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Depressive symptoms are prevalent in cancer patients and are one of the most distressing symptoms in

this population. Although mental health professionals such as psychiatrists and psychologists are now

engaged in cancer care, the management of depressive symptoms in cancer patients needs further im-

provement. Peer support interventions (PSIs) in cancer care have attracted substantial attention and

have several advantages over support by medical professionals, potentially improving depressive symp-

toms in cancer patients. However, there may be some potential risks. Several strategies using PSIs have

been developed to improve depressive symptoms and have been evaluated in randomized controlled

trials. The strategies include education on stress management skills, promoting emotional support,

counseling on specific topics that are difficult to discuss with others, helping patients navigate the use

of resources, and promoting health-related behaviors to decrease depressive symptoms. In this paper,

we present recent findings on PSIs in cancer, focusing on randomized controlled trials.

(J Nippon Med Sch 2022; 89: 16―23)
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Introduction

Although there has been rapid progress in cancer treat-

ment in recent years, cancer continues to be a life-

threatening illness. It is not uncommon for cancer pa-

tients to experience heavy emotional burdens. Depressive

symptoms are prevalent in cancer patients and include

biological, medical, psychosocial, and spiritual aspects1.

They are associated with decreased quality of life (QOL),

decreased adherence to treatment, prolonged hospitaliza-

tion, increased severity of physical symptoms, decreased

life expectancy, and elevated suicide risk; thus, depres-

sive symptoms are clinically important1. Although mental

health professionals such as psychiatrists and psycholo-

gists are now engaged in cancer care, not all patients

with depressive symptoms receive treatment by these

medical professionals. Human resources providing ade-

quate professional care for depression in clinical settings

are insufficient2.

Peer support interventions (PSIs) have attracted sub-

stantial attention in recent years. They have the potential

to improve the mental health of patients, filling a need

that cannot be met by medical professionals alone in in-

creasingly complex cancer care.

PSIs are defined as interventions in which individuals

who have the same disease or condition get together, ex-

change information, share experiences, and encourage
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and help one another to overcome difficulties3,4. They

have been found to improve patients’ knowledge, atti-

tudes, beliefs, and perceptions regarding illness, and so-

cial health connections in patients with various medical

conditions5. PSIs are considered to have several advan-

tages over support by medical professionals. Unlike sup-

port by medical professionals, PSIs involve a unique

process that aims to improve many outcomes. The non-

hierarchical relationships of PSIs may promote reciprocal

support and a sense of community6. From the viewpoint

of social comparison theory, the interaction between peo-

ple who have the same illness is beneficial in general be-

cause comparison helps to establish a sense of normality7.

PSIs have emerged across the cancer care continuum as

an important strategy for addressing many barriers in

cancer prevention, early detection, treatment, and survi-

vorship8. While there are many types of PSIs in cancer

care, many of their effects remain unclear. Physicians

may also have several concerns about the potential risks

of PSIs, such as the provision of misinformation, encour-

aging unconventional therapies, the negative effects of

associating with the seriously ill, the cultivation of false

hope, and “doctor bashing”9―11. The aim of this article is

to present the findings of a narrative review on the ef-

fects of PSI on depressive symptoms in cancer patients,

focusing on randomized control trials (RCTs).

Classification of Peer Support Interventions

PSIs can be categorized according to their format (e.g.,

group intervention, dyadic intervention, or hybrid inter-

vention), their modality, and the role of peers in the in-

tervention. In a study by Ramchand et al., the role of

peers in intervention was categorized into five types:

peer counselor, peer educator, peer support, peer facilita-

tor, and peer case manager in chronic disease5. One inter-

vention program can include multiple roles of peers.

First, a peer counselor provides counseling to individuals

to meet their needs and to provide knowledge, guidance,

and specific tools to help achieve health and wellness.

Second, a peer educator delivers formal education or

training on a certain topic, utilizing a curriculum and ap-

proach that follow a protocol, without involving a thera-

peutic relationship. Third, peer support provides support

to individuals that is informal and unstructured. Fourth,

a peer facilitator mediates group interactions such as

group discussion and group-based activities that help in-

dividuals in setting and reaching goals together by creat-

ing or strengthening relationships among them. Fifth, a

peer case manager helps individuals in accessing or coor-

dinating health and social services, such as by managing

their activities within the intervention or referring them

to specific resources.

Peer-Based Strategies for Alleviating Depressive

Symptoms in Cancer Patients

Several strategies use PSIs to improve depressive symp-

toms. Their benefits have been evaluated in a few RCTs.

Table 1 indicate the characteristics of the studies of face-

to-face peer support interventions as below.

