
Advances in Psychotherapy –  
Evidence-Based Practice

D
eshield

s / K
ap

lan / R
ynar

Teresa L. Deshields
Jonathan L. Kaplan
Lauren Z. Rynar

Psychological 
Approaches to 
Cancer Care

Psychological A
pproaches to C

ancer C
are

46



This document is for personal use only. Reproduction or distribution is not permitted.
From T. L. Deshields, J. L. Kaplan, and L. Z. Rynar: Psychological Approaches to Cancer Care (ISBN 9781616765118) © 2023 Hogrefe Publishing.

Psychological Approaches to Cancer Care



This document is for personal use only. Reproduction or distribution is not permitted.
From T. L. Deshields, J. L. Kaplan, and L. Z. Rynar: Psychological Approaches to Cancer Care (ISBN 9781616765118) © 2023 Hogrefe Publishing.

Advances in Psychotherapy – Evidence-Based Practice

Series Editor
Danny Wedding, PhD, MPH, Professor Emeritus, University of Missouri–Saint Louis, MO

Associate Editors
Jonathan S. Comer, PhD, Professor of Psychology and Psychiatry, Director of Mental Health 

Interventions and Technology (MINT) Program, Center for Children and Families, Florida 
International University, Miami, FL

J. Kim Penberthy, PhD, ABPP, Professor of Psychiatry & Neurobehavioral Sciences, University of 
Virginia, Charlottesville, VA

Kenneth E. Freedland, PhD, Professor of Psychiatry and Psychology, Washington University 
School of Medicine, St. Louis, MO

Linda C. Sobell, PhD, ABPP, Professor, Center for Psychological Studies, Nova Southeastern 
University, Ft. Lauderdale, FL

The basic objective of this series is to provide therapists with practical, evidence-based treatment 
guidance for the most common disorders seen in clinical practice – and to do so in a reader-friendly 
manner. Each book in the series is both a compact “how-to” reference on a particular disorder for use 
by professional clinicians in their daily work and an ideal educational resource for students as well as 
for practice-oriented continuing education.

The most important feature of the books is that they are practical and easy to use: All are structured 
similarly and all provide a compact and easy-to-follow guide to all aspects that are relevant in real-life 
practice. Tables, boxed clinical “pearls,” marginal notes, and summary boxes assist orientation, while 
checklists provide tools for use in daily practice.

Continuing Education Credits

Psychologists and other healthcare providers may earn five continuing education credits for 
reading the books in the Advances in Psychotherapy series and taking a multiple-choice exam. This 
continuing education program is a partnership of Hogrefe Publishing and the National Register of 
Health Service Psychologists. Details are available at https://www.hogrefe.com/us/cenatreg

The National Register of Health Service Psychologists is approved by the American 
Psychological Association to sponsor continuing education for psychologists. The National 
Register maintains responsibility for this program and its content.

About the Authors

Teresa L. Deshields, PhD, ABPP, is the Director of Supportive Oncology at Rush University Cancer 
Center and a professor in the Departments of Medicine, and Psychiatry and Behavioral Sciences at 
Rush University Medical Center in Chicago. She is a clinical health psychologist, and her clinical 
practice is devoted to treating cancer patients and their family members, throughout the cancer 
continuum. Her research is focused on issues related to symptom burden and quality of life in cancer 
patients and survivors.

Jonathan L. Kaplan, MD, is an assistant professor in the Departments of Psychiatry and Behavioral 
Sciences and Medicine at Rush University Medical Center. He is the psychiatrist for the Rush 
University Cancer Center and a consultation–liaison psychiatrist at Rush University Medical Center. 
He specializes in the psychiatric treatment of medically complex patients including patients with 
cancer. His research interests include psycho-oncology and collaborative care psychiatry.

Lauren Z. Rynar, PhD, is an assistant professor in the Department of Psychiatry and Behavioral 
Sciences and a clinician in the supportive oncology program at the Rush University Cancer Center. 
She specializes in the psychological care of cancer patients, survivors, and caregivers. Her research 
interests include quality of life, coping styles, cancer-related distress, and models of supportive care 
delivery among cancer patients.



This document is for personal use only. Reproduction or distribution is not permitted.
From T. L. Deshields, J. L. Kaplan, and L. Z. Rynar: Psychological Approaches to Cancer Care (ISBN 9781616765118) © 2023 Hogrefe Publishing.

