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When a patient is diagnosed with cancer, 
the first priority is treating the disease. 
Fortunately, medical science has become 

increasingly effective in targeting cancer. However, 
those techniques—surgery, radiation, and chemo-
therapy—often cause significant long-term problems 
for survivors after treatment is completed.

Recognizing the need for more comprehensive 
care for people who have had survived cancer, the 
Institute of Medicine (IOM) recommended in 
its 2005 report “From Cancer Patient to Cancer 
Survivor: Lost in Transition” that cancer survivorship 

be a specific phase of cancer care and that every sur-
vivor be given an individualized survivorship plan.1

Subsequently, the American College of Surgeons 
Commission on Cancer® (CoC) introduced new 
standards requiring CoC-accredited institutions to 
implement a plan by 2015 to provide individualized 
cancer survivorship plans to all patients treated for 
cancer.2  The new standards require a cancer rehabili-
tation component within this framework. The reha-
bilitation may be offered either onsite or by referral 
to an offsite facility. 

Medical treatments for cancer are becoming more effective. 
However, the lasting effects of both the cancer and the 
treatments have created a growing need for survivorship 
programs. Physical therapists can play a vital role.
By Diane Donofrio Angelucci

The Role of PTs in Cancer 
Survivorship Programs
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Cancer rehabilitation—
multidisciplinary care designed 
to treat physical impairments 
and improve function and qual-
ity of life for survivors—is an 
important facet of survivorship, 
says Julie Silver, MD. “In fact, 
in a number of studies, physical 
therapy has been cited as the 
intervention that survivors need-
ed the most and/or needed but 
didn’t receive,” she says. Silver 
is associate professor, Department 
of Physical Medicine and 
Rehabilitation of Harvard 
Medical School in Boston.

Furthermore, physical 
therapists (PTs)—even those 
who do not focus on oncol-
ogy patients—probably will 
encounter survivors with long-
term effects from cancer and 
treatment many years after 
diagnosis. “One in 2 men and 
1 in 3 women [in their] lifetime 
will have a diagnosis of cancer,” 
says Nicole Stout, PT, MPT, 

CLT-LANA. Stout is senior 
rehabilitative practice leader 
for Kaiser Permanente’s mid-
Atlantic region. She serves on 
the American Physical Therapy 
Association (APTA) Board 
of Directors. 

Stout adds, “It is important 
for the PT in any setting to 
recognize if a patient has had 
a history of cancer, to appre-
ciate what the patient went 
through—the  treatments, the 
potential side effects—even if 
the cancer treatment occurred 
10 or 15 years ago.” 

These late effects are part 
of the reason that survivorship 
is attracting increasing recogni-
tion, explains Cindy Pfalzer, 
PT, PhD, FACSM, FAPTA. 
“Impairments and functional 
limitations were developing that 
were quite long term and chron-
ic and that are quite preventable 
with early identification and 
intervention,” she says. Pfalzer 
is professor and associate direc-
tor for post and professional 
education degree programs, 
Physical Therapy Department, 
School of Health Professions 
and Studies at the University 
of Michigan-Flint.

Rehabilitation for 
Survivors

Two basic rehabilitation mod-
els have been developed in the 
United States, Silver says. The 
first is the cardiac rehabilita-
tion model, in which cardiolo-
gists refer patients to a fitness 
professional. The second is the 
conventional rehabilitation 
model—often used for patients 
poststroke, for instance—in 
which PTs play a significant role 
in improving outcomes. 

Silver says, “I strongly believe 
that cancer rehabilitation should 
follow the conventional model 
of rehabilitation and regard 
PTs as key clinicians to include 
in the care.” That model also 
addresses reimbursement for the 
physical therapist, she adds.

A number of survivorship 
models also have developed. 
These are designed to help 
survivors receive the full scope 
of care they need. They’re 
also structured to help the 
patient navigate through the 
rehabilitation process.

To help health care providers 
develop multidisciplinary cancer 
survivorship and rehabilitation 
programs, Silver developed the 
STAR Program® (Survivorship, 
Training, and Rehabilitation), 
which provides the infrastruc-
ture to develop a multidisci-
plinary cancer rehabilitation 
service line. The STAR Program 
offers clinician training and 
many other resources for hospi-
tals, cancer centers, and physical 
therapy practices.

