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Abstract

Purpose: The service was piloted in response to requests for assistance with patients experiencing severe
anxiety undergoing head and neck radiotherapy. This paper describes the aims of the service, interven-
tions provided and the recorded responses of patients to the support given.

Data: Information about who referred, patient demographics, the interventions provided and patient
feedback (n = 112) was extracted from treatment records over a 15-month period.

Findings: All referred patients successfully completed procedures and treatment. About 43 patients vol-
untarily disclosed past trauma, for example, sexual abuse, assault, childhood trauma, which they judged
to have been linked to their claustrophobic responses. Advice and support was given to 40 patients also
referred for smoking cessation; an additional three patients requested support when cravings returned.

Conclusion: There is a paucity of information about the extent of the distress triggered by radiotherapy
procedures and what interventions could be offered in practice. Further work is required to include an
economic assessment and longer term effects on patient compliance with treatment and smoking ces-
sation. Training needs for complementary therapists and radiotherapy staff at this centre were also
identified; these are being addressed.
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INTRODUCTION sents unique challenges for radiotherapists and
mould room staff. Aside from the impact of
the diagnosis, a lengthy period of daily treat-
ments, the possibility of chemotherapy and
even surgery, individuals may have a history of

; . R
smoking, excessive alcohol use and poor diet.
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Providing support for people receiving radio-
therapy for head and neck cancers (HNC) pre-
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reported amongst patients with HNC.>> To
reduce side effects of radiotherapy in the mar-
gins of treatment areas requires precise fixation
of masks/moulds; this helps to reduce variation
and ensure all treatments are accurate and con-
sistent. In a recent study by Sharp and collea-
gues, severe anxiety and claustrophobia
sensations were reported in 58% of patients
(n = 120) being fitted for head and shoulder
moulds; the authors of this study argued that
this area of practice is under researched.*

this paper, we report on a pilot project, Wthh
combined hypnotherapy with massage, aro-
matherapy, and relaxation training to manage
severe anxiety and panic states associated with
radiotherapy procedures.

Anxiety and panic

Mask/mould making, in addition to ongoing
stress linked to a cancer diagnosis, can be a trig-
ger to an acute anxiety or panic state.” If the
patient is not able to adapt or be supported,
they risk becoming overwhelmed. This impacts
on his or her ablhty to continue with radio-
therapy treatment.” It is important for health
professionals to have an understanding of the
nature of anxiety and panic. In terms of the
body responding physically to stress, the most
direct brain pathway is the sympathetic-
adrenal-medullary (SAM) axis. This pathway
functions by activating the autonomic nervous
system, (ANS). The second and less direct brain
pathway is the hypothalamic-pituitary-adrenal
(HPA) axis. This pathway triggers the endocrine
system to release hormones that i in turn modulate
both physiology and immunity.®’” Importantly,
increased levels of adrenaline are associated
with fear and flight. The release of noradrenaline
and testosterone is linked to anger and fighting
for survival. In the longer term, feelings of help-
lessness, being overwhelmed and depression are
associated with raised cortisol and lowered testo-
sterone levels,® with potentlal deleterious eftects
on recovery and well- being.”

Claustrophobia

Acute anxiety can lead to an overwhelming
panic state with distressing signs and symptoms
(Box 1). If triggered repeatedly by certain stim-
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uli or situations it can lead to the development
of an uncontrollable phobic reaction. Phobias
have been defined as ‘. . . an excessive, irrational
fear of a specific object or situation, which is
avoided at all cost or endured with great dis-
tress’ (p. 267)."" In terms of medical procedures,
such as cannulation or feeling trapped by the
mask/mould, it would be expected that patients
experiencing claustrophobia would progress
from panic state to hyperventilation. Ulti-
mately, this could then lead to vasovagal reac-
tion, risk of injury and disruption to the
procedure.'""!?