Advances in Psychotherapy – Evidence-Based Practice, Volume 46

Psychological 
Approaches to 
Cancer Care
Teresa L. Deshields
Jonathan L. Kaplan
Lauren Z. Rynar

Rush University Medical Center, Chicago, IL



This document is for personal use only. Reproduction or distribution is not permitted.
From T. L. Deshields, J. L. Kaplan, and L. Z. Rynar: Psychological Approaches to Cancer Care (ISBN 9781616765118) © 2023 Hogrefe Publishing.

Library of Congress of Congress Cataloging in Publication information for the print version of this book is available via  
the Library of Congress Marc Database under the Library of Congress Control Number 2022936270

Library and Archives Canada Cataloguing in Publication 
Title: Psychological approaches to cancer care / Teresa L. Deshields, Jonathan L. Kaplan, Lauren Z. Rynar.
Names: Deshields, Teresa L., author. | Kaplan, Jonathan L., author. | Rynar, Lauren Z., author.
Series: Advances in psychotherapy--evidence-based practice ; v. 46.
Description: Series statement: Advances in psychotherapy--evidence-based practice ; volume 46 | 
   Includes bibliographical references and index.
Identifiers: Canadiana (print) 20220219532 | Canadiana (ebook) 20220219567 | ISBN 9780889375116 
   (softcover) | ISBN 9781616765118 (PDF) | ISBN 9781613345115 (EPUB)
Subjects: LCSH: Cancer—Psychological aspects. | LCSH: Cancer—Patients—Care. | LCSH: Cancer—Patients—
   Mental health.
Classification: LCC RC262 .D47 2022 | DDC 616.99/40019—dc23

© 2023 by Hogrefe Publishing
www.hogrefe.com

The authors and publisher have made every effort to ensure that the information contained in this text is in accord with the current state 
of scientific knowledge, recommendations, and practice at the time of publication. In spite of this diligence, errors cannot be completely 
excluded. Also, due to changing regulations and continuing research, information may become outdated at any point. The authors and 
publisher disclaim any responsibility for any consequences which may follow from the use of information presented in this book.
Registered trademarks are not noted specifically as such in this publication. The use of descriptive names, registered names, and trademarks 
does not imply, even in the absence of a specific statement, that such names are exempt from the relevant protective laws and regulations 
and therefore free for general use.
Cover image: © Evgeny Belenkov – iStock.com

PUBLISHING OFFICES

USA: Hogrefe Publishing Corporation, 44 Merrimac St., Suite 207, Newburyport, MA 01950
Phone 978 255 3700; E-mail customersupport@hogrefe.com

EUROPE: Hogrefe Publishing GmbH, Merkelstr. 3, 37085 Göttingen, Germany
Phone +49 551 99950 0, Fax +49 551 99950 111; E-mail publishing@hogrefe.com

SALES & DISTRIBUTION

USA: Hogrefe Publishing, Customer Services Department,  
30 Amberwood Parkway, Ashland, OH 44805
Phone 800 228 3749, Fax 419 281 6883; E-mail customersupport@hogrefe.com

UK: Hogrefe Publishing, c/o Marston Book Services Ltd., 160 Eastern Ave.,  
Milton Park, Abingdon, OX14 4SB
Phone +44 1235 465577, Fax +44 1235 465556; E-mail direct.orders@marston.co.uk 

EUROPE: Hogrefe Publishing, Merkelstr. 3, 37085 Göttingen, Germany
Phone +49 551 99950 0, Fax +49 551 99950 111; E-mail publishing@hogrefe.com

OTHER OFFICES

CANADA: Hogrefe Publishing Corporation, 82 Laird Drive, East York, Ontario M4G 3V1

SWITZERLAND: Hogrefe Publishing, Länggass-Strasse 76, 3012 Bern

Copyright Information
The e-book, including all its individual chapters, is protected under international copyright law. The unauthorized use or distribution of 
copyrighted or proprietary content is illegal and could subject the purchaser to substantial damages. The user agrees to recognize and 
uphold the copyright.

License Agreement
The purchaser is granted a single, nontransferable license for the personal use of the e-book and all related files.
Making copies or printouts and storing a backup copy of the e-book on another device is permitted for private, personal use only.
Other than as stated in this License Agreement, you may not copy, print, modify, remove, delete, augment, add to, publish, transmit, sell, 
resell, create derivative works from, or in any way exploit any of the e-book’s content, in whole or in part, and you may not aid or permit 
others to do so. You shall not: (1) rent, assign, timeshare, distribute, or transfer all or part of the e-book or any rights granted by this License 
Agreement to any other person; (2) duplicate the e-book, except for reasonable backup copies; (3) remove any proprietary or copyright 
notices, digital watermarks, labels, or other marks from the e-book or its contents; (4) transfer or sublicense title to the e-book to any other 
party.
These conditions are also applicable to any audio or other files belonging to the e-book. Should the print edition of this book include 
electronic supplementary material then all this material (e.g., audio, video, pdf files) is also available in the e-book edition.
Format: PDF
ISBN 978-0-88937-511-6 (print) • ISBN 978-1-61676-511-8 (PDF) • ISBN 978-1-61334-511-5 (EPUB)
https://doi.org/10.1027/00511-000



This document is for personal use only. Reproduction or distribution is not permitted.
From T. L. Deshields, J. L. Kaplan, and L. Z. Rynar: Psychological Approaches to Cancer Care (ISBN 9781616765118) © 2023 Hogrefe Publishing.

