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ABSTRACT

Long-term survival for adult patients with solid tu-
mours continues to increase. For some cancers, the
possibility of recurrence after a number of years is
extremely low, and the risk of death becomes similar to
that of the general population of the same sex and age.

During the Fifth European Conference on Sur-
vivors and Chronic Cancer Patients held in Siracusa,
Italy, June 2014, oncologists, general practitioners,
epidemiologists, cancer patients and survivors, and
patient advocates joined to discuss the possible use of
the term “cured” in reference to some adult patients
with solid tumours. The specific focus was the appro-
priateness of using the term in communicating with
cancer patients, survivors, and their families. Initial
results of the discussion, in concert with a review of
the published literature on the subject, were later fur-
ther discussed by all participants through electronic
communication. The resulting final statement aims to
suggest appropriate ways to use the word “cured” in
the clinical and communicative setting, to highlight
the potential impact of the word on patients, and to
open a critical discussion concerning this timely and
delicate matter.
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1. INTRODUCTION

Use of the term “cured” for some cancer patients is
being debated in view of the increasing survival rates
in some cancers! and the development of survivorship
care as an essential component of oncology?. The ap-
propriateness of using “cured” relates to the scientific

evidence, summarized later in this article, and to
individual and cultural differences in understanding
of and perception by cancer patients of terms such as
“chronic,” “survivor,” and “cured.” At the same time,
some oncologists prefer to use “long-term survivor”
instead of “cured,” in that, although patients prefer
“cure,” practitioners believe that saying “cure” is
impossible in some settings>.

In cancer patients, the risk for death from a
specific neoplasm is highest in the initial years after
diagnosis; it decreases progressively thereafter, until
a time at which the risk becomes negligible, and sur-
viving patients reach a life expectancy that matches
that of a sex- and age-matched general population*>.

Conditional relative survival-—the probability
of a patient surviving an additional 5 or 10 years
after already surviving a given number of years—is
a clinically relevant measure of long-term excess
mortality in a cohort of cancer patients®. Favourable
long-term survival has been reached in colorectal*%’
and invasive cervical cancer*’-®, with large stud-
ies consistently showing that, in comparison with
a general population, lack of excess mortality is
reached in approximately 8 years. For patients with
breast cancer, a small but significant excess mortal-
ity remains for up to 15 years after diagnosis’?, but
approximately half of all breast cancer patients will
not die from their cancer'®!! reaching a negligible
excess risk of death at approximately 20 years after
diagnosis. A similar pattern emerges from studies
of men living after a prostate cancer diagnosis*”-10.

Notably, 5-year survival is now more than 95%
for thyroid and testicular cancers among adult Ital-
ian cancer patients. For patients who experienced
those tumour types during 2000-2004, 10-year
survival reached approximately 90%'?, suggesting
very good prognosis and a long-term life expectancy

CURRENT ONCOLOGY—VOLUME 22, NUMBER 1, FEBRUARY 2015

Copyright © 2015 Multimed Inc. Following publication in Current Oncology, the full text of each article is available immediately and archived in PubMed Central (PMC).



TRALONGO et al.

similar to that of the sex- and age-matched general
population. In addition, the outlook for patients with
differentiated thyroid cancer is very optimistic: at 30
postoperative years, the cause-specific mortality rate
is only 1%, and the rate for tumour recurrence at any
site is less than 15%!3.

On the other hand, even if recurrences of germ-
cell tumours of the testis are rare, most relapses in
patients with germ-cell tumours occur within the first
2 years of treatment'4~1°, and no excess mortality has
emerged in population-based studies”!”. Increasing
survival is also expected for other cancer types as a
result of personalized treatments based on a better
understanding of the biology and potential response
to therapies of each individual cancer.

The statement that follows represents the out-
come of discussions involving clinicians, epidemiolo-
gists, and patients. The discussions occurred during,
and online after, the Fifth European Conference on
Survivors and Chronic Cancer Patients that was held
in Siracusa, Italy, June 7, 2014.

2. STATEMENT

1. The word “cured” refers to complete clinical
remission of a cancer, regardless of the pres-
ence or absence of late sequelae of treatments.
To correctly apply the word “cured,” the time
from the cancer diagnosis must be such that the
patient’s risk of death does not, because of cancer,
exceed that of a sex- and age-matched general
population. In other words, a cancer patient can
be defined as “cured” only when his or her life
expectancy is the same as that of a sex- and age-
matched general population.

2. The word “cured” cannot be used for all cancer
types, because cancer is a highly heterogeneous
group of diseases with variable biologic features,
clinical expressions, natural histories, responses
to treatment, and outcomes.

