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Abstract

 Background  : The field of psycho-oncology has 

been developed by psychiatrists in consultation-

liaison fields, and the Department of 

Psychosomatic Medicine, Sakai Hospital, Kinki 

University Faculty of Medicine set up a new 

outpatient service for cancer patients. The 

primary aim of this paper is to clarify the role of 

psychosomatic medical doctors in cancer treat-

ment and clinical practice, and the secondary 

aim is to clarify the significance of this special 

outpatient service for cancer patients from the 

viewpoint of psycho-oncology. 

 Methods  : Multiple factors, such as age, sex, 

cancer site, clinical symptoms, the reason for 

consultation, psychiatric diagnosis, in which 

department patients were having physical treat-

ment, whether they were hospitalized and 

whether patients were taking palliative care 

therapy, were analyzed. 

 Results  : The data of fifty-eight cancer patients, 

including two family members of cancer 

patients, were analyzed. The most common

              Introduction 

 Recently, the prevalence of cancer has been 

increasing in Japan. Approximately half of 

Japan's population may suffer from cancer dur-

ing their lives and one third will die of cancer. 

Cancer has been the commonest cause of death 

of Japanese people since  1981.' The Cancer 

Control Bill2 was enacted in 2007 and states the

psychiatric disorders were major depressive 
disorder, anxiety disorders and adjustment dis-

orders. The reasons for consultation ranged 
from psychological support after receiving bad 

news, before/after surgery and chemotherapy to 

control delirium. Our psycho-oncological inter-

vention involved a combination of psychotherapy 
and pharmacotherapy. 

 Conclusions  : Psychosomatic medical doctors 

can play an important role in the field of cancer 

treatment through psycho-oncological activities. 
The advantages of a specific outpatient service 

for psycho-oncology are that it can open the door 

to patients and their families who belong to 

other departments/hospitals and it can support 
cancer patients intensively and efficiently. 

However, improvements are needed, particularly 

relating to financing and understaffing. 

Key  words  : psycho-oncology, psychosomatic 
medicine, psychosomatic disorders, cancer, men-

tal distress, multidisciplinary team approach

importance of mental care, as well as physical 

care for cancer patients. 
 Psycho-oncology is a broad approach to the 

emotional, social, and spiritual distress of cancer 

patients.3 Psycho-oncology began in the USA 
and The International Psycho-Oncology Society 

(IPOS) was established in  1984.4 Since then, 
much research and clinical practice have been 

conducted to identify the importance of psycho-
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logical intervention for both cancer patients and 
their families ; however, these reports were  main-
ly published by psychiatrists in consultation-liai-
son  fields.5-8 

 Psychosomatic medicine (PSM) was estab-
lished in 1996 as a specific medical field in which 
"psychosomatic disorders" are dealt with . 
Recently, PSM doctors, who mainly deal with 
stress-related physical symptoms, have been 
increasingly taking care of cancer patients in the 

psycho-oncology field, however, few reports 
have been published on the clinical practice of 
PSM doctors.9 

 The doctors in the Department of 
Psychosomatic Medicine, Sakai Hospital, Kinki 
University Faculty of Medicine mainly attend to 

psychosomatic disorder patients but have recent-
ly also been taking care of the mental distress of 
cancer patients. There is also a Department of 
Palliative Care in the hospital and the doctor 
attends to the physical distress of cancer patients, 
such as cancer-related pain. Both departments 
work in cooperation. In April 2010, the Depart-
ment of Psychosomatic Medicine set up a new 
weekly outpatient service for psycho-oncology. 
The primary aim of this paper is to clarify the 
role of PSM doctors in cancer treatment and 
clinical practice, and the secondary aim is to 
clarify the significance of this special outpatient 
service for cancer patients from the viewpoint of 

psycho-oncology.

Methods

Study Sample 

 The study period was from April 2010 to 

January 2011. The data of patients who had 

symptoms related to cancer and had visited the 

specific outpatient service for psycho-oncology 

in the Department of Psychosomatic Medicine, 

Sakai Hospital, Kinki University Faculty of 

Medicine were collected. All patients were aged 

16 years or over. 

 This study was conducted according to the 

ethics rules of our hospital. Since all the data 

assessed in this study were obtained as part of 

routine clinical assessments from the patients' 

medical charts, written consent was not obtained 

from the patients, in accordance with the guide-

lines of the Japanese Ministry of Health, Labor 

and Welfare. 