Procedures: the CALM service

The service has been developed from our previ-
ous work with patients experiencing needle
anxiety and phobia, the term ‘CALM’ being
used to denote the broad aim of calming
patients during medical procedures.”> Any
patients disclosing suicidal thoughts and/or
pre-existing mental health concerns were
referred directly to psycho-oncology health
professionals for urgent assessment. Unique to
this service was the availability of complement-
ary therapists skilled in hypnotherapy, relaxation
training and touch techniques. Oversight of the
project was undertaken by therapists who were
also trained nurses. When working with dis-
tressed patients, the complementary therapists
aimed to

1. assist patients to effectively utilize anxiety by
noticing how it fluctuates and how it affects
them physically and emotionally during
procedures;

Box 1. Panic disorders signs and symptoms*%!-*2

e Spontaneous attack of intense fear
e Palpitations/sweating/tremors

e Shortness of breath/hyperventilating
Choking sensation

Chest pain or discomfort
Dizzy/lightheaded,

Fear of going crazy/dying

Numbness, hot flashes, etc.
Flashbacks of prior trauma

Reversion to mother tongue
Difficulty in comprehending complex instructions
Vasovagal reaction
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2. introduce and teach relaxation and self-
hypnosis techniques that can help in both
the short and long term to manage anxiety
and panic and to support self-efficacy;

3. provide support and a presence before, dur-
ing and after procedures so that the patient
experiences and maintains a sense of ‘being
calm’ and ‘being in control’;

4. ensure the patient is fully informed and is
giving ongoing consent to continue a pro-
cedure/treatment, for example, to teach the
patient to give agreed ‘consent or stop sig-
nals’, take a short break or to continue;

5. assist radiotherapy staft in ensuring that the
patients are comfortable, feel safe and can
be observed for the agreed ‘consent or stop
signals’.

The primary intervention offered was rapid
induction hypnotherapy combined with relaxa-
tion techniques. Self-hypnosis training was
given to provide patients with the ability to
self-manage their anxiety and, ultimately, take
them to the point where the presence of a
therapist was no longer required during treat-
ments. Hypnosis is an altered state of conscious-
ness where the patient’s mental faculties are
focused. In this state, positive change, strategies
and solutions can be suggested, explored and
anchored for future use. One of the most
renowned of practitioners and teachers, Dr.
Milton H. Erickson, has argued that it is not a
mystical procedure but ‘. . . a state of awareness
in which there is a marked receptlveness to
ideas and understanding’ (p.224)."*

The use of language that is empowering and
permissive is included in hypnotherapy practice.
Critics of complementary therapies often dis-
miss positive outcomes as placebo effects.
Researchers who have evaluated both placebo
(pleasing) and nocebo (harmful) eftects from
‘sugar pills’ report that anxiety is a significant
factor to suggestibility of both benefits and
side effects, with the language of health care
professionals (HCPs) playing a key role.'>'°
The implication arising is that anxiety raises
the expectations that the side effects (nocebo)
or the benefits (placebo) described will be
experienced from treatment.'”'® It is therefore
imperative for HCPs to pay attention to lan-

https://doi.org/10.1017/51460396911000148 Published online by Cambridge University Press

guage and how it might be perceived. For
example, contrast the potential impact on the
following two statements upon a patient who
is acutely anxious;

1. . .. the mask needs to be tight fitting to immobil-
ize you during the treatment . . . you must stay
absolutely still.

2. ... the mask is a snug copy of your face . .
can ease into it . . . its OK to swallow . .
can always move your fingers.

. you
. you

Aside from the second statement using gent-
ler words, choices are offered. First, permission
was given for the patient to swallow. Second,
a suggestion was made that the patient could
move another body part; this allows them to
focus on what they can do rather than what is
prohibited.