3. Atpresent, some cancers cannot and should never
be defined as “cured” because their stage is too
advanced; their cure rate, too low; or their risk
of recurrence, too high.

4. The biologic characterization of a tumour and its
site, stage, and disease-free interval are some of
the variables that influence the correct applicabil-
ity of word “cured,” given the conditions listed
in point 1.

5. When appropriate, the word “cured” can be used in
the clinical setting during the communication pro-
cess with patients and their families. As discussed
elsewhere in this paper, communication with in-
dividual patients and their families about cancer
as cured, in remission, or evolved into chronic
illness requires that clinicians develop and adopt
a novel conceptual framework for understanding
and explaining cancer in all its biologic, medical,
and psychosocial complexities?3. In the absence

of such a paradigm shift in communication, ar-
tificial dissonances among cancer patients could
potentially be created when only a very carefully
selected small group of patients are told that they
are cured. Further confusion could arise if the use
of “cured” during the communication process is
not paralleled with different prevention, screening,
and surveillance standards for the “cured” group.

6. Oncologists and family doctors are often
reluctant to use the word “cured.” As a conse-
quence, some cancer patients are dominated by
a deep sense of uncertainty about their future
and could worry excessively and ineffectively.
They might focus their attention solely on the
follow-up required for prevention or early di-
agnosis of a possible cancer relapse and tend to
underestimate the need to prevent and address
late effects of treatment, comorbidities, and
secondary cancer prevention.

7. By contrast with point 6, using the word “cured”
might help patients to better cope with the af-
termath of their illness at both the medical and
psychosocial levels. In the Italian culture (among
others), patients—having been told by their
oncologists that they are cured of the cancer for
which they have completed treatment and initial
follow-up—might be more willing to accept and
follow broad intervention programs focused on
restoring and maintaining general well-being
by modifying potentially negative lifestyles and
following screening recommendations for all
cancers and other common diseases.

8. Itis important to note that clinician-recommend-
ed follow-up cannot entirely be standardized or
divorced from each individual patient’s percep-
tions and consequent needs and demands. It is
therefore important to consider the pros and cons
of using the word “cured” according to each pa-
tient’s individual and cultural variables.

9. Finally, considering the many social implica-
tions of a cancer diagnosis, the use of the word
“cured” in certain societies and cultural con-
texts could facilitate the return of each cancer
patient to his or her relational and professional
life after cancer by reducing the risk of work
and insurance discrimination.

3. CONFLICT OF INTEREST DISCLOSURES

We have read and understood Current Oncology’s
policy on disclosing conflicts of interest and declare
that we have none.

4. REFERENCES

1. De Angelis R, Sant M, Coleman MP, ef al. on behalf of the
EUROCARE-5 Working Group. Cancer survival in Europe
19992007 by country and age: results of EUROCARE-5—a
population-based study. Lancet Oncol 2014;15:23-34.

CURRENT ONCOLOGY—VOLUME 22, NUMBER 1, FEBRUARY 2015

Copyright © 2015 Multimed Inc. Following publication in Current Oncology, the full text of each article is available immediately and archived in PubMed Central (PMC).



10.

11.

12.

16.

SIRACUSA CHARTER: USE OF THE WORD “CURED” FOR CANCER PATIENTS

Tralongo P, Annunziata MA, Santoro A, Tirelli U, Surbone
A. Beyond semantics: the need to better categorize patients
with cancer. J Clin Oncol 2013;31:2637-8.

Surbone A, Annunziata MA, Santoro A, Tirelli U, Tralongo
P. Cancer patients and survivors: changing words or changing
culture? Ann Oncol 2013;24:2468-71.

Baade PD, Youlden DR, Chambers SK. When do I know
I am cured? Using conditional estimates to provide better
information about cancer survival prospects. Med J Aust
2011;194:73-7. [Erratum in: Med J Aust 2011;194:376]
Ellison LF, Bryant H, Lockwood G, Shack L. Conditional
survival analyses across cancer sites. Health Rep 2011;22:21-5.
Janssen—Heijnen ML, Gondos A, Bray F, et al. Clinical rele-
vance of conditional survival of cancer patients in Europe: age-
specific analyses of 13 cancers. J Clin Oncol 2010;28:2520-8.
Smaéstuen M, Aagnes B, Johannesen TB, Mgller B, Bray F.
Long-term cancer survival: patterns and trends in Norway
1965-2007. Oslo, Norway: Cancer Registry of Norway; 2008.
[Available online at: http:/www.kreftregisteret.no/Global/
Publikasjoner%200g%?20rapporter/CIN2007_del2.pdf; cited
December 3, 2014]

Andrae B, Andersson TM, Lambert PC, ef al. Screening and
cervical cancer cure: population based cohort study. BMJ
2012;344:¢900.