Demographic and Clinical Variables 

 During the study period, all the items assessed

during routine clinical practices were extracted 
from the patients' medical charts, including age, 
sex, primary cancer site, clinical symptoms, the 
reason for consultation, psychiatric diagnosis, 
which department patients were having physical 
treatment, whether they were hospitalized, and 
whether patients were undergoing palliative care 
therapy. 
Psychiatric Diagnosis and Psychological Mea-
surement 
 Each patient's status was evaluated via a for-

mal medical interview, leading to a Diagnostic 
and Statistical Manual of Mental Disorders, 
Fourth Edition, Text Revision (DSM-IV-TR)1° 
diagnosis. 
 The Self-rating Depression Scale  (SDS)" and 

the State-Trait Anxiety Inventory (STAI)12 were 
used to evaluate emotional distress in terms of 
depression and anxiety. In SDS, a cut-off score 
of 50 was adopted in this study to determine that 

patients were considered to be in a depressive 
state. In STAI, cut-off scores of 42/45 (STAI-S/ 
T for female) and 41/44 (STAI-S/T for male) 
were adopted in this study to determine that 

patients possessed a tendency toward anxiety. 
Psycho-oncological intervention 

 Our psycho-oncological intervention involves 
a combination of psychotherapy and phar-
macotherapy. Regarding psychotherapy, most of 
the patients received brief individual supportive 
sessions and autogenic training in relaxation. 
Counseling by clinical psychologists was added, 
if necessary. 

 As for pharmacotherapy, anxiolytics, antide-

pressants and hypnotic drugs were mainly used 
depending on the patient's condition. Antipsy-
chotics were used to suppress delirium. These 
intervention principles are in agreement with 
those of the Japan Psycho-oncology Society 

 (JPOS)13.

Results

Demographic and Clinical Characteristics 

 Fifty-eight cancer patients, including two fam-

ily members of cancer patients, visited the spe-

cific outpatient service for psycho-oncology in 

the Department of Psychosomatic Medicine for 

the first time during the examination period. 

Detailed demographic characteristics of the 

patients are listed in Table  1. This table demon-
strated that there were more female patients than 

male patients. One of the reasons for this feature
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Table 1 Characteristics of patients.

Clinical Characteristics N (%)

Total patients 

Age  (mean±  SD), years 

Sex 
 Male 

 Female 

Primary Cancer site 
 Breast 

 Lung 

 Stomach 

 Colon 

  Pancreas 
 Bladder 

 Kidney 

 Ureter 
 Prostate 

 Uterus 

 Ovary 

 Leukemia  (ATL±CML) 

 (Patient's family) 
Department of physical treatment 

 Surgery 

 Oncology 

 Urology 
 Gastroenterology 

 Gynecology 

 Hematology 

Main hospital 

 Sakai Hospital 
 Kinki University Hospital 

 Others 

Hospitalized 
 Yes/No 

Palliative care 

 Yes/No

     58 

 60.9+12.3

17 

41

26 

7 

6 

3 

3 

3 

2 

1 

1 

1 

1 

2 

2

33 

10 

7 

4 

2 

2

23 

14 

21

12/46

10/48

      100 

(range 35-83)

29.3 

70.7

44.8 

12.1 

10.3 

 5.1 

 5.1 

 5.1 

 3.4 

 1.7 

 1.7 

 1.7 

 1.7 

 3.4 

 3.4

56.9 

17.2 

12.1 

6.9 

3.4 

 3.4

39.7 

24.1 

36.2

20.7/79.3

17.2/82.8

 SD= standard deviation 

 ATL= adult T-cell leukemia 

 CML= chronic myelogenous leukemia

seems to be that breast cancer patients make up 

about 45% of total cancer patients. Breast cancer 

patients have a longer survival period than 
others and may have increased prevalence of 

both physical and psychological problems and 

the need for psychological  intervention." Both 

inpatient and outpatient cancer patients from 

various departments in our hospital visited our 

special outpatient service. In addition, patients 

belonging to Sakai Hospital, the Main Kinki 

University Hospital in Osakasayama-city, and 

other hospitals made up one third of the study

sample. The total ratio of hospitalized patients 

to all patients was 20.7%. Overall, 17.2% of 

patients were consulting the Department of Palli-
ative Care at the same time, mainly in order to 

control cancer pain. 