Progressive muscle relaxation training

Progressive muscle relaxation (PMR) is a useful
means of facilitating a hypnotherapy trance
1nduct10n and as a component of self~-hypnosis
training.'>'” PMR_ can help to dissipate the
urge to take flight by actively tightening and
releasing a sequence of muscle groups, repeating
each area four times, for example, making a fist
and releasing the tension.'” This offers the
patients’ conscious mind an activity to focus
upon, distracting it from the panic state. Patients
in the project were oftered a squeezable stress
ball to anchor the physical act of tightening
and releasing tension. PMR  instructions were
directed towards the feet, knees and hands so
as to not disturb the head and neck areas. Gen-
tle-paced prompting of the technique began as a
patient got into position on the radiotherapy
table, being reminded periodically during treat-
ment via the intercom. Patients were asked to
attend to the complementary therapist’s voice
and instructions. Cameras in the radiotherapy
suites enabled PMR movements to be observed
and acknowledged and to ensure ‘stop signals’
could be seen.

The use of aromatherapy

In addition to a stress ball, aromatherapy was
offered in the form of an ‘aromastick’—a srngle
patient use inhalator, resembling the Vicks®
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Vapoinhaler®, containing specially  selected
essential oils. A service evaluation following
the rollout of the aroma sticks in the hospital
demonstrated their potential in managing anxi-
ety and sup;orting patients through distressing
procedures.”” A perforation at the end of the
tube allows the aroma to be inhaled when
required, empowering patients with a tool to
use themselves. Provided in acute stress situa-
tions, an aroma stick can be used as an immedi-
ate resource, interrupting the panic pattern;
which is then available to the patient for use
during future procedures.’> The authors have
also develog)ed blends to assist in smoking cessa-
tion work.”!

Smoking Cessation

The CALM team also provided smoking cessa-
tion support; this includes smoking cessation
assessment, motivational interviewing, nicotine
replacement therapy and hypnotherapy, acu-
puncture and/or other complementary therap-
ies, if requested. The service has been
established for over 5 years with managerial
support from the Trust’s Clinical Lead for
Tobacco Control.

Data Extraction

The pilot project data was extracted from treat-
ment records reviewed by research assistants not
involved in the project. Tables were generated
from the information gathered using an Excel
database. The data represented a time period
of 15 months from September 2008. The pro-
ject was registered with the Trust’s audit depart-
ment as part of a larger service evaluation,
which is ongoing. The data was not subjected
to inferential statistical analysis as the evaluation
1s descriptive with a number of uncontrolled
contextual and treatment variables.

Findings

The CALM team supported 112 patients during
mould making, verification, simulation and
radiotherapy treatments, with a total of 407 ses-
sions provided to patients with HNC Table 1.
Males accessed a mean 3.22 number of sessions
while females accessed a mean of 3.97 sessions.
Without closer analysis of individual confoun-
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ders, it is unclear how relevant this may be.
Potentially, the data suggests that females
require more support during HNC radio-
therapy than their male counterparts. Further-
more, more female patients were referred to
the service.

Radiotherapy/Mould Room staff, nurses and
doctors referred the bulk of patients to the ser-
vice, likely reflecting their close contact with
their patients Table 2. There were a number
of reasons for referral, with often a cluster of
concerns for each patient. These included anxi-
ety, worry, stress, claustrophobia, pain and loss
of control Table 3.

Table 1. Demographics

No. of patients 112
Males 50
Females 62

Age range (mean) 38—87 (58.72)

Number of CALM sessions range (mean) 1-20 (3.61)
No. of male CALM sessions (mean) 161 (3.22)

No. of female CALM sessions (mean) 246 (3.97)
TOTAL CALM sessions 407

Table 2. Referrers to the CALM service

Radiotherapy/mould room staff 45
Head & neck nurse specialists/ward nurses 40
Doctor 10
Self 9
Not recorded/other 8
TOTAL 112
Table 3. Reasons for referral /concern*

Anxiety** 86
Worry 62
Stress 59
Claustrophobia 52
Loss of control 50
Pain 43
Smoking cessation 40
Sleep disturbance 26
Fatigue 22
Low mood/depression 22
Nausea 11
Needle phobia 4

*Referrals were often for more than one concern
**Panic states were not specifically captured and so were recorded under anxiety
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It was reported that 43 patients became psy-
chologically disturbed during treatment. This
necessitated temporarily stopping the procedure
and it transpired they were experiencing a flash-
back to a prior traumatic event. The disclosures
were voluntary with comments made about a
childhood event, past rape/sexual abuse, war-
related incident or other traumatic event; nine
patients did not disclose the content of the
trauma, for example, too painful to talk about
Table 4. Appropriate psychological care was
offered to these patients as a priority.

