'* Therefore, quality of life
with treatment of germ cell tumors may be viewed as
decreasing in order to increase overall survival; patients
with ovarian cancer are willing to accept more toxicity
for cure.'” Because over 90% of patients can be cured
of germ cell tumors with this chemotherapeutic
regimen, cost-effectiveness is difficult to calculate as
life-year saved, but rather can be calculated as equally
effective regimens that cost less.

Measuring tangibles and
intangibles

Quality of life is important and integral to a discussion
of costeffective treatments. Outcome measurement
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attempts to define a more appropriate method. The
data on cost-effectiveness in ovarian cancer is rather
scant and is covered in more detail in another part of
this special issue with chemotherapy and taxenes for
ovarian cancer. Quality of life is very personal and
mostly assessed through subjective means in which
patients are given follow-up questionnaires. This
makes reliability lower for methods of measurement.
There has been concern that the restructuring of
health care with its emphasis on more cost-cutting
measures will motivate the medical health care
establishment to deliver less quality of care and this
will indirectly cause a decrease in overall quality of life
in patients, even though the cost may be lessened.'®
There has been more of a trend recently for insurance
companies and Health Maintenance Organizations to
steer patients away from speciality oncology care. In
the US, limitation on selection of treatment options has
put a lot of pressure on physicians who continue to
deliver high quality care.'” In treatment for ovarian
cancer it would be very easy if more patients were
cured, thereby making the cost more favorable since
more life would be bought for the cost of treatment
per patient. However, because the overall cure rates
for epithelial cancer are not high, restoring the patient
back to her usual social and home environment with a
good sense of well-being and self-esteem becomes
more imperative. This can be done in the curative as
well as the palliative setting.'®

Screening

The methods for screening have not been easily
formulated. Consequently, cost-effectiveness for
screening for ovarian cancer has not been studied.
Preferably, screening would be performed with a low
cost tool that has easy follow up. Because laparotomy
is required for diagnosis in ovarian cancer, the ideal
screening tool has been elusive. The costs and effects
of screening for other gynecological malignancies,
including cervical and breast cancer, even in an
Emergency Room setting, have been worked out.'®
Overall, screening for cervical and breast cancer is cost
effective; however, in ovarian cancer this is not the
case. The prevalence and intervention in ovarian
cancer are different from the others. Serum CA125
measurement as well as vaginal ultrasound have been
attempted as screening modalities for ovarian cancer
but cost-effectiveness as well as impact have not been
well established. Most ovarian cancers are not found
on routine examination as they usually present with
symptoms.”® It has been estimated that 10 000



bimanual examinations will need to be performed for
one asymptomatic ovarian carcinoma to be found.?!
When CA125 is used as a screening tool the predictive
value, though it has high sensitivity and specificity, is
only 1.72% in the screening population.?? The use of
vaginal ultrasound improves the predictive value to
42.3%.% In high-risk patients with a strong family
history of ovarian cancer it may be worthwhile to
combine vaginal ultrasound and CA125 procedures.
The strong family history element attempts to pool a
subpopulation of patients with increasing prevalence,
hence prevalence directly impacts on predictive value.
The cost-benefit ratio is incorporated into this.
However, in the general population where the
prevalence of ovarian cancer is low, it is difficult to
justify routine ovarian cancer screening with the
methods presently available.?* In screening popula-
tions, the estimated cost of an ultrasound and CA125
as screening tools for ovarian cancer are thought to
increase the cost of health care by $14 billion.?

In using CA125, sensitivity and specificity are
important but can also be compared to other
modalities that are used in mass screening. Prostate
cancer screening of all men over the age of 50 has
been pushed by the mass media, as well as some
famous celebrities. With over 30 million men over the
age of 50 in the US and the use of a PSA test costing
approximately $37.00 per test and $50.00 for a digital
rectal exam, approximately $2.5 billion would be
added to the annual health care budget.26 This is
combined with the fact that the PSA has a sensitivity of
62.8% and a specificity of 89.6%.%” This is lower than is
usual for a CA125. Even when compared with
mammography as initial screening tools, the sensitivity
for mammography is 92% and the specificity is
94.9%.°® That has a positive predictive value of only
10%, the difference being the prevalence of prostate
cancer as well as breast cancer. However, it does cast a
different light on CA125 screening in looking at these
different positive predictive values.