 Symptoms present in the patients are listed in 

Table 2. Overall, 43.1% of patients complained 

of physical symptoms, mainly appetite loss, gen-

eral fatigue and pain. Main psychiatric symp-

toms were depressive mood, anxiety and insom-

nia. 

 Reasons for consultation consisted of two
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Table 2 Present symptoms.

Present symptoms N  (%) Present symptoms N  (%)

Physical symptoms 

 appetite loss/body weight loss 

 general fatigue 

 pain 

 palpitations 
 feeling of difficulty breathing 

 diarrhea/constipation 
 nausea/vomiting 

 dizziness/faintness 

 tinnitus 

 numbness 
 urinary problems 

  others

22 

18 

10 

8 

3 

8 

6 

5 

3 

2 

2 

6

37.9 

31.0 

17.2 

13.8 

 5.2 

13.8 

10.3 

 8.6 

 5.2 

 3.4 

 3.4 

10.3

Psychiatric symptoms 

 depressive mood 

 anxiety 

 insomnia 

 irritation 

 panic attack 

  others

None

30 

33 

26 

6 

3 

8

 10

51.7 

56.9 

44.9 

10.3 

 5.2 

13.8

17.2

None 33 56.9

 *  multiple answers given

Table 3 Reasons for consultation.

Reasons for consultation N (%) Reasons for consultation N (%)

Patient's own accord 22 37.9 Referred by main doctor 36 62.1

Control of physical symptoms 

  psychiatric symptoms 

  no symptoms

13 22.4 

16 27.6 

2 3.4

Control of physical symptoms 

  psychiatric symptoms 

  no symptoms

12 

32 

0

20.7 

55.2 

0

Psychological problems 

 conflict between family members 

 grievance against main doctor 

               medical staff 

                other patients 

 work-related social problems 

 spiritual problem

5 

4 

2 

1 

5 

3

8.6 

6.9 

3.4 

1.7 

8.6 

5.2

Psychological support 

 receiving bad news 

 chemotherapy 

 surgery 

 control of delirium

spiritual care for dying patient 

patient's family

4 

13 

5 

2

1 

2

6.9 

22.4 

 8.6 

 3.4

1.7 

3.4

Requesting information 

 palliative care 
 hospice/home care 

 side effects of chemotherapy 
 results of tumor markers

2 

3 

3 

2

3.4 

5.2 

5.2 

3.4

 *  multiple answers given

components and are shown in Table 3. The first 

was that patients came to our department of their 

own accord, recognizing their physical or psychi-

atric symptoms. The aim of their consultation 

was mainly the control of physical and psychiat-

ric symptoms. Other issues ranged widely from 

psychological problems, such as conflict between 
family members, grievances against their main

doctors, medical staff and/or other patients, and 
work-related social problems, to spiritual prob-
lems related to the meaning of life. Some 

patients came requesting information regarding 
palliative care, hospice and home medical care 
services. Other patients sought information 
regarding the side effects of chemotherapy and 
the results of tumor markers, which they had
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Table 4 Psychiatric diagnosis of patients.

Psychiatric Diagnosis N (%)

Major Depressive Disorder 

Anxiety Disorders 

 Panic Disorder 

 Obsessive-Compulsive Disorder 

 Generalized Anxiety Disorder 

Adjustment Disorders 

 Mixed anxiety and depressive mood 

 With anxiety 

 With depressive mood 
 Mixed disturbance of emotions and conduct 

 Unspecified 

Delirium 

Dementia 

Personality change due to brain metastasis 

Other Psychotic Disorders 

None

11

9

30

2 

1 

1 

2

2

3 

1 

5

11 

8 

6 

1 

4

19.0

15.5

51.7

3.4 

1.7 

1.7 

3.4

3.4

5.2 

1.7 

8.6

19.0 

13.8 

10.3 

1.7 

6.9

Derogatis 

(DSM-III)

Miyagawa 

(DSM-III-R)

Ogawa 

(DSM-IV)

Koyama 

(DSM-IV-TR)