1. Education on Stress Management Skills by Trained

Peers

Education on stress management skills is one of the

strategies that peers use to intervene depressive symp-

toms in cancer patients. Previously, a translational peer-

delivered stress management program was developed by

Nápoles et al.12,13. It focused on cognitive-behavioral cop-

ing, skills training, coaching, and modeling for the active

management of stress and difficult emotions. The pro-

gram involved weekly 90-min modules that used visual

tools, hands-on exercises, and homework within the

scope of teaching and reinforcing stress management

concepts and skills. Peer educators participated in three

consecutive 8-h training sessions. The benefit of this pro-

gram in rural Latina breast cancer survivors was evalu-

ated in an RCT, and the results suggested that the pro-

gram improved stress management skills and anxiety, but

not depressive symptoms13.

2. Promoting Emotional Support

Another strategy to improve depressive symptoms is

to have trained peers provide emotional support. In an

RCT, Lee et al. evaluated the effectiveness of a program

that involved peer supporters for breast cancer survi-

vors14. Disease-free survivors of breast cancer who had

completed primary cancer therapy at least 1 year before

the program underwent training to become dyadic sup-

port partners. Each cancer patient and her support part-

ner met in person and/or over the telephone. The pro-

gram was found to improve patients’ self-efficacy in self-

management of breast cancer; however, it did not im-

prove anxiety, depressive symptoms, or mental adjust-

ment to cancer.

In another RCT, Weber et al. evaluated the benefit of a

dyadic peer support program for prostate cancer15. Long-

term survivors of prostate cancer underwent training to

become dyadic support partners. The intervention fo-

cused on providing a supportive environment for men

that facilitated discussion of problems that usually arise

after radical prostatectomy (e.g., emotional issues). How-
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ever, the researchers found no significant difference in so-

cial support between the intervention group and the con-

trol group. While a significant difference was found in

depressive symptoms between the two groups at 4

weeks, there was no significant difference at 8 weeks.

Mens et al. also conducted an RCT, finding that an inter-

vention consisting of peer support in a face-to-face group

format improved depressive symptoms in women who

had early- and late-stage breast cancer. The peer inter-

vention was also found to improve the participants’

sense of purpose in life, which mediated the improve-

ment in depressive symptoms16.

3. Counseling Focused on Specific Topics That Are

Difficult to Discuss with Others

Another peer counseling strategy focuses on specific

topics that are difficult to discuss with others. For exam-

ple, sexual dysfunction is one of the most difficult issues

for cancer patients to discuss with others and can be a

source of depressive symptoms. Several studies have

evaluated sexuality, which relates to marital satisfaction,

sexual function, intimacy with the spouse, masculine self-

esteem, sexual needs, and sexual self-confidence1,17―19.

In one RCT, Schover et al. evaluated a peer counseling

program to improve sexual function in breast cancer sur-

vivors. Over 3 months, peer counselors received training

that included lectures, reading, role-playing, research eth-

ics, and discussion on spirituality in counseling with a

chaplain. Intervention consisted of three sessions in

which participants used a detailed workbook. Each ses-

sion lasted 60-90 min, and was conducted at the partici-

pant’s home, in a counseling room, or a convenient com-

munity setting. The program was found to improve

knowledge of reproductive issues, emotional distress in-

cluding depressive symptoms, menopause symptoms,

and hot flashes20.

4. Navigating the Use of Resources

Another type of peer support program involves peer

navigators, where a peer plays the role of both facilitator

and case manager. The peer navigator provides emo-

tional support by active listening and helps patients lo-

cate community resources. Peer navigators are instructed

to avoid giving medical advice, avoid communicating

judgments on treatment protocols, and avoid imposing

personal agendas. They learn about treatments and side

effects from oncologists and/or oncology nurses who are

available to answer medical questions. This program was

evaluated in an RCT by Giese-Davis et al., and the re-

sults showed that while breast cancer-specific well-being

and marital interaction improved after the program,

there was no significant effect on depressive symptoms21.

5. Promoting Health-Related Behaviors to Decrease

Depressive Symptoms

Promoting health-related behaviors via PSIs is another

approach to improving depressive symptoms. By pro-

moting health-related behaviors, such as physical exercise

and dietary habits, depressive symptoms in cancer pa-

tients may be alleviated22,23.

Galvao et al. conducted an RCT to evaluate the effec-

tiveness of a peer-led multimodal intervention targeting

men with localized prostate cancer in order to increase

their participation in exercise24. The intervention con-

sisted of self-management materials and monthly group

peer support meetings via teleconference led by two peer

support volunteers over 6 months. Medical questions

were addressed by a specialist nurse counselor who was

available during the meetings. The results suggested that

the intervention led to a short-term increase in exercise

participation, but that it did not have any effect on over-

all improvements in depressive symptoms.