Cost

The cost of life per year gained is important in the
assessment of primary ovarian cancer and chemother-
apy. In a salvage setting, the emphasis shifts and the
response rate would be life gained as an assessment
value. Salvage agents in epithelial ovarian cancer
include gemcitabine, novalbine, doxcil and hexalin,
as well as other agents. Though these agents have a
response rate, the actual overall survival has not been
shown to be improved and, therefore, a cost-
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effectiveness analysis is more difficult. Gemcitabine
has been shown to be cost-effective in non-small cell
lung cancer because it improved overall survival.”® To
be costeffective, a chemotherapeutic agent should
add more life for patients or impact quality of life in a
measurable way. How to measure this in a precise way
will be discussed later in this article. Taxol and
cisplatin have been shown to be cost-effective in
advanced ovarian cancer.>>*! The kinetics of CA125
dropping after initial chemotherapy were also ana-
lyzed to show a potential cost-effective way to
continue or change chemotherapy in ovarian cancer
patients.>? Patients whose drop in CA125 slows would
not benefit from the present chemotherapy. This
would save funds if courses of chemotherapy not
essentially effective were eliminated.

Cost-effectiveness analysis is not something than
can be viewed in a vacuum. Population perspective
and point of view play a pivotal role in what is
ultimately done. Ubel brought this to light in an
interesting study.>® In this study those surveyed,
including jurors, experts in medical policy and medical
ethicists, were asked whether they would accept a test
that would screen a smaller population but was more
cost-effective. It would screen only half the population
and save 1100 lives versus a less effective test that
would screen the entire population and save 1000
lives. The ethical concerns raised and expressed by the
majority of those surveyed was that limiting the test to
half the population, though more cost-effective, was
unethical. Even in people who analyze medical policy
in a medical decision modality did not want limits on
the test. The importance of this study shows that
public perception must be assessed in trying to come
up with a screening test that is more cost-effective. If a
test is perceived to be cost-effective but access to it is
not uniformly given to patients, the test is perceived as
unethical. This must be factored into cost-effective
analysis and overall health care policies. The attribu-
table costs for a specific disease, such as ovarian
cancer, are difficult to define. In trying to measure the
direct and indirect costs of ovarian cancer, there is
very little data to go on in showing these costs. Etzioni
estimated that the average present value of 15 year
costs attributable to ovarian cancer was slightly over
$21 000 for local disease and $32 000 for distant
disease in 1991 US$.>* The data was limited to
Medicare claims and therefore had an older popula-
tion. They were able to link the Medicare claims data
with the Surveillance, Epidemiology and End Results
(SEER) cancer registry database.

The difficulty in teasing out the direct cost of
ovarian cancer is also related to use of the Intensive
Care Unit (ICU) and overall survival. The long and
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radical surgeries performed on ovarian cancer patients
lead the patients to be admitted to the ICU for several
days after the surgery, therefore looking at the costs of
the ICU setting is salient. Recurrent ovarian cancer
patients who undergo surgery requiring a prolonged
stay in the ICU have a 41% death rate in the hospital
and a median survival of 50 days.>” The findings of this
study showed that cardiac disease and surgical ICU
stays of greater than 5 days were factors in poor
prognoses. When costs were looked at in the study,
oncology patients cost more during each hospitaliza-
tion; however, the ratio of SICU cost to total
hospitalization cost was lower in oncology patients
because they usually had, overall, a larger total of
hospital days. These oncology patients were compared
to OB/GYN patients who did not have gynecological
mzllignamcies.56 The ovarian cancer patients had a
median cost of $29 780 per total hospital stay. Median
cost per day gained was $595. The ovarian cancer
patients that ultimately died of their disease or had no
evidence of disease at the end of follow-up did not
have a difference in the mean cost per patient hospital
stay. Age did not have much of an impact in hospital
cost with equal costs over the same age distribution.