Contents

1	 Description  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                       � 1
1.1	 Common Psychiatric Diagnoses in the Context of Cancer  . . . . .     � 2
1.1.1	 Major Depression  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                     � 2
1.1.2	 Adjustment Disorder  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                  � 2
1.1.3	 Anxiety Disorders   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                    � 2
1.2	 Other Psychiatric/Psychological Issues  . . . . . . . . . . . . . . . . . . . .                    � 3
1.2.1	 Severe Mental Illness and Cancer   . . . . . . . . . . . . . . . . . . . . . . . .                       � 3
1.2.2	 Distress   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                            � 3
1.2.3	 Fear of Recurrence   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                   � 3
1.3	 Epidemiology   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                       � 4
1.4	 Course and Prognosis   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                 � 4
1.4.1	 Vulnerable Periods   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                   � 4
1.4.2	 Trajectories of Psychological Distress   . . . . . . . . . . . . . . . . . . . .                    � 5
1.4.3	 Posttraumatic Growth   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                 � 5
1.4.4	 Survivorship   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                        � 6
1.5	 Differential Diagnosis   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                 � 6
1.6	 Comorbidities   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                       � 6
1.7	 Diagnostic Procedures and Documentation   . . . . . . . . . . . . . . . .                � 7
1.7.1	 Distress Screening   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                    � 7
1.7.2	 Symptom Assessment   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                 � 7
1.7.3	 Depression Assessment   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                � 8
1.7.4	 Anxiety Assessment   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                  � 8
1.7.5	 Quality of Life (QoL)   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                 � 8

2	 Theories and Models  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                              � 10
2.1	 Biopsychosocial Model of Cancer   . . . . . . . . . . . . . . . . . . . . . . .                       � 10
2.2	 Models of Cancer-Related Distress   . . . . . . . . . . . . . . . . . . . . . . .                      � 13
2.2.1	 Cancer-Related Distress as an Adjustment Disorder   . . . . . . . . .         � 13
2.2.2	 Self-Regulatory Model of Illness Behavior   . . . . . . . . . . . . . . . .                � 14
2.2.3	 Stressful Life Events and the Impact of Coping Style on  

Cancer-Related Distress   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                               � 15

3	 Diagnosis and Treatment Indications  . . . . . . . . . . . . . .              � 17
3.1	 Distress in Cancer   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                    � 17
3.2	 Adjustment Disorders   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                 � 18
3.3	 Major Depressive Disorder   . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                             � 20
3.4	 Anxiety Disorders   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                    � 21
3.4.1	 Generalized Anxiety Disorder (GAD)  . . . . . . . . . . . . . . . . . . . . .                     � 21
3.4.2	 Panic Disorder   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                       � 23
3.4.3	 Specific Phobias  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                      � 24
3.5	 Trauma-Related Disorders    . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                             � 24
3.5.1	 Acute Stress Disorder   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                 � 24
3.5.2	 Posttraumatic Stress Disorder  . . . . . . . . . . . . . . . . . . . . . . . . . . .                           � 25
3.6	 Cognitive Dysfunction Secondary to Cancer Treatment   . . . . . .      � 26



Psychological Approaches to Cancer Carevi

This document is for personal use only. Reproduction or distribution is not permitted.
From T. L. Deshields, J. L. Kaplan, and L. Z. Rynar: Psychological Approaches to Cancer Care (ISBN 9781616765118) © 2023 Hogrefe Publishing.