“This is all multidisciplinary, 
so it brings PTs directly in con-
tact with oncologists, with oncol-
ogy nurse navigators, and with 
other key members of the team 
that can facilitate referrals to 
them and also really value PTs as 
a key member of this cancer reha-
bilitation team,” Silver says.

Stout was a member of 
a panel that developed the 
Prospective Surveillance Model 
for Rehabilitation for Women 
with Breast Cancer, which 
embraces the concept that sur-
vivorship begins with diagnosis 
and continues through survivor-
ship. The model was introduced 
in an April 15, 2012, supplement 
to the journal Cancer.3 At diag-
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nosis, the PT obtains a baseline 
to understand the patient’s nor-
mal status and follows up with 
the patient at intervals, identify-
ing and treating impairments as 
they arise.

The model departs from the 
traditional impairment-based 
model of care, recognizing that 
cancer and its treatment will 
result in impairments. “The 
thinking behind prospective 
surveillance is to identify those 
problems early on and manage 
them when they are at a less 
severe state,” Stout says. 

Other 
Multidisciplinary 
Models

Reyna Colombo, PT, MA, 
director of rehabilitation for 
Beaumont Hospital in Troy, 
Michigan, worked with her 
oncology colleagues to create a 
comprehensive multidisciplinary 
cancer survivorship program, 
which was launched in 1 hospi-
tal and spread throughout the 
health system.

In this program, patients 
see PTs soon after diagnosis to 
minimize impairments resulting 
from cancer or its treatment. 
“We wanted to empower our 
cancer survivors to maintain 
their own health and a com-
mitment to healing through an 
individualized exercise and well-
ness program,” Colombo says.

The program encompasses 
3 components—prevention, 
which focuses on minimizing 
disability; intervention; and sus-
tained wellness, which continues 
during and beyond treatment to 
monitor symptoms and promote 
wellness through the continuum 
of care. 

In the acute care setting, 
PTs and occupational therapists 
are permanently stationed on 
the oncology floors. They par-
ticipate in the multidisciplinary 
huddle and daily rounds and 
screen all oncology patients, 
Colombo explains. They also 
are part of the system’s multi-
disciplinary outpatient oncol-
ogy clinics, where they assess 
patients’ needs and determine 
the need for follow-up care.

Megan Webster, PT, a cer-
tified lymphedema therapist 
and certified personal trainer 
at the University of Minnesota 
Medical Center in Fairview, 
describes the holistic multidis-
ciplinary cancer survivorship 
model developed by her institu-
tion. It includes fatigue manage-
ment, strengthening, aerobic 
conditioning, and occupational 
and speech therapy as needed. 

“It’s a wonderful thing for 
patients. For example, they may 
feel that cancer-related fatigue is 
just something that they have to 
live with or that it will go away 
with time,” she says. “A lot of 
times it doesn’t, or it takes much 
longer without some rehab ser-
vices involved.”

Andréa Leiserowitz, PT, 
DPT, CLT, owner of Oncology 
Physical Therapy in Eugene, 
Oregon, worked at the 
University of Washington 
Medical Center inpatient setting 
with hematopoietic stem cell 
transplantation patients. There, 
she recognized a lack of coor-
dination of services after those 
patients were discharged to the 
outpatient setting. In 2003, she 
proposed and opened an out-
patient physical therapy depart-
ment for the Seattle Cancer 
Care Alliance (SCCA). 

“It became very clear to me 
that we really need to start teach-
ing and advocating that rehab be 
an automatic part of the process 
for all cancer patients. I started 
advocating protocols for standard 
post surgical orders to oncology-
trained physical and occupational 
therapists so that we set people 
up for healthier survivorship from 
the beginning,” says Leiserowitz, 
now a consultant for SCCA. 
Leiserowitz also became part of a 
committee to open a survivorship 
clinic at SCCA, which develops 
individualized survivorship plans 
for patients. SCCA now has sev-
eral survivorship clinics. 

Returning to Their 
Communities

Another challenge faced by 
cancer survivors is “fragmenta-
tion,” which can occur when 
patients receiving acute care at 
highly specialized cancer centers 
return to their communities for 
long-term follow-up. “That is 
really where the disconnect and 
the problem with the handoff 
[can occur],” Pfalzer explains. 