Janssen—Heijnen ML, van Steenbergen LN, Voogd AC, et
al. Small but significant excess mortality compared with the
general population for long-term survivors of breast cancer
in the Netherlands. Ann Oncol 2014;25:64-8.

Francisci S, Capocaccia R, Grande E, ef al. on behalf of the
EUROCARE Working Group. The cure of cancer: a European
perspective. Eur J Cancer 2009;45:1067-79.

Woods LM, Rachet B, Lambert PC, Coleman MP. “Cure” from
breast cancer among two populations of women followed for
23 years after diagnosis. Ann Oncol 2009;20:1331-6.
AIRTUM Working Group. Italian cancer figures, report
2011. Survival of cancer patients in Italy. Epidemiol Prev
2011;35(suppl 3):1-200. [Original report downloadable from:
http://www.registri-tumori.it/cms/Rapp2011Indice; cited
November 24, 2014]

Hay ID. Management of patients with low-risk papillary
thyroid carcinoma. Endocr Pract 2007;13:521-33.

Carver BS, Motzer RJ, Kondagunta GV, Sogani PG, Sheinfeld
J. Late relapse of testicular germ cell tumors. Urol Oncol
2005;23:441-5.

Ehrlich Y, Rosenbaum E, Baniel J. Late relapse of testis cancer.
Curr Urol Rep 2013;14:518-24.

Daugaard G, Gundgaard MG, Mortensen MS, et al. Surveil-
lance for stage 1 nonseminoma testicular cancer: outcomes

17.

and long-term follow-up in a population-based cohort. J Clin
Oncol 2014;32:3817-23.

Dal Maso L, Guzzinati S, Buzzoni C, ef al. on behalf of the
ARTUM Working Group. Long-term survival, prevalence, and
cure of cancer: a population-based estimation for 818,902 Italian
patients and 26 cancer types. Ann Oncol 2014;25:2251-60.

Correspondence to: Paolo Tralongo, Medical On-
cology Unit, Umberto I Hospital, Via Testaferrata,
1 Siracusa, rRAO, Italy.

E-mail: tralongo(@raosr.it

%

*k

T

it

§§

#i#t

Siracusa, Italy (Tralongo: Medical Oncology
Unit, Umberto I Hospital, Rao; Madeddu: Medi-
cal Director, asp 8; Respini: Mareluce Onlus;
Spatola: Promuovere Onlus).

Aviano, Italy (Dal Maso: Epidemiology and
Biostatistics unit, cro—Ircss; Tirelli: Medical
Oncology Department, CRo—IRCSs; Bongiovanni:
Angolo Onlus).

New York, U.S.A. (Surbone: New York Uni-
versity; Sacchini: Breast Cancer Department,
Memorial Sloan Kettering Cancer Center).
Milano, Italy (Santoro: Medical Oncology De-
partment, Humanitas Cancer Center; Terenziani:
Fondazione Ircs Istituto Nazionale dei Tumorti).
Parma, Italy (Pinto: Medical Oncology Unit, Mag-
giore Hospital, Azienda Ospedaliero—Universitaria
di Parma).

Siena, Italy (Crispino: Oncology Department).
Taormina, Italy (Ferrau: Medical Oncology Unit,
S. Vincenzo Hospital; Panebianco: Surgery Unit,
S. Vincenzo Hospital).

Rovigo, Italy (Mandoliti: Radiotherapy Unit, S.
Maria della Misericordia).

Roma, Italy (Tonini, Santini: Medical Oncol-
ogy Unit, Campus Biomedico University; De
Lorenzo: ECpC).

Palermo, Italy (Russo: Medical Oncology Unit,
Policlinico University Hospital).

Messina, Italy (Pergolizzi: Radiotherapy Unit,
Messina University).

Edegem, Belgium (Rolfo, Peeters: Oncology
Department, University Hospital Antwerp, uza).

*%%* Catania, Italy (Di Raimondo: Hematology Unit,

Ferrarotto University Hospital).

1T Padova, Italy (Castoro: I0VE).

CURRENT ONCOLOGY—VOLUME 22, NUMBER 1, FEBRUARY 2015

Copyright © 2015 Multimed Inc. Following publication in Current Oncology, the full text of each article is available immediately and archived in PubMed Central (PMC).


http://www.kreftregisteret.no/Global/Publikasjoner%20og%20rapporter/CIN2007_del2.pdf
http://www.kreftregisteret.no/Global/Publikasjoner%20og%20rapporter/CIN2007_del2.pdf
http://www.registri-tumori.it/cms/Rapp2011Indice
mailto:tralongo@raosr.it