3.7	 Substance Use Disorders (SUD)  . . . . . . . . . . . . . . . . . . . . . . . . .                         � 28
3.8	 Vulnerable Populations   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                � 30

4	 Treatment  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                        � 32
4.1	 Methods of Treatment   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                 � 33
4.1.1	 Psychotherapy   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                       � 33
4.1.2	 Groups and Other Approaches   . . . . . . . . . . . . . . . . . . . . . . . . . .                          � 37
4.1.3	 Medications  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                         � 38
4.1.4	 Future Directions  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                     � 50
4.2	 Effectiveness of Treatments  . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                             � 53
4.2.1	 Psychosocial Interventions   . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                             � 53
4.2.2	 Psychotropic Medications   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                              � 53
4.3	 Challenges in Delivering Treatment   . . . . . . . . . . . . . . . . . . . . . .                      � 55
4.3.1	 Access Concerns for Treatment  . . . . . . . . . . . . . . . . . . . . . . . . . .                          � 55
4.3.2	 Presence of Family/Caretakers   . . . . . . . . . . . . . . . . . . . . . . . . . .                          � 56
4.3.3	 High Burden of Disease   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                               � 57
4.3.4	 The Therapist’s Personal Experience With Cancer   . . . . . . . . . . .          � 57
4.3.5	 Burnout/Compassion Fatigue   . . . . . . . . . . . . . . . . . . . . . . . . . . .                           � 57
4.3.6	 End-of-Life Care  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                     � 58
4.4	 Multicultural Issues  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                   � 58
4.4.1	 Diversity Issues  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                      � 58
4.4.2	 Religious Beliefs and Decision-Making About Treatment  . . . . .     � 59

5	 Case Vignettes  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                    � 60
5.1	 Case Vignette 1: Ms. R.  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                � 60
5.2	 Case Vignette 2: Mr. J.   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                � 63

6	 Further Reading  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                  � 66

7	 References  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .� 67

8	 Appendix: Tools and Resources  . . . . . . . . . . . . . . . . . . . .                    � 78



This document is for personal use only. Reproduction or distribution is not permitted.
From T. L. Deshields, J. L. Kaplan, and L. Z. Rynar: Psychological Approaches to Cancer Care (ISBN 9781616765118) © 2023 Hogrefe Publishing.

1
Description

Many people think of cancer as a single disease, with multiple possible sites 
of impact. In truth, cancer is a family of disorders with varying degrees of 
severity, prognosis, life disruption, impact on appearance, etc. There are other 
common misunderstandings, or myths, about cancer and its treatment. These 
are reviewed in Appendix 1. Treatment can be acute and time-limited, or it can 
be chronic and lifelong. The length of survivorship after a cancer diagnosis is 
widely variable, including some patients who will live with the disease and 
some who will be cured. Of course, the impact of cancer on any individual’s 
mental health and quality of life is also greatly variable. There is also growing 
recognition of the impact of a cancer diagnosis on the family caregivers of the 
person with the diagnosis.

While cancer remains the second leading cause of death in the US, the 
death rate associated with cancer dropped every year between 1999 and 2019 
(Centers for Disease Control and Prevention (CDC), 2021). This is generally 
attributed to decreases in cigarette smoking, increased utilization of cancer 
screening tests, and advances in cancer treatment. As death rates have dropped, 
there are increasing numbers of cancer survivors and longer periods of survi-
vorship.

Psycho-oncology is a subspecialty in oncology, focused on the psycho-
social impact of cancer on patients at all stages of the disease, on their fami-
lies, as well as on individuals determined to be at increased risk for cancer. 
Psychosocial care in oncology is most typically provided by psychologists, 
social workers, nurses, and physicians, but it can also be provided by chap-
lains, patient navigators, and counselors (Deshields et al., 2013). For the psy-
chosocial clinician, it can be difficult to learn the “language” of cancer care. 
Basic cancer terms are defined in Appendix 2.

While psycho-oncology clinicians often address psychiatric disorders, 
they also have occasion to provide care for those suffering from cancer with 
subclinical coping difficulties. Some appropriate targets for intervention may 
not rise to the level of a disorder, such as questions about how to communi-
cate about the cancer diagnosis at work or with children, or dealing with hair 
loss, or concerns about sexuality after cancer treatment. We provide strate-
gies that can be used in the context of clinical disorders or the context of 
coping challenges. Some clinicians may be working in settings where there 
is no concern about billing, but in those settings where billing is a concern, 
health and behavior codes may be appropriate for patients without a psychi-
atric diagnosis. Some patients may be willing to self-pay for psychosocial 
services.

Although cancer 
rates are declining 
year by year, cancer 
is still the second 
leading cause of 
death in the United 
States

Psycho-oncology  
is a subspecialty of 
oncology, focused 
on the psychosocial 
impact of cancer on 
patients and their 
families
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1.1	 Common Psychiatric Diagnoses in the Context 
of Cancer

1.1.1	 Major Depression

The prevalence of major depression in the oncology population is estimated to 
range up to 24% (Krebber et al., 2014). There can be overlap among the veg-
etative symptoms of depression (change in appetite, weight gain or loss, aner-
gia, and change in sleep whether insomnia or excessive sleep) and symptoms 
of cancer or side effects of treatment. There can also be overlap among the 
cognitive/emotional symptoms of depression (feelings of guilt, concentration 
difficulties, thoughts of death) and reactions to cancer or to cancer treatment. 
Because anhedonia is one of the diagnostic criteria for depression and is not a 
side effect of cancer treatment, it may help the clinician to distinguish major 
depression from a general reaction to cancer.