Therefore, cancer survivor-
ship often involves a shared care 
model, says Lisa VanHoose, PT, 
PhD, CLT-LANA. “So even if a 
facility at this point may not have 
a comprehensive survivorship 
care team, those patients likely 
are going to be coming into the 
outpatient physical therapy clinic, 
either as a stand-alone clinic or 
associated with the hospital,” she 
says. VanHoose is president of the 
APTA Oncology Section.

At St Jude Children’s Research 
Hospital in Memphis, Tennessee, 
which exclusively treats pediatric 
patients, Kirsten Ness, PT, PhD, 
associate member, epidemiology 
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and cancer control, explains that patients 
have access to rehabilitation services from 
diagnosis and throughout survivorship. 
“St Jude patients are from all over the 
country. Much of the work that reha-
bilitation professionals do with survivors 
includes finding services that they need 
in their home community,” Ness says. 
PTs work with social workers to find 
necessary services for these patients.

Opportunities for PTs
PTs can provide cancer rehabilita-

tion services within these models in a 
number of ways, those interviewed for 
this article say.

Silver explains that as hospitals and 
cancer centers seek to meet the CoC 
standards, they are looking for PTs who 
are experts in cancer rehabilitation. In 
addition, as the hospitals and centers 

develop their plans, they are deciding 
whether to hire PTs or use outside ser-
vices. “So PTs in all of those different 
settings should be aware that there are 
opportunities,” Silver says. But she cau-
tions: “The clock is ticking very fast 
now. There are mandates with which the 
hospitals have to comply. The model is 
being created. “

Meanwhile, community hospitals are 
seeking PTs with knowledge of oncol-
ogy rehabilitation for hybrid positions 
in which they will build survivorship 
services and provide general physical 
therapy services, VanHoose says. “In 
the next 5 years there will be substantial 
growth in the number of PTs who are 
providing cancer rehabilitation as well 
as physical therapist assistants working 
with those PTs,” she predicts.

There also are plenty of opportuni-
ties for PTs who aren’t looking for a 

change of environment. PTs seeking 
ways to become more involved within 
their current institutions should reach 
out to colleagues from other disciplines 
and determine whether survivorship 
programs are in place. “If you want to 
become an oncology therapist, you have 
to invite yourself, meet the key players in 
oncology, and educate them on the value 
of rehabilitation,” Colombo advises.

In institutions without survivorship 
programs, PTs can develop one. “Most 
institutions have cancer patients, so PTs 
can develop a program in conjunction 
with people who have expertise in the 
field,” Ness says. “They also can join 
the Oncology Section of APTA, where 
we have a wealth of expertise in work-
ing together as a team.”

VanHoose, too, emphasizes the inter-
disciplinary aspect of the programs. “The 
most important thing is for PTs to create 



30  ● J u l y  2 0 1 3 P T i n M o t i o n m a g . o r g

a relationship with the members of the 
cancer care team—medical oncologists, 
radiation oncologists, oncology nursing 
staff—letting them know that you’re 
there,” she says.

If you’re not onsite, VanHoose says, 
“You may be at a clinic that is willing 
to take referrals from them. Let those 
other providers know you’re out there 
and really market what services you can 
provide to help their patients with their 
outcomes. That probably would be the 
first place to start.”

VanHoose emphasizes the value of 
PTs in the growing demand for survivor-
ship care. “Our biggest concern is: If 
PTs do not step up to move into those 
positions, other providers will be used as 
substitutes. Although there is a role for 
a variety of providers across the cancer 
continuum, it is important that we as 
PTs communicate our specific role in 
cancer care. There is a lot of confusion 
about the practice patterns of PTs, exer-
cise physiologists, personal trainers, and 
even wellness coaches,” she cautions.

Building Awareness
“Some of the greatest challenges 

have been in shifting the perspective of 
the medical community and the para-
digm under which we function to treat 
patients,” Stout says. The focus always 
has been on curing the disease. “This is 
a shift in encouraging them to be more 
proactive, to include PTs into the plan 
of care from the beginning,” she says.

That’s not always easy. For example, 
Webster says that her program is still 
working on integrating physical therapy 
from the beginning of the process. 
“It’s been a challenge both with hav-
ing the providers understand what we 
can do for the patient and having the 
patients understand that it’s not some-
thing that they just have to wait around 
for,” she says.