Complementary therapists recorded a range
of patient comments and whether they were
able to complete the procedure or radiotherapy
treatment. Patients typically reported ‘feeling
calmer’, ‘being more relaxed’ and ‘less fearful’.
All 112 patients were able to ‘successfully’ com-
plete the treatment or procedure. The most
common intervention provided was hypnother-
apy incorporating PMR  training (n = 217);
additionally, many patients received massage,
reflexology and/or aromatherapy (n = 73).
Patients were also taught self-help techniques
sessions (n = 55); this was reinforced on sub-
sequent sessions Table 5. An aroma stick was
provided to 24 patients.

Smoking cessation

Out of the 112 patients, 40 were referred for
smoking cessation (see Table 4). An additional
three patients requested assistance having
experienced nicotine cravings during radio-
therapy. One patient disclosed that she had
told her consultant and “‘even my best friend that
I have stopped [smoking| . . .” when in reality
she was still smoking more and wanted discreet
help.

Table 4. Reported trauma linked to claustrophobia

Childhood incident (e.g., trapped in 14
cupboard, abandoned in hospital)
Rape/sexual abuse 9
Past major trauma disclosed but not described 9
PTSD — War related 5
Fire 3
Domestic violence 2
Recent “devastating' surgery 1

Total 43
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DISCUSSION

This area of practice 1s under-researched in rela-
tion to reports of failure to complete and disrug—
tion to procedures due to claustrophobia.”>*
Many articles in the literature acknowledge this
to be a significant problem, yet there is a paucity
of research exploring methods to manage it.>* In
arecentstudy by Sharpe and colleagues® in Stock-
holm, patients (n = 241) being fitted for head and
shoulder masks experienced significantly (p =
.023) more claustrophobia than just a head mask.
An important observation was that the more
patient can relax and ‘feel at ease’ (p.255), the
less likely they are to attempt to move their heads
and hyperventilate compromising the outcome.
The project presented here sought to find ways
of supporting adults to master their fears when
faced with radiotherapy procedures.

In a major radiation oncology centre in
Australia, Clover and colleagues™ asked HNC
patients (n = 147) over a 3 month period to
take part in a study using self-reported measures
of anxiety, history of panic and fears related to
mask/mould usage. Of the 90 participants
recruited, 11% (n = 10) reported anxiety that
disrupted their first mould room session and a
further 24% (n = 19) in the first radiotherapy ses-
sion. Significant factors associated with session
disruption were known claustrophobia triggers
(being unable to move, having the face covered,
and being in enclosed places), previous panic
attacks and current use of psychoactive drugs.
The study did not report on interventions pro-
vided but suggested that anxiolytic medication
and/or psychological intervention may have
been valuable to these patients prior to proce-
dures. In addition, data on patients’ lifestyle risk
factors, such as smoking and alcohol use, was
not reported in this study.

Traumatic flashback

In our study, radiotherapy procedures were
reported as being a trigger for a traumatic mem-
ory for some patients (n = 43). These flashbacks
included assault, rape or childhood incidents
linked to feelings of being trapped. Adverse
childhood events and abuse are acknowledged
predictors for an increase risk for cancers and
heart disease.* It is important to acknowledge
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Table 5. Interventions provided in the CALM session*

Rapid hypnotherapy incorporating PMR hypnosis training 217
Touch Therapies (e.g. massage, reflexology) 73
Teaching stress management techniques, relaxation, visualization, breathing techniques 55
Reinforcing Techniques & Supporting 48
Smoking Cessation (NRT, Motivational interviewing, hypnotherapy, acupuncture) 43
Aroma stick 24
Total 460