 (I) Adjustment Disorders 

II  co Major Depressive Disorder 

 ^  co Delirium 

 (4) Dementia 

m  is Anxiety Disorders 

 ^  a Others 

 ^  CD None 

 ^  12)  Without  Consultation

Fig. 1 Comparison of psychiatric diagnosis 
of cancer patients. 
Compared with three previous 

studies, the patients who came to our 
specific outpatient service for psy-
cho-oncology had a higher preva-

lence of major depressive disorder 
and anxiety disorders in particular.

hesitated to ask their main physical doctors. The 
other component was that the patient's main 

physical doctor recognized physical symptoms 
and/or psychological problems and referred 
them to our department. The doctor's aims for 
consultation included psychological support for 
surgery and chemotherapy, control of delirium, 
and spiritual care for dying patients and family 
care. 
 The psychiatric diagnosis is shown in Table 4. 

The SDS scores of 54 patients were  54.1+ 10.8 
and 42 patients had higher scores than cut-off

scores of 50. The STAI-S/T scores of 50 patients 
were  52.9+  14.9/53.2+ 15.0. 24 female patients 
had higher scores than cut-off scores of 42/45 for 
females and 9 male patients had higher scores 
than cut-off scores of 41/44 for males. Adjust-
ment disorders were  51.7% and the subtypes were 
determined by reference to SDS/STAI scores 
and patients' symptoms. Major depressive dis-
order was 19.0%, anxiety disorders including 

panic disorders, were 15.5%, delirium was 3.4%, 
and others, including dementia and personality 
change, were 6.8%. A comparison with the
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results found by Derogatis  LIU5,  Miyagawa16 
and  Ogawa17 is shown in Fig 1.  Derogatis" 
examined 215 randomly accessed cancer patients 
in three cancer centers and showed that 47% of 
them received a DSM-III diagnosis. Approxi-
mately 68% of the psychiatric diagnosis consisted 
of adjustment disorders.  Miyagawa" assessed 
terminally ill cancer patients and 50(53.7%) of 
them met the  DSM-III-R criteria for a psychiatric 
disorder. Delirium was observed in 26 patients 

(28%) as the most common disorder. It seemed 
that the rate of delirium increased according to 
the deterioration of physical conditions. 
Ogawa'7 analyzed 2000 cancer patients referred 
to the palliative care team at the National Can-
cer Center Hospital East, Japan and consulta-
tion-liaison psychiatrists provided medical care 
to 80% of all referrals. The main diagnosis were 
delirium (28%), adjustment disorders (18%), 
major depressive disorder (7.6%) and dementia 

(6.6%). 
Psycho-oncological intervention 

 The aim of psycho-oncological intervention is 
to alleviate the mental distress of cancer patients 
and their family members and to support their 
cancer treatment. Firstly, most patients received 
brief individual supportive sessions by PSM 
doctors. For patients who did not respond to 
basic brief supportive psychotherapy alone, anx-
iolytics were used as drugs for the first step. For 

patients who manifested considerable depressive 
symptoms, antidepressants such as mirtazapine 
and duloxetine hydrochloride were prescribed. 
Antidepressants and anxiolytics were chosen 
referring to the results of SDS/STAI. When 
main physical doctors consulted us to control 
delirium in two hospitalized cases, we advised 
them to prescribe risperidone. In addition, for 

patients who mainly complained of cancer-
related pain, a consultation was set up with the 

palliative care doctor. For patients manifesting 
anxiety, combination therapy of pharmacother-
apy with anxiolytics such as clotiazepam and 

 bromazepam  ; psychotherapy such as autogenic 
training for  relaxation  ; and counseling by clini-
cal psychologists was conducted. Problems 
related to the patient's relationship with family 
members, job and lifestyle, and spiritual and 
existential issues related to the meaning of life 
were mainly dealt with in counseling sessions. 
Environmental adjustment was also a very 
important aspect of psycho-oncological interven-
tion as some patients had grievances against their

main doctors, medical staff and/or other 

patients, and their family members. In addition 
to basic brief individual supportive sessions, 
transactional analysis psychotherapy and group 
discussion with family members or medical staff 
were used. We also arranged consultations with 
appropriate professionals, such as palliative care 
doctors or medical social workers, in order to 
fulfill their request for information of palliative 
care, hospice or home medical care. Thus, PSM 
doctors played the role of director in this 
multidisciplinary team. 