Measurement of the quality of life

This portion of the article will discuss measurement of
the quality of life. This measurement tries to quantify
the overall functional aspect of the patient, not
necessarily toxicities of chemotherapy but overall
social well-being and comfort. It also focuses this
measurement on the patient’s point of view.’”>®
Translation of this is a rather complex task and draws
from many fields of the social sciences.*® It would be
simple to ask patients to measure their quality of life.
Various rating scales can be objectified. However, each
measuring tool has a balance between subjective and
objective components.*® The basic elements of con-
structing a measure or scale for quality of life directs
that items be measured and given a value scale.*! This
value scale can then be summed and a score given.
These scores can be combined and a computer-
generated, statistically normal distribution can be
obtained.**> Within this value, though, the items that
are covered should include both objective and
subjective components. In essence, not only are such
important variables covered, such as reduction in size
of tumors on CAT scan, or a decreasing CA125, but
overall the patient’s ability to function at home,
decrease her Emergency Room visits and decrease
episodes of sepsis. These values need to be reliable
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and consistent depending on the conditions being
measured against. Repeated measures with the same
test under the same conditions should give similar
results. Validity should also be inherent in this value in
that it purports to measure exactly what it is trying to
do. The scale should also be responsive in that a
decrease in it should reflect a decrease in the overall
quality of life.** Changes should also be such that a
change in the quality of life in various degrees should
be appropriate in the amount such that small changes
are reflected by a value that is measured and large
changes also reflect large changes in quality of life.

In oncology,é“S many methods have been validated
in measuring quality of life as well as other ill-
nesses.¥%7 Defining quality of life has been elusive
with many definitions given.*®*° Difficulty in defini-
tion need not mean that certain weight cannot be
assigned in order to compare it and determine the
presence of improvement. In measuring quality of life,
various approaches can be used including the Sickness
Impact Proﬁle:,50 which measures general health
parameters, or the Functional Living Index in Can-
cer,*® identifying the more specific disease impact on a
patient’s condition. Incorporating cost-effectiveness
in quality of life measurements includes cost-utility
approaches.’® These are much more appropriate for
health policy and global approaches if these are to
ultimately be of any value. The modified approach of
this was developed to discover quality of life as
impacted by chemotherapy for early-stage breast
cancer.’? This quality-oflife measure is called the
quality-adjusted-time without symptoms and toxicity
(Q-TWiST). This measure is used for several processes
and gives a more detailed perspective of the patient;
however, the weights towards how important the
patient’s problems are remain less obvious. The
Q-TWiST approach tries to separate the different kinds
of treatments that the patient is receiving, and it infers
patient preferences and impact on quality of life.
Other measures of quality of life include the Medical
Outcome Study from which is derived the Short-Form-
36.%%7 Though this selfreporting measure is very
reliable with patients that are quite ill, it may not be
accurate. In essence, patients may be too sick to fill
out the forms or too ill to state exactly how they are
feeling. When family members or surrogates are used,
at times reliability can be disappointing.>® This differs
from what others have reported.

In thinking of how to measure quality of life, two
variables need to be considered separately; reliability
and validity. Reliability simply means how repeatable a
certain measure may be, though it may not be very
accurate by virtue of the different populations
involved. Correlations between different measures of



quality of life become important. Therefore, the above-
mentioned examples of measuring quality of life have
relatively high reliability with correlation coefficients
of about 70%.>* Reliability is not a fixed entity and does
have some variations because of the subjective nature
of the questions applied to quality of life issues.
Reliability depends on a number of items. The more
questions and variables that are measured, the higher
the reliability. However, there has to be a balance
without overburdening the patient and the health care
staff in trying to obtain that information; then the test
and measure become useless because there are too
many coefficients. Validity, on the other hand, reports
on how accurately what is being measured truly
reflects the natural phenomenon. Therefore, errors
can be made by applying some measures of quality of
life when they do not truly reflect these natural
phenomena. Overall validity results when the health
quality measure measures illness as well as overall
well-being. Other measures include the Quality-of-Life
Index (QLINR) with its five areas of functioning on a
10-point scale. This measure has been useful in
comparing patients with terminal illness versus
patients undergoing active treatment. Its reliability is
slightly low, being 0.6.>> A slight modification of this
includes the Ferrans and Powers Index. This format is
a two-part response which rates satisfaction and
perceived importance in quality of life areas.”® There
is a cancer-specific form of this with reliability of 0.65-
0.93. More recently, the Society of Gynecological
Oncologists has been interested in outcomes; Quality
of Life Measure with the Medical Outcomes Study—
Short-Form Health Status Survey.46 This form is made
slightly shorter to 26 questions and is now being used
by the Society of Gynecological Oncologists to
measure quality of life as well as outcomes in specific
disease-related entities. Complementary care has also
been introduced into mainstream gynecological oncol-
ogy as presented by Granai et al. at the last
gynecological oncology meeting.”” He demonstrated
that the use of scientific methods, quality of care and
perceived complementary care can be beneficial to
patients. Short-Form-36 has high reliability, ranging
between 0.73 and 0.94. It can distinguish between
patients with chronic conditions and determine the
severity of illnesses.*’