1.1.2	 Adjustment Disorder

Adjustment Disorder may be present in up to 19% of patients in this popula-
tion (van Beek et al., 2019). Adjustment Disorder is most commonly further 
defined by “with depression,” “with anxiety,” or “with mixed anxiety and 
depression.” While Adjustment Disorder may be hard to distinguish from 
distress (described below), the diagnosis requires impairment in functioning.

1.1.3	 Anxiety Disorders

The prevalence of anxiety disorders in patients with cancer is estimated to be 
around 11% (Mehnert et al., 2014). Several types of anxiety disorders are more 
likely to be problematic in the cancer setting.

Generalized Anxiety Disorder (GAD)
GAD is characterized by persistent and pervasive worry. There is much to 
worry about in the cancer setting, including upcoming scans, the efficacy of 
treatment, the possibility of recurrence or progression of the disease, and the 
probability of death. Learning how to manage anxiety/worry is an important 
skill for those diagnosed with cancer and is addressed later.

Obsessive-Compulsive Disorder
In the cancer setting, obsessive concern about exposure to germs can become 
an issue, particularly for immunocompromised patients. Compulsive self-
examination for the presence or progression of tumors can lead to irritation of 
relevant parts of the body, and the resulting swelling or tenderness can increase 
anxiety.

The prevalence of 
major depression 

in the oncology 
population is 

estimated to be up 
to 24%

Adjustment disorder 
may be present in up 

to 19% of patients 
with cancer

The prevalence of 
anxiety disorders in 

patients with cancer 
is 11%
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2
Theories and Models

Psycho-oncology is a relatively young field. Dr. Jimmie Holland, the founding 
mother of psycho-oncology, established the first psychiatry clinical service in 
a cancer center, at Memorial Sloan-Kettering, in 1977. She was also involved 
in the founding of the International Psycho-Oncology Society in 1984 and 
the American Psychosocial Oncology Society in 1986. She published the first 
textbook Psycho-Oncology in 1989 and established the first journal devoted 
to the topic in 1992. Dr. Holland led the inaugural Distress Management 
Panel of the National Comprehensive Cancer Network in 1997; and this panel 
produced the first distress management guidelines in 1999. While relatively 
young, the field of psycho-oncology builds on traditions established in the 
fields of health psychology/behavioral medicine and consultation–liaison 
psychiatry.

2.1	 Biopsychosocial Model of Cancer 

Discourse on cancer care has long incorporated psychological factors. 
Beginning in the 1800s and extending into the early 20th century, the 
psychology of cancer largely centered on issues of fear, guilt, and shame, 
owing to a combination of stigmatization and fatalism (Fabrega, 1990). 
Cancer and the associated symptoms – both physical and emotional – were 
typically not discussed with patients to avoid contributing to a pervasive 
sense of hopelessness. Psychological dysfunction was viewed only as a 
consequence of cancer, rather than a factor impacting clinical course and 
care. For example, a survey of physicians published in 1961 indicated that 
only 10% would tell their patients about a terminal cancer diagnosis (Oken, 
1961). Overwhelming fatalism about a cancer diagnosis relegated care of 
cancer patients to religious groups, and providers and family members 
were discouraged from disclosing a cancer diagnosis to affected patients to 
maintain hope and minimize emotional distress (Holland, 2010). The survey 
about communication preferences was repeated in 1977, and a major cultural 
shift was highlighted, with 97% of physicians at that time favoring telling a 
patient about their cancer diagnosis. The dramatic reversal was thought to be 
attributable to updates in medical school and hospital training, more clinical 
experience with cancer, improvements in cancer treatments, an increase in 
public awareness, and more personal experiences with cancer (Novack et 
al., 1979). The patient rights movement of the 1970s also helped to spur this 
change (Annas, 2017).

Prior to the 1970s, 
many physicians 

avoided informing 
patients of their 

cancer diagnoses.
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2.2	 Models of Cancer-Related Distress 

Distress in the cancer setting extends along a continuum, ranging from com-
mon, normal feelings of vulnerability, sadness, and fear to problems that can 
become disabling, such as depression, anxiety, panic, social isolation, and 
existential and spiritual crisis. In the Distress Management Guidelines, the 
NCCN (2021) also describes distress as arising from a combination of patient-
level characteristics and periods of increased vulnerability (see Table 1). 