*Some patients received more than one intervention

that all of the 43 patients reported this voluntar-
ily; 9 of the 43 did not divulge the flashback
content. Patients can access psycho-oncology
services at the centre and urgent referrals were
made for assessment and support although
many patients chose not to seek this help at
the time of their treatment. It is known that
other medical procedures can trigger severe
anxiety. For example, refusal and premature ter-
mination of MRI scans is not uncommon. In a
recent study (n = 130), 25% of patients reported
moderate to severe anxiety during a first MRI
scan.”” Patients in this study also reported fear
being publicly observed having anxiety reac-
tions — ‘1 will lose control’ (p.1082). It there-
fore needs to be acknowledged that this
service may only have seen patients who felt
able to share their distress. Developing expertise
of HCPs in identifying anxiety and panic signals
1s crucial to prompting the use of an interven-
tion and/or referral for support.

Interventions

Radiotherapy procedures, such as mask making
and simulation, require continuous
cooperation; sedation is not always the easy or
acceptable option - it can make it harder for
clinical staff to discern ongoing consent. In
terms of cost-effectiveness, the work helped
avoid the use of sedation - requiring greater
supervision by staff and family, inability to drive
and even hospital admission for observation.
Early recognition of anxiety states can prompt
an intervention and so help prevent further dis-
tress, interrupted procedures, delays and
increase in staff time.

Without an appropriate intervention, the
cycle can repeats itself with every stressful pro-
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cedure reinforcing the inability of the patient
to gain a measure of control. These concerns
have been reported for radiotherapy patients
with short-term memory problems and early
stage dementia requiring radiotherapists to be
vigilant during procedures, observing cues and
repeating information and checking for under-
standing and consent.”® At the other end of
the age spectrum, effective play preparation
using behavioural rehearsal techniques, has
been used with children to minimize sedation/
anaesthesia need for radiotherapy procedures.”’

Luckett and colleagues® recently reviewed 9
studies evaluating interventions to help improve
psychological outcome for people with head
and neck cancers. Evidence for the interven-
tions was deemed limited by small numbers
and methodological problems. The recom-
mendation for future work is to target HNC
patients exhibiting clinical distress with therap-
ies integrated into standard care. This project,
although not a controlled trial, did attempt to
report retrospectively on interventions provided
in practice with distressed patients.

In our pilot, we largely provided a package of
interventions centring on the use of hypnother-
apy and relaxation techniques. The key compo-
nents of this package were the skilful use of
calming language, observing for cues and teach-
ing patients self-help techniques. The use of
helpful language and the avoidance of nega-
tively loaded wording has been investigated in
a 3-arm randomized trial (n = 159) during
radiological procedures by Lang and collea-
gues.”® Warning about negative outcomes and
undesirable experiences (e.g., little sting here
— sharp scratch) resulted in significantly greater


https://doi.org/10.1017/S1460396911000148

Calming panic states in the Mould Room and beyond: A pilot complementary therapy head and neck cancer service

pain and anxiety and sympathizing language
(e.g., sorry pronounced ‘sooory’ — it’s a bit ten-
der . . . ah) created greater anxiety compared to
a self-hypnotic relaxation technique. Clearly
this has implications for how HCP select
words/phrases for use before, during and after
medical procedures; this study can be a useful
starting point for a discussion on the therapeutic
use of language.

Hypnotherapy incorporating relaxation tech-
niques, similar to the approach taken with our
project was the focus of another randomized
controlled trial (n = 69) with radiotherapy
patients (prostate and breast) by Stalpers and
colleagues.”” While no statistical difference was
found for anxiety or quality of life, patients in
the hypnotherapy group reported significant
improvements in mental (p = <.05) and overall
(p = <.05) well-being using a quality of life
measure (SF-36). In our project, many patients
also received short treatments of massage,
reflexology and aromatherapy with the aim of
providing relaxation and comfort. These were
delivered within the department often in a quiet
corner or interview room and usually prior to a
radiotherapy treatment.