In another RCT, Yun et al. evaluated a health program

consisting of physical activity, changes in dietary habits,

and distress management in survivors of different types

of cancer, and focused on the potential benefits of leader-

ship and coaching25. While the intervention had no sig-

nificant effect in promoting physical exercise or changing

dietary habits in the participants, anxiety decreased and

QOL increased. There was no significant effect on depres-

sive symptoms25.

Non-Face-to-Face Modalities

Peer support programs can be categorized by modality:

one-on-one or group formats and face-to-face, via tele-

phone, or via the internet26. Many PSIs are delivered us-

ing multiple modalities8. Table 2 indicate the characteris-

tics of the studies of non-face-to-face peer support inter-

ventions as below.

1. Telephone Interventions

Crane-Okada et al. conducted RCT to evaluate the ef-

fect of counseling by trained peers via telephone after

breast surgery27. The results indicated that the interven-

tion had no significant effect on depression or anxiety,

but it had a significant effect on coping in older adults,

which was mediated by seeking instrumental support.

In another RCT, Gotay et al. evaluted the effect of

counseling by trained peers via telephone for managing

severe distress due to a first breast cancer recurrence28.

They found no significant difference in depressive symp-

toms. However, about 90% of the participants reported
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that they were satisfied with the intervention. About 20%

of the participants wanted more sessions. These findings

suggest that the participants perceived some benefit

other than improvement in depressive symptoms.

Schover et al. compared the telephone-based format of

the abovementioned peer counseling program with a

face-to-face format to improve sexual function in breast

cancer survivors. In the telephone-based format, the pro-

gram was found to improve knowledge of reproductive

issues29. However, in the same format, depressive symp-

toms worsened, while in the face-to-face format, depres-

sive symptoms improved29.

2. Web-Based Peer Support Group

The use of the Internet has been proposed as a way to

disseminate information at low cost and to implement

various intervention programs30. In addition, websites

that enable individuals to remain anonymous might be

preferred by cancer patients31. An online support group

enables patients to discuss their personal information

anonymously and to receive information, advice, and

emotional support. However, a meta-analysis demon-

strated that participants in online support groups, includ-

ing a group that followed a program with both a profes-

sional group leader and a peer group leader, showed no

significant improvement in depressive symptoms, anxi-

ety, or QOL compared with control groups32. In an RCT,

Salzer et al. evaluated the effects of an Internet peer sup-

port group that was unmoderated and unstructured. The

participants in this group tended to deteriorate over time

in terms of depressive symptoms and well-being33. There

were no differences in the secondary outcomes of per-

ceived social support, self-efficacy, or hope between this

group and the control group. However, women in the In-

ternet peer support group actively participated in the

program and reported that they were highly satisfied

with the program, suggesting that they perceived the in-

tervention as beneficial. A meta-analysis suggested that

non-face-to-face peer support interventions, such as those

conducted via telephone or online, are less effective than

face-to-face peer support interventions34.

Concluding Remarks

In this paper, we reviewed the evidence of PSIs in treat-

ing depressive symptoms. As described above, several

strategies use PSIs, but only a few have shown benefits

in improving depressive symptoms to date. Interestingly,

several RCTs have demonstrated the benefit of protective

factors in the treatment of depressive symptoms, such as

self-management skills12,13, self efficacy14, knowledge20, and

well-being21. In one meta-analysis, the effect of a peer-led

dyadic intervention for cancer patients34,35 demonstrated

moderate improvement in self-efficacy and a small im-

provement in coping, which are both protective factors

for depressive symptoms. Peer support may indirectly re-

duce or prevent depressive symptoms by increasing self-

efficacy and coping, or may be able to prevent clinical

distress such as depression and adjustment disorder in

cancer patients.

In some situations, however, non-face-to-face PSIs,

such as over the phone or via the Internet, can worsen

depressive symptoms. In particular, PSIs without training

for peers do not seem advisable. A few studies have

demonstrated the usefulness of peer training programs36,

but they can be harmful if adequate training is not pro-

vided. In addition, peers themselves are cancer survivors,

so peer training can have a considerable impact on them

as well. It is essential to develop an appropriate training

program for peers that includes support for themselves

as well.

Several RCTs have reported higher satisfaction in indi-

viduals participating in PSIs even without any significant

difference in outcomes measured, such as depression and

anxiety28,33. There may be other benefits to PSIs that have

not been assessed in previous studies. Further research is

warranted to elucidate the effect of PSIs in cancer pa-

tients.
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