The following sections offer an overview of models for the development of 
cancer-related distress.

2.2.1	 Cancer-Related Distress as an Adjustment Disorder 

Li et al. (2010) offer a model of cancer-related distress as adjustment-related 
challenges which exist on a continuum from a normal stress response to an 
adjustment disorder. Consistent with the Diagnostic and Statistical Manual of 
Mental Disorders (American Psychiatric Association (APA), 2013) definition 

Distress exists on 
a continuum from 
common feelings of 
sadness and fear to 
depression, anxiety, 
social isolation,  
and existential/
spiritual crisis

Table 1 
Risk Factors for Distress and Periods of Increased Vulnerability Contribute to the 
Development of Cancer-Related Distress

Risk factors for distress Periods of increased vulnerability

•	 History of psychiatric disorder or 
SUD

•	 History of depression/suicide 
attempt

•	 Cognitive impairment
•	 Communication barriers
•	 Severe comorbid illness
•	 Social issues:

	– Family/caregiver conflicts
	– Inadequate social support
	– Living alone
	– Financial problems
	– Limited access to medical care
	– Young or dependent children
	– Younger age
	– History of abuse

•	 Spiritual/religious concerns
•	 Uncontrolled symptoms
•	 Cancer type associated with risk of 

depression
•	 Diagnostic delay
•	 Higher levels of preoperative anxi-

ety and postoperative pain
•	 Difficulty tolerating uncertainty

•	 Finding a suspicious symptom
•	 During diagnostic workup
•	 Finding out the diagnosis
•	 Learning about genetic/familial 

cancer risk
•	 Awaiting treatment
•	 Change in treatment modality
•	 Significant treatment-related 

complications
•	 End of treatment
•	 Admission to/discharge from 

hospital
•	 Transition to survivorship
•	 Surveillance
•	 Treatment failure
•	 Recurrence/progression
•	 Advanced cancer
•	 End of life

Adapted from National Comprehensive Cancer Network (NCCN), 2021.

Cancer-related 
distress has been 
conceptualized as an 
adjustment disorder
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3
Diagnosis and Treatment Indications

3.1	 Distress in Cancer 

Distress is associated with reduced adherence to treatment, increased frequen-
cy of medical encounters (acute care, emergency room, office visits), increased 
length of hospital stays, poorer QoL, and reduced survival (NCCN, 2021). The 
etiology of distress in cancer is multifactorial and related to the significant life 
changes associated with a serious illness. Many patients experience changes 
to employment causing financial, familial, and housing distress. Other patients 
experience significant physical complications of their disease as well as side 
effects and long-term sequelae of cancer treatment. These symptoms can occur 
at any time during the cancer continuum, including upon diagnosis, during the 
planning and initiation of cancer treatment, during adjustments to the treat-
ment plan, and during remission and survivorship.

The CoC accreditation standard is very general and leaves much room for 
institutional decision-making about screening. The American Psychosocial 
Oncology Society (APOS), the Association of Oncology Social Workers 
(AOSW), and the Oncology Nursing Society (ONS) published a joint consen-
sus on guidelines for distress screening and distress management (Pirl et al., 
2014). The consensus statement included these recommendations:

1.	 A universal definition of distress among CoC-accredited programs. The 
organizations favored the NCCN definition of distress.

2.	 Validated instruments for distress screening, using published threshold 
values and ranges.

3.	 Screening instruments that are broadly focused rather than unidimen-
sional.

4.	 Repeated screening versus one-time only.
5.	 Timely review of screening results.
6.	 For positive screens, identification of the cause of distress and triage to 

an appropriate clinician.
Several tools can be utilized for distress screening. The NCCN Distress 

Thermometer (DT) and Problem List (PL) (NCCN, 2021) is the most widely 
used brief general screening tool. The most common cutoff score for a positive 
screen is a score of 4 or more on the DT; the PL can provide additional infor-
mation about contributors to a patient’s distress, but a more detailed assess-
ment may be needed to triage a patient to relevant resources. One example of 
a comprehensive distress screener is the Coleman Foundation Supportive Care 
Screening Tool. Other potential screening tools are mentioned below. Once 
distress has been identified, a variety of psychosocial interventions has proved 
efficacious in relieving distress and improving QoL.
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plete cessation of the relevant substance. Yet, the patient may have their own 
preferences about their current use and may not completely agree with recom-
mendations to limit or stop use. In these instances, motivational interviewing 
is an evidence-based approach to evaluate the patient’s interest in addressing 
the problem and to promote the consideration of behavior change (Smedslund 
et al. 2011).