Quality of life

The role of nursing has been pivotal in spearheading a
lot of the research into quality of life. Quality of life
includes subtle issues such as fatigue, depression and
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anxiety, and the realities and differing values of the
elderly. In quality of life assessment, fatigue can be
improved by simple intervention.’® Maximizing nutri-
tional parameters helps with this as it can minimize
therapeutic side effects.>® There is a high rate of
depression and anxiety in families dealing with ovarian
cancer. Identifying depression and anxiety in patients
can lead to early intervention and circumvent some
long-term sequelae.60 The values and preferences of
the individual patient as well as the amount of input
the patient desires to contribute can be assessed.®! In
elderly patients with ovarian cancer, life expectancy
and co-morbidity have to also be taken into account.®
The elderly may have different objectives and points of
view which need to be taken into consideration. This
quality of life assessment is useful and can be
performed by the caregivers as well as the patient’s
physicians to determine the optimal quality of life for
that patient.“ For long-term survivors of female
cancers many of the physical concerns may be
resolved, but not the spiritual and philosophical issues.
A multi-purpose support team was recommended to
carry on to improve this quality of life.** Since many
ovarian cancer patients ultimately succumb to their
disease, the quality of life in patients receiving hospice
care should be considered. It is important to realize
that even at this stage of care, intervention is possible
and quality of life for hospice patients can be
improved.68 More recently, autologous stem cell
transplantation has been used as an aspect of ovarian
cancer treatment. It has gone from being regarded as
salvage therapy to up-front consideration. The quality
of life issue most affected in patients undergoing stem
cell transplantation was physical health, though the
overall emotional status was poor throughout the stem
cell transplant procedure.65 Intervention to improve
quality of care has included exercise as well as other
supportive measures.®® In measuring quality of life it is
important to use a standard measurement where
results can be compared.®’

Overall well-being is the absence of physical disease
as well as overall social wellbeing.°® Research in
quality of life issues as well as outcome has grown in
the last decade as more evaluations of the efficacy of
costeffective techniques are being scrutinized.®®
Quality of life issues affect physical, social and
psychological arenas, and are influenced by the
person’s perceptions, expectations and beliefs.”®”!
The subjective and objective measurements are
intimately interwoven so as to come to a perceived
measure of quality.”*”> Because there are an infinite
number of health components, each formulated
assessment measure has to be used according to the
situation being assessed.
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Overall, there are approximately 49 000 women
who have become long-term survivors of gynecologi-
cal cancers each year in the US.”* From the beginning,
age of diagnosis will have an impact on the quality of
life as clearly, if they are young, fertility will be at
issue.””> Luckily, germ cell tumors can usually be
treated in reprodutive conservative fashions. In the
family setting, once the diagnosis is made other
members may be concerned about their own risk of
developing the malignancy. Patient’s with a new
diagnosis of gynecologic malignancy had more distress
than patients with a diagnosis of benign disease.”® This
distress was due to fatigue, anxiety, combined with
confusion as well. The distress was time-limited and
improved after a 12 month period. However, sexual
dysfunction was significant, especially when the
surgeries in gynecological cancers were disfiguring.”’
However, non-sexual, affectionate desire did not seem
to be affected.”®,

Quality of life assessment in ovarian cancer can
evaluate various treatments that are used to potentially
increase the disease-free survival by 3-4 months. This
would be statistically significant when comparison of
two treatment arms is made. However, if quality of life
is not assessed in these studies then it would not be
discovered that the patient’s life did increase by 3-4
months, the patient was in hospital for a longer time,
or had other problems that manifested such as severe
neuropathy or persistent nausea that cause the quality
of life to be very poor. When studies are constructed
that do not look at these issues then these entities are
not discoverable. When severe neuropathy on taxol
was combined with cisplatin over a short infusion, it
would only have been picked up if a persistent
investigation of quality of life was done, as described
by Connelly et al.”® Disease-specific states can have
different instruments in evaluating quality of life.5°
When developing various therapies for ovarian cancer
there is a strong need for practical clinical applica-
tions. Though editorials do at times criticize the
routine inclusion of quality of life evaluations in
trials,?” the basic tenets and importance of including
this would reflect uncovering the truth of various
therapies in ovarian cancer. Faced with limited life
expectancy, would the increase in life gained by the
new treatments be offset by the toxicity? Bone marrow
transplantations and other toxic therapies come to
mind. In addition to new costs, a new perceived cost-
containment treatment may actually cost more
because, in the long run, it may worsen quality of
life, requiring more intervention later. Future research
needs to link the integral part of quality of life
assessment with various treatments in ovarian cancer.
This is contrary to what other studies have found.
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Outcomes