 Psycho-oncological intervention also acted as 
a type of consultation-liaison service, when main 

physical doctors asked us for advice for control-
ling delirium or other psychiatric/psychological 

problems. Our advice included the prescription 
of medicine and participating in meetings to 
discuss the cases. 

 Moreover, patients' family care and bereaved 
family care were conducted. Several family 
members visited our outpatient service, manifest-
ing anxiety and depression at the same level as 
cancer patients. One man had excess anxiety 
after his wife was diagnosed with advanced 

pancreatic cancer. He had several symptoms, 
such as palpitations, abdominal pain and insom-
nia and seemed confused at how to support his 
wife. He visited our outpatient service of his 
own accord. Another case was a housewife who 
suffered from depression after her husband was 
diagnosed with liver cancer. She was exhausted 
from years of nursing her husband and com-

plained of general fatigue, insomnia and appetite 
loss. Her husband's main doctor recommended 
her to consult our department and we prescribed 
antidepressant drugs for her.

Discussion

 Recent research indicates that about half of all 
cancer patients have psychiatric/psychological 
disorders as shown by  Derogatis" and  Miyag-
awa" in Fig. 1. They examined all cancer 

patients including those who had no psychiatric/ 
psychological symptoms. Compared with those 
patients, our patients had a higher prevalence of 
psychiatric diagnosis since they visited our psy-
cho-oncological outpatient service with psychiat-
ric/psychological/physical symptoms. In 
Ogawa's report,17 20% of referrals did not need 

psychiatric consultation, and among the rest of 
the patients no psychiatric diagnosis was given
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to 142(7.1%) of them. In our study, no psychiat-
ric diagnosis was given to 2(3.4%) and this is 
comparable with Ogawa's report. In addition, 
approximately 80% of patients visited our out-

patient service, so they seemed to be in better 
physical condition and the delirium rate was 
lower than in Miyagawa and Ogawa's report. 

 The significance of a specific outpatient ser-
vice for psycho-oncology should be discussed. 
With a specific psycho-oncology outpatient ser-
vice, it is easier to accept cancer patients from 
different departments in our hospital. This sys-
tem is also useful for accepting patients who do 
not need to be hospitalized. Moreover, if the 

patients' condition permits, we can see hospital-
ized patients at the specific outpatient service 
intensively. This method makes it easier to 
evaluate and intervene in the relationship 
between patients and their main doctors/co-
medical staff, as an outsider, independent of the 
human relationship in the wards. In addition, in 
this specific outpatient service, it is easier to 
accept cancer patients from other hospitals, not 
only those in our hospital. 

 Two family members of cancer patients visited 
our specific outpatient service. They also needed 

psycho-oncological intervention. The care for a 
cancer patient's family is a very important 

 issue.18-2° After we set up the specific outpatient 
service, it opened the door to family members of 
cancer patients. 

 Next, the advantages of PSM doctors should 
be discussed. PSM doctors are basically physi-
cians and are adept at dealing with physical 
symptoms. In this study, 43.1% of patients com-

plained of physical symptoms. In addition, PSM 
doctors are familiar with controlling symptoms 
derived from depression and anxiety. Physical 
and psychiatric symptoms sometimes combine 
and relate to depression and anxiety, so these 
symptoms need a psychosomatic approach from 
the viewpoint of holistic medicine. This concept 
coincides with psycho-oncology. 

 Some patients came to our specific outpatient 
service complaining of conflict between family 
members, grievances against their main doctors, 
medical staff and/or other patients.  Physician-

patient communication is related to patient  satis-
faction.21,22 PSM doctors are adept at psycho-
therapies such as transactional analysis and 
cognitive behavior therapy used to improve the 
relationship between patients and the people 
they have grievances with. PSM doctors also

have a lot of communication skill training, 

which is very useful and effective in a crucial 

cancer treatment process, for example, explaining 

bad news about a cancer diagnosis, relapse and 

shifting curative treatment to palliative  care.23-26 

 Moreover, a multidisciplinary team approach 

is essential in the cancer medical field and a PSM 

doctor can act as a director of the team. There is 

a team dynamic and complicated human rela-

tionships among medical professionals, such as 

doctors, nurses, pharmacists, dieticians, medical 

social workers and others. A director is neces-

sary to arrange the medical team to make it work 

significantly and PSM doctors have the skill to 

do this. Overall, 17.2% of patients were consult-

ing the Department of Palliative Care at the 

same time, mainly to control cancer  pain  ; there-

fore, cooperation with a palliative care doctor in 

the same hospital is beneficial for cancer 

patients. When PSM doctors control the psycho-
logical, social and spiritual distress of cancer 