3.8	 Vulnerable Populations 

Lower socioeconomic status has been associated with higher rates of distress 
primarily driven by financial distress (Meeker et al., 2016). Financial difficul-
ties is often exacerbated because of limitations on a patient’s ability to work 
while going through treatment. Many individuals do not have eligibility for 
short or long-term disability benefits through their employer; therefore, the 
inability to work can drastically reduce income, causing problems with hous-
ing, utilities, food, and transportation.

Patients with cancer living in rural settings have greater disparities in the 
incidence of cancer, and in access to cancer diagnostics and cancer treatment, 
all of which likely explain poorer rates of survival (Atkins et al., 2017; Paskett 
et al., 2020). These disparities can arise because of a lack of access to the 
healthcare system or greater distance of travel to obtain subspecialty screening 
and treatment. Providing distress assessment and psychosocial treatments via 
telehealth (including telephone-based services) can reduce barriers to needed 
support. Telehealth became more widely available with the COVID-19 pan-
demic.

Individuals with pre-existing psychiatric diagnoses have worse overall 
survival and worse prognosis in the context of cancer, due in part to their 
decreased likelihood of getting timely cancer care consistent with established 
clinical guidelines (Kisely et al., 2013; Paredes et al., 2021). In fact, those 
diagnosed with schizophrenia have increased mortality from breast, colorec-
tal, and lung cancer (Kisely et al., 2013). The intake interview should include 
questions about history of mental-health diagnoses or active mental-health 
symptoms. When possible, patients with such a history can be referred to 
specialty care. Some settings may present scant resources for mental-health 
treatment, in which case distress screening proves less useful; however, with 
increasing awareness of the problems that patients with cancer face, more 
resources are becoming available.

Adolescents and Young Adults (AYAs)
The psychosocial needs of AYAs are often fundamentally different from those 
of older patients and pediatric patients. The combination of typical develop-
mental transitions in early adulthood and the physical and emotional impact 
of cancer can place AYAs at heightened risk for cancer-related distress. In 
particular, processes of separation/individuation can be disrupted in families 
dealing with cancer in an adolescent or young adult. AYA patients can also 
experience significantly longer periods of survivorship than other groups, 
again pointing to the need for psychosocial support and intervention across the 

Lower socioeconomic 
status, rural setting, 

and pre-existing 
psychiatric diagnosis 
contribute to health 

disparities

Historically, patients 
with pre-existing 

psychiatric diagnoses 
have had worse 

cancer outcomes

AYAs are confronted 
with unique issues 

because of their 
developmental stage 

and their extended 
cancer survivorship
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utilization of medical services (Kisely et al., 2013; Paredes et al., 2021). 
Collaborative care has been shown to improve each of these outcomes while 
reducing the wait time for access to mental-health treatment.

4.2	 Effectiveness of Treatments

4.2.1	 Psychosocial Interventions 

A recent review of online interventions for individuals who had completed 
treatment for cancer demonstrated that CBT was the most common interven-
tion utilized (Willems et al., 2020). CBT interventions were beneficial in terms 
of decreased fear of cancer recurrence, decreased insomnia, improved sleep 
quality, and decreased memory difficulties. Online interventions were deter-
mined to be accessible and acceptable to cancer survivors.

In a meta-analysis of mindfulness interventions with cancer patients, evi-
dence was found for improvements in QoL, anxiety, depression, and some 
physical symptoms (fatigue, sleep) (Haller at al., 2017). In another review 
of studies with cancer patients, use of acceptance and commitment therapy 
was found to be associated with better mood and QoL (González-Fernández 
& Fernández-Rodríguez, 2019). Finally, in a review of interventions with 
colorectal cancer patients, emotional expression, progressive muscle relax-
ation training, and interventions focused on self-efficacy demonstrated a sig-
nificant positive impact on mental health (Mosher et al., 2017).

A recent review of psychosocial interventions for patients with advanced 
cancer included these interventions: CBT, meaning-centered therapy, dignity 
therapy, supportive counseling, psychoeducation, and integrative therapies 
(e.g., music, writing) (Teo et al., 2019). CBT was determined to benefit QoL, 
relevant symptoms (pain, fatigue, shortness of breath), and self-efficacy. 
Meaning-centered therapies were also found to be effective, with benefits in 
QoL and spiritual well-being. Dignity therapy was found to be effective in 
terms of decreased distress.

4.2.2	 Psychotropic Medications 

With all psychiatric medications, the goal of treatment is full remission of 
symptoms. Not all patients, however, achieve full remission, therefore ongoing 
assessment and management are required.