In building a program, Colombo 
explains, education and communication 

are important keys. “You really have 
to move this information upward and 
downward,” she insists. Administrators 
and key physicians need to know that 
PTs are uniquely qualified to work 
with survivors, and the rehabilitation 
staff must be competent to treat 
these patients.

“You need to educate physicians and 
the community on the value of physical 
therapy,” Colombo says. 

How do you do that? She says, 
“You have to be involved in cancer 
support groups or any other organiza-
tion that supports survivors in your 
community. You have to volunteer 
to be a speaker at community events 
to highlight your program.”

Payment for Care
Silver explains that on the oncol-

ogy side there may be misunderstand-
ings about third-party payment in part 
because insurers may not understand 
how impairments are treated and who is 
qualified to provide interventions. “It’s 
important to continue to educate people 
in oncology about the reimbursement 
issues so that they understand that using 
the services of PTs is a real benefit to 
their patients and also covered by health 
insurance,” Silver says. 

“In general, reimbursement for cancer 
rehabilitation is similar to reimbursement 
for other types of rehabilitation,” Silver 
notes. In addition, she says, Medicare 
caps often cause confusion. “In the 
past, generally cancer survivors were not 
screened for their physical impairments. 
When they did develop problems, they 
often had to self-identify,” she says. The 
new standard of care, she continues, is 
for PTs to screen patients and detect 
impairments earlier so that patients are 
treated in fewer visits.

VanHoose agrees that reimbursement 
for oncology rehabilitation is the same as 
it is for other conditions. “You identify 
your impairments, and then you figure 

out how that’s related to function,” she 
says. However, she adds, more documen-
tation may be required to demonstrate 
why the services are necessary.

Leiserowitz explains that patients 
typically have functional issues from 
the beginning. “It’s very rare for people 
to not already have functional issues 
that are reimbursable at diagnosis, but 
we weren’t getting timely referrals to 
the outpatient PT clinic,” she says. 
“Automatic/standard post-op referrals 
changed this practice for several cancer 
patient diagnoses, decreasing overall 
costs in the long term, and improving 
patient quality of life and satisfaction.” 

Tapping Survivorship 
Resources

Regardless of their health care set-
ting, all PTs need to understand the 
effects of cancer and treatment, which 
may affect a patient’s ability to function 
later in life, according to those inter-
viewed for this article. 

“I don’t know if enough PTs really 
appreciate how much they need to 
know about cancer to be able to man-
age the impairments that they see. I 
would argue that many of them are 
seeing cancer-related impairments, but 
they’re not considering them in that 
context,” Stout says.

VanHoose points out that APTA’s 
Oncology Section provides several 
online and regional courses for PTs 
who want to learn more about starting 
a program, developing a plan of care, 
and gaining advanced skills related to 
oncology rehabilitation.

In addition, to assist health care 
providers and their patients, Pfalzer 
reports, Christine Hill-Kayser, MD, 
and a team of colleagues at the 
University of Pennsylvania have devel-
oped an Internet-based tool for creating 
these plans (www.livestrongcareplan.
org), which can be used by health care 
providers or patients.
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Those who are leading or developing 
cancer survivorship programs also should 
provide education for their staff. “If you 
are the person who is designing this pro-
gram, make sure that you provide learn-
ing opportunities for your team. We do 
that through symposia, advanced oncol-
ogy courses, continuing education from 
our physicians, from nurse navigators, 
from peers themselves who go to courses 
and come back and share, and, of course, 
through journals,” Colombo says. In 
addition to the Oncology Section, local 
academic organizations are important 
sources of information, she adds. 

Building the Literature
Silver recommends that PTs stay 

current on 3 facets of research in the 
literature: oncology, rehabilitation, and 
cancer rehabilitation. 

Ness urges PTs who are interested in 
research to consider performing survi-
vorship studies as a career. “For PTs to 
be seen as a provider of choice for this 
population, we also have to produce the 
research that shows that we’re effective,” 
she says. “So PTs who are going to 
go into a career that involves research 
should think about doing survivor 
research or research on patients who 
have cancer and the related rehabilita-
tion interventions. There’s not enough 
information in the literature on how 
effective we can be.”

Diane Donofrio Angelucci is a freelance writer.
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