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Abstract

The health care delivery system in the United States is challenged to meet the needs of a growing population of cancer survivors. A pressing need

is to optimize overall function and reduce disability in these individuals. Functional impairments and disability affect most patients during and

after disease treatment. Rehabilitation health care providers can diagnose and treat patients’ physical, psychological, and cognitive impairments in

an effort to maintain or restore function, reduce symptom burden, maximize independence and improve quality of life in this medically complex

population. However, few care delivery models integrate comprehensive cancer rehabilitation services into the oncology care continuum. The

Rehabilitation Medicine Department of the Clinical Center at the National Institutes of Health with support from the National Cancer Institute and

the National Center for Medical Rehabilitation Research convened a subject matter expert group to review current literature and practice patterns,

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

professionals in shared decision-making in order to provide comprehensive cancer care and maximize the functional capabilities of cancer
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survivors. These recommendations aim to enable future collaborations among a variety of stakeholders to improve the delivery of high-quality

cancer care.

Archives of Physical Medicine and Rehabilitation 2016;97:2006-15

ª 2016 by the American Congress of Rehabilitation Medicine

Cancer survivors are a growing population in the United States
with a unique set of medical and psychosocial needs.1 These in-
dividuals frequently experience functional loss and disability as a
result of the side effects of disease and treatment.2-5 Most in-
dividuals experience cancer treatmenterelated functional
morbidity that is amenable to rehabilitation services.6-12 However,
appropriate rehabilitation services that effectively alleviate or
mitigate functional impairment and prevent disability are signifi-
cantly underused in all phases of cancer care.8,13 The unmet needs
of cancer survivors are generally attributed to deficits in
comprehensive cancer care delivery and more specifically to the
providers’ focus on achieving progression-free survival or remis-
sion rather than on maintaining function.14,15

Historically, the oncology care continuum has had little intersect
with rehabilitation outside of severe disability.16 Recent calls have
been made for this relation to be robustly developed to meet the
needs of cancer survivors.17,18 A focus on assessment and man-
agement of physical health and function is needed to promote
improved health-related quality of life.19,20 Recommendations and
standards from the Institute of Medicine and the American College
of Surgeons’ Commission on Cancer, among others, provide a
framework for alleviating deficits in cancer care and the resulting
failures to recognize and manage functional loss and disability.21-23

Rehabilitation professionals are an optimal addition to the
cancer care team and offer expertise in functional assessment,
morbidity management, and disability prevention.24 Accumulating
clinical evidence suggests that rehabilitation interventions are
effective before, during, and after cancer treatment to screen for,
assess, and treat patients’ functional needs.25-38 Although
mounting evidence suggests strong benefit from the integration of
rehabilitation into the cancer continuum,39,40 there is uncertainty
around the critical components of a model for cancer rehabilita-
tion. Although functional assessment and measurement frame-
works have been described,41 optimal functional measurement
constructs remain undefined. These issues are barriers to the
successful integration of rehabilitation services into the cancer
care continuum.

Methods

In 2014, an appointed dissemination taskforce of the Rehabilita-
tion Medicine Department of the Clinical Center at the National
Institutes of Health (NIH) was charged with identifying an
emerging area of rehabilitation practice where the unique re-
sources of the NIH Clinical Center could be leveraged to support
practice development. The taskforce identified cancer rehabilita-
tion as the primary area of need and recommended that the NIH
Clinical Center Rehabilitation Medicine Department take on a
focused effort to scope (1) the evidence base and practice

standards supporting clinical aspects of cancer rehabilitation care,
(2) gaps and needs for the field, and (3) recommendations that
could inform key stakeholders’ future planning around national
initiatives in cancer rehabilitation. Based on the taskforce’s rec-
ommendations, the NIH Clinical Center Rehabilitation Medicine
Department convened an interdisciplinary group of subject matter
experts (SMEs) in cancer rehabilitation from across the United
States to participate in this exercise. The SME group included the
following: both internal and external NIH participants, researchers
and clinical experts in cancer rehabilitation, and representation
from the National Cancer Institute and the National Center for
Medical Rehabilitation Research of the Eunice Kennedy Shriver
National Institute of Child Health and Human Development.

The SME group identified 4 domains germane to understanding
the current environment of cancer rehabilitation practice in the
United States: (1) cancer rehabilitation clinical models, (2) patient-
reported outcomes measures, (3) clinical objective measures of
function, and (4) interdisciplinary integration of rehabilitation.

The SME group was divided into 4 smaller work groups based
on these topic areas. Individuals self-selected areas of participa-
tion based on interest and expertise. The work groups were
charged with scoping the existing environment in each domain
and identifying relevant gaps in rehabilitation knowledge base and
current clinical practice. Systematic reviews were not practical
because of the varied focus within each domain and the overall
scope of the project.

Each group explored information of relevance to their domain
through publications, grey literature, experience, and peer queries.
Keywords and phrases were developed and agreed on within
groups to identify literature and information of interest. In-
dividuals within each work group conducted literature searches of
relevant information sources. Findings were shared among work
group members, and consensus was used to identify pertinent
information to inform recommendations. Individual work group
findings were shared with the full SME group for further syn-
thesis, discussion, and development of overall group recommen-
dations. No specific mechanism for quantitative synthesis
was used.

The purpose of this article is to provide the work group find-
ings and SMEs’ key recommendations for enhancing the provision
of rehabilitation services through the cancer care continuum.

Cancer rehabilitation clinical models

Postacute care

Postacute cancer rehabilitation is provided in inpatient rehabili-
tation facilities, skilled nursing facilities, long-term care hospitals,
and hospice facilities. The rehabilitation service conducts a formal
functional assessment to identify impairments and provides a
range of services (eg, physiatry, physical therapy, occupational
therapy, speech therapy, nutrition, psychology, nursing) to assist in
optimizing an individual’s function.42 Such programs demonstrate
clinically effective care delivery and improved functional
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