Effectiveness of Antidepressants for Depression
In the general population, antidepressants significantly improve depressive 
symptoms of major depressive disorder compared to placebo as early as 
4 weeks after treatment initiation (Cipriani et al., 2011). Treatment response 
rates to a single antidepressant (measured as a 50% reduction in depressive 
symptoms on validated scales) are estimated to be as high as 60% by 12 weeks 
compared to a 41% response rate for placebo (Cipriani et al.). When a patient 
has a clinical response to an antidepressant, they demonstrate a reduction in 

Antidepressants are 
effective in reducing 
overall severity 
of depression 
symptoms
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8
Appendix: Tools and Resources

The materials reproduced on the following pages can also be downloaded 
free of charge from the Hogrefe website after registration.

Appendix 1: ASCO Answers: Myths & Facts About Cancer
Appendix 2: Basic Cancer Terms
Appendix 3: NCCN Distress Thermometer and Problem List
Appendix 4: Patient Screening Questions for Supportive Care
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See p. 78 for instructions on how to obtain the PDF.

Appendix 1: ASCO Answers: Myths & Facts About Cancer
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ASCO Answers: Myths & Facts About Cancer

There is a lot of information about cancer available, but some of it is misleading or wrong. Here are the facts behind some of 
the most common cancer myths and misconceptions. Your health care team is also a good resource if you have any questions 
about the accuracy of anything you hear or read.

MYTH: Cancer is contagious.

FACT: Cancer is not contagious. However, some cancers are caused by viruses and bacteria that can be spread from per-
son to person. Certain types of the human papillomavirus (HPV) have been known to cause cervical, anal, and some kinds 
of head and neck cancers. Hepatitis B and hepatitis C are viruses that increase the risk of developing liver cancer. Bacteria 
like H. pylori can cause stomach cancer. It is important to remember that while the viruses and bacteria that cause some 
cancers can be spread from person to person, the cancers they cause cannot be spread from person to person.

MYTH: If you have a family history of cancer, you will get it too.

FACT: Although having a family history of cancer increases your risk of developing the disease, it is not a complete predic-
tion of your future health. An estimated 4 out of 10 cancers can be prevented by making simple lifestyle changes, such as 
forming healthy eating habits, maintaining a healthy weight, exercising, limiting alcoholic beverages, practicing sun safety, 
and avoiding tobacco products. If you have inherited certain cancer genes that put you at high risk for cancer, your doctor 
may recommend surgery or medications to reduce the chance that cancer will develop.

MYTH: Cancer thrives on sugar.

FACT: There is no conclusive evidence that proves eating sugar will make cancer grow and spread more quickly. All 
cells in the body, both healthy cells and cancer cells, depend on sugar to grow and function. However, there is no proof 
that eating sugar will speed up the growth of cancer or that cutting out sugar completely will slow down its growth. This 
doesn’t mean you should eat a high-sugar diet, though. Consuming too many calories from sugar has been linked to weight 
gain, obesity, and diabetes, which increase the risk of developing cancer and other health problems.

MYTH: Cancer treatment is usually worse than the disease.

FACT: Although cancer treatments, such as chemotherapy and radiation therapy, can cause unpleasant and sometimes 
serious side effects, recent advances have resulted in many drugs and radiation treatments that have more manageable 
side effects. As a result, symptoms like severe nausea and vomiting, hair loss, and tissue damage are much less common. 
However, managing side effects, also called supportive care or palliative care, remains an important part of cancer care. 
Supportive care can help a person feel more comfortable at any stage of illness. People who receive treatment for cancer and 
treatment to ease side effects at the same time often have less severe symptoms, better quality of life, and report that they 
are more satisfied with treatment.

MYTH: It is easier to remain unaware you have cancer.

FACT: You should not ignore the symptoms or signs of cancer, such as a breast lump or an abnormal-looking mole. 
Although the thought of having cancer is frightening, talking with your doctor and getting a diagnosis will give you the 
power to make informed choices and seek the best possible care. Because treatment is usually more effective during the 
early stages of cancer, an early diagnosis often improves a person’s chance of survival.

MYTH: My attitude will have an effect on my cancer.

FACT: There is no scientific evidence that a positive attitude will prevent cancer, help people with cancer live longer, or keep 
cancer from coming back. However, things that promote positive thinking, such as relaxation techniques, support groups, 
and a support network of family and friends, may improve a person’s quality of life and outlook. It is important to remember 
that placing such an importance on attitude may lead to unnecessary guilt and disappointment if, for reasons beyond your 
control, your health does not improve.
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