Outcomes assessments in gynecological oncology as
well as ovarian cancer have become more salient
topics in recent years. As health care is being
delivered, so is the measure of outcome because,
ultimately outcome brings the various methods of
treatment under scrutiny. Because of our inability to
measure the patient’s quality of life our choices have
been misguided and an assessment of outcome has
been the guide for the health care system.82 As
health care professionals, we are accountable.
Though many of us feel besieged and frustrated by
various forces, when we improve outcomes we
improve all of health care. The challenge lies in
improving outcomes in a most cost-effective manner
and to not be fearful. Accountability and assessment
are part of everyday practice as this becomes more
universal. It becomes, therefore, prudent for the
clinician to understand how outcomes can impact on
gynecological malignancies.®® Outcome measures
beyond disease to disability, discomfort and dissatis-
faction. It measures physical function, mental and
psychological function as well as social function,
general health perception, and symptom perception.
Physicians feel threatened because practice guide-
lines remind them of ‘cookbook medicine’ and they
are resistant to change. Costs can also be rather
elusive, since certain costs that may be saved up-front
may contain hidden costs that only become apparent
later as more problems manifest themselves. The
traditional approach to clinical medicine does not
account for the actual relative cost of treatment.
Alternative clinical approaches are rarely evaluated
and the overall costs and benefits to society are also
not assessed. The ethical issues in the patient’s
perception of health and satisfaction with care are
rarely ever recorded. Though traditionally scientific
inquiry has been that of evaluating the results of
medical intervention and health care services, out-
comes data are important measures of quality of
health care because they are direct measures of
whether medical interventions have been success-
ful®* Outcome measurements differ slightly from
quality of life in that they measure medical,
biological, pathological and behavioral components.
Resource utilization and costs are formulated in, as
well as functional status, wellbeing, quality of life,
productivity and disability. Symptoms and habits are
formulated. The Society of Gynecological Oncologists
has taken on endometrial adenocarcinoma as an
outcome measure and the Short-Form-26 is used as
an integral part of this. The selfassessment form is
pivotal in understanding and getting a handle on



outcomes for this disease.®® Though the data is
preliminary, it is the way by which ovarian cancer
and other gynecological malignancies will be judged
in the future. An outcomes management program in
gynecological oncology was set out by Morris and
recently published.®® This physician-driven outcomes
management program was able to continue high
quality of care while decreasing costs in gynecologi-
cal oncology patients. Length of stay, laboratory
utilization, as well as overall costs were significantly
decreased with this program, which did not require
much more effort from physicians. The basic tenet is
that if we shine light on our own behavior and point
the way then we will change. The physicians are
given what is essentially a report card on their
outcome and this will be kept confidential. Their
behavior will naturally try to mimic the mean. In
essence, if there is a physician with a long length of
stay, that physician will be more cognizent of certain
behaviors that cause this. Overall, if this physician’s
patients have the same outcomes as other physicians
then change is inevitable. Since applying his pro-
gram, Morris has been able to spread the program to
thoracic and other surgical disciplines throughout the
hospital.

Conclusion

Medicine has come to the realization that there is more
to treatment of disease than that of the disease itself.
Cancer, especially, has a wide range of effects on the
patient, from fear, despair and anxiety to complete
withdrawal from social and family interaction. Resol-
ving these has much to do with healing the patient or
easing the patient through the course of the disease, as
does surgery, chemotherapy, radiation and other forms
of treatment. It is the vital role of physicians and
nurses to guard their patients against the pressures
being exerted by insurers to focus only on physical
treatment of the cancer itself and ignore the aftermath.
Curing a patient or giving that patient a longer survival
is good for building statistics, but what happens to the
patient’s life after diagnosis is the reality, not the
statistics.
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