patients in association with a palliative care 
doctor controlling cancer pain, the "total pain" 

of cancer patients can be alleviated from the 

viewpoint of holistic medicine. PSM doctors 

also cooperate with medical social workers and 

social resources, such as primary care doctors, 

home care nurses and care managers, when can-

cer patients want to discharge themselves from 

the hospital and receive care at home. 

 However, there are several problems with this 

system. First of all, the new outpatient service 

for cancer patients is understaffed, including a 

lack of certified nurses. It is somewhat difficult 

to respond adequately to patient requests. Sec-

ond, there is not enough economic support for 

this psycho-oncology service. This activity is 

time-consuming but is not counted towards the 

special points program under Japan's health 

insurance system. Third, it is very important to 

work together with main physical doctors and 

psycho-oncology  doctors  ; however, there are 
sometimes discordant opinions derived from 

different viewpoints. For example, when we try 

to prescribe anxiolytics for cancer patients, their 

main physical doctors sometimes oppose this 

idea as they are afraid of the respiratory depres-

sant effect of anxiolytics. In addition, it is 

sometimes difficult to cooperate with main phys-

ical doctors belonging to other hospitals. 

Fourth, this specific psycho-oncological out-

patient service began only one year ago. Some 
doctors and patients are unaware of our service
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and appropriate support might not reach cancer 

patients in need. Posters and brochures are 
necessary to gain recognition for our specific 
outpatient service. Although there are several 

problems with this new system, a specific psycho-
oncological outpatient service is useful and effec-
tive to support cancer patients with mental dis-
tress. JPOS surveyed the present situation of 

psycho-oncological outpatient services in 2010, 
and 233 hospitals returned answers out of 287 

(response  rate=  81.2%). It showed that 176 hos-
pitals had an outpatient service for cancer 
patients  (176/233=75.6%), however only 25 out 
of 176 (14.2%) hospitals have a specific psycho-
oncological outpatient service run by PSM doc-
tors. Further improvements and promotion by 
PSM doctors are needed in this field. 

 The present study has several limitations. 
First, this study was based on consultation cases 
only in our hospital. There were 84127 PSM 
doctors in Japan in 2006 and the number of 
doctors certified by the Japanese Society of 
Psychosomatic Internal Medicine was 46928 in 
2010. The number of members of the JPOS was 
1,123 in 2010, and the number of PSM doctors 
was only 54. Only a small number of PSM 
doctors are therefore in charge of psycho-on-
cology activities. Further studies are needed to 
investigate the present psycho-oncology activities 
by PSM doctors all over Japan to discuss the 
significance of our practice. Second, this study 
was performed by extracting all the items from 
the patients' medical charts and assessments by 
PSM  doctors  ; therefore, a possibility of assess-
ment bias exists. The evaluation of satisfaction 
of patients and main physical doctors, and the 
effectiveness of psycho-oncological intervention 
by PSM doctors should be examined in the 
future. Third, in Fig. 1, Derogatis diagnosed his 
samples by DSM-III, Miyagawa by DSM-III-R, 
Ogawa by DSM-IV while we diagnosed patients 
by DSM-IV-TR. This difference should be con-
sidered when these data are compared. 

 Although our study has several limitations, 
some highly suggestive results were seen as help-
ful information for clinical psycho-oncology 

practice and for suggesting future studies. In 
order to elucidate the significance of a specific 
outpatient service for cancer patients and to 

promote psycho-oncology activities by PSM 
doctors, further research addressing the present 
study's limitations is necessary. 

 In conclusion, PSM doctors can play an

important role in the field of cancer treatment 
through psycho-oncological activities. The 
advantages of a specific outpatient service are 
that it can open the door to patients and their 
families who belong to other departments/hospi-
tals and it can support cancer patients intensively 
and efficiently. However, there are several prob-
lems, such as the lack of trained staff and eco-
nomic support, which clearly indicate that fur-
ther improvements and studies are needed.
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