Smoking cessation

A behavioural model has been proposed by
Kendall-Tackett that links higher rates of smok-
ing and other non-helpful coping strategies
amongst adult surv1vors of childhood trauma
and sexual abuse/rape.” This correlation has
been confirmed b a telephone survey (n =
12,256) in France™’; this reported hlgher levels
of current smokmg amongst abuse survivors (p
< .001) and higher rates (1.8 times) of successful
quitting amongst non-sexually abused partici-
pants. It is well documented that HNC patients
are often heavy smokers, often live alone and
are especially vulnerable with reported lower
levels of health competence (e.g., seeking health
interventions early) and higher levels of health-
risk behaviours.>”' Providing support during
treatment for HNC can increase chances of
quitting, particularly as the smoker is meeting
frequently with health professionals who can
use the opportunity to promote smoking cessa-
tion services and stress the importance of quit-
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survival and

ting, assisting longer term
31,32

lessening side effects from treatment.

The project did provide an opportunity to
review and develop hypnotherapy-based inter-
ventions for patients experiencing procedure-
related anxiety and panic; this has implications
for future research and dissemination to other
radiotherapy centres. Currently, there is a pau-
city of research in this area of clinical practice
and limited guidance for training staff. It is
important to acknowledge that repeatedly wit-
nessing patients made anxious and frightened
by procedures and treatment can contribute to
staff ‘burnout’.” Lacovides et al suggest that staff
working in stressful clinical areas can acquire
higher anxiety levels, performance dlsorders
and even physical symptoms of stress.’ + Obser-
vations from this pilot service would suggest
there is a clinical need for further staft training.
Locally, the authors have provided in-service
training events focussed on the following areas
of practice:

e Wider awareness of radiotherapy procedures
and treatments as potential triggers to anxiety
and panic responses, which maybe linked to a
past traumatic event.

e Sensitive and skilful use of language in pro-
viding information about procedures to
patients and their carers

e Assisting radiotherapy staft to develop skills
with safe calming techniques, which include
reminding and reinforcing techniques taught
by the CALM team to patients

e Improving complementary therapists’ work-
ing knowledge of cancers, radiotherapy treat-
ments, safety issues and how they might assist
patients with smoking cessation.

The service described in this paper required
funding and the availability of complementary
therapists skilled in hypnotherapy and other
relaxation/massage interventions. The feedback
recorded indicates that the service made a differ-
ence and enabled greater compliance to treatment.

Limitations

As a retrospective evaluation, there was no
attempt to compare interventions for outcomes
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so these reported comments and observations
are subjective and anecdotal to the locality and
service. What is not known is how these
patients may have fared if the interventions
had not been available. On reviewing the draft
paper with the project team, it was acknowl-
edged that reinforcing and supporting techni-
ques and reminding/supporting patients with
smoking cessation, while done routinely, was
not always recorded. It also needs be acknowl-
edged that data was not collected from radio-
therapy/mould room staff. It is important to
acknowledge that radiotherapy staft may have
helped to reinforce and remind patients to util-
ize techniques taught by the complementary
therapists. Future research is needed to formally
evaluate complementary therapy interventions
in managing panic and anxiety related to radio-
therapy procedures, this includes the use of vali-
dated outcome measures and with attempts
made to control confounders.

CONCLUSION

Mask/mould making, simulation, verification
and daily radiotherapy treatments can trigger
acute anxiety and provoke panic for a signific-
ant number of patients with HNC. The service
was developed to assist patients to be ‘in con-
trol’ and ‘more at ease’ during procedures, to
be successful in completing treatment, and to
neutralize and/or prevent further trauma.
From a service delivery perspective it was essen-
tial not only to ensure safety and comfort but
also to avoid interrupting treatment, provoking
non-compliance and compromising service
capacity. The project has since grown from
strength to strength. This is the result of patient
demand for assistance and the radiotherapy,
mould room staft, HNC nurse specialists and
ward staff making referrals, sharing their expert-
ise with the complementary therapy team and
so safely growing this innovative service.
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