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Abstract
Objectives—The prevalence of both negative (distress) and positive responses (growth, well-
being) to the cancer experience is examined and difficulties in establishing the prevalence of these
responses discussed. A conceptual framework for understanding factors associated with
psychological health in cancer survivors is presented. Finally, strategies for promoting
psychological health in cancer survivors are examined.

Data Sources—Review of the literature.

Conclusions—Psychological health in cancer survivors is defined by the presence or absence of
distress as well as the presence or absence of positive well-being and psychological growth.
Furthermore, psychological health in cancer survivors is determined by the balance between two
classes of factors: the stress and burden posed by the cancer experience and the resources available
for coping with this stress and burden.

Implications for nursing practice—In general, promotion of psychological health is based
upon the prevention or treatment of distress as well as the encouragement of growth and well-
being. Periodic screening for psychological distress across the cancer trajectory is critical to
appropriate management of distress.

Introduction: Psychological Health in Cancer Survivors
A range of physical, social, psychological, and existential stressors are associated with
cancer diagnosis and treatment. These multiple and often chronic stressors can cause cancer
patients and survivors to experience considerable distress. Distress is a generic term that
encompasses a variety of psychological responses including depression, sadness, anxiety,
fear, worry, anger, or panic. The experience of distress in the immediate aftermath of a
cancer diagnosis is not unexpected. Nor is it surprising that cancer patients may experience
distress while undergoing treatment for their disease. Less well recognized, however, is the
potential for cancer survivors to experience distress attributable to their cancer experience
long after completion of primary cancer treatment and indeed across the survivorship
trajectory.

Consistent with a view that good health encompasses more than simply the absence of
disease, psychological health in cancer survivors encompasses more than simply the
presence or absence of distress. Rather, understanding of the psychological health of cancer
survivors requires consideration of the potential for survivors to also manifest psychological
responses associated with enhanced psychological adjustment and well-being. In other
words, psychological health in cancer survivors is determined by both the presence or
absence of distress as well as the presence or absence of a variety of positive psychological
responses often subsumed under the concept of “posttraumatic growth” [1-3]. These positive
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psychological responses include such things as enhanced self-esteem, greater life
appreciation and meaning, heightened spirituality, benefit-finding, or greater feelings of
peacefulness and purposefulness. Interestingly, some evidence suggests that distress and
growth are not mutually exclusive. Rather, elements of both positive (growth, well-being)
and negative (distress) psychological adjustment can be experienced concurrently by cancer
survivors [2].

The remainder of this paper will be devoted to discussion of the psychological health of
cancer survivors. We will focus upon both negative (distress) and positive (growth, well-
being) psychological responses evidenced by cancer survivors. We will address the
prevalence of specific psychological responses that can be important determinants of the
psychological health of cancer survivors, offer a framework for understanding “risk” factors
for these responses, and discuss the promotion of psychological health in cancer survivors.
Due to space limitations, our discussion will necessarily be an overview rather than an in
depth treatment of these topics. Furthermore, our discussion of psychological health in
cancer survivors will focus upon psychological responses and consequently we will not
focus upon other late or long term effects often present in cancer survivors including sexual
dysfunction, sleep disturbance, fatigue, or cognitive impairment. However, these are
important phenomena associated with the cancer experience and their presence or absence
can certainly influence the psychological health of cancer survivors.

When considering the psychological health of cancer survivors, the research literature has
typically emphasized the potential for depression and anxiety. The prevalence of depression
in individuals with cancer has been estimated to range from 0% to 58% [4-5]. The
prevalence of anxiety disorders has been estimated to be 6% to 23% [6]. The wide range
represented by these estimates reflects the difficulties involved in identifying the prevalence
of specific psychological responses associated with the cancer experience. Foremost among
these difficulties is the lack of consensus about how to define when a particular response is
present or absent. In order to identify cases of depression or anxiety in cancer survivors
some studies employ formal psychiatric diagnostic criteria, others use cut-off scores on a
questionnaire, while others might use a survivor’s response to a single item or question.
Thus, the presence or absence of “depression” or “anxiety” in cancer survivors is defined in
a variety of ways. Wide variability across research studies in prevalence estimates for
depression and anxiety also stems from wide variability in the case mix present both within
and across study samples. Risk for depression or anxiety in a cancer survivor likely varies as
a function of type of cancer diagnosis, disease stage at diagnosis, type of treatment received,
age, race and ethnicity, gender, and time point in the survivorship trajectory when these
responses are assessed. Variability in these factors across studies limits contributes to the
wide range of prevalence estimates for depression and anxiety found in the literature.

The difficulties associated with identifying precise prevalence estimates for depression and
anxiety in cancer survivors are equally present when positive psychological responses
(growth, well-being) are considered. The lack of consensus regarding how to define or
measure the presence or absence of these positive psychological responses is particularly
pronounced. The absence of an appropriate taxonomy and set of definitional criteria make it
impossible to estimate the prevalence of positive psychological responses, such as enhanced
self-esteem or self-efficacy, greater sense of meaning in life, etc. in cancer survivors.
Consequently, we know positive psychological responses are present in cancer survivors but
really have no good idea of their prevalence and associated factors. Clearly, there is much
research opportunity in this area. For the field to advance, however, there will need to be
greater consensus regarding how to define and measure specific positive psychological
responses.
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While depression and anxiety have served as the focus of research examining negative
psychological responses in cancer survivors, other types of distress have received attention
of late. Many disease-free cancer survivors experience some degree of anxiety over the
possibility of a cancer recurrence [7]. If persistent and severe, such fears can be distressing
and can negatively impact quality of life. While self-report inventories have been developed
to measure fear of recurrence [8], there is no agreement regarding how much fear of
recurrence must be present (or for how long) to constitute a clinically significant “case” for
the purpose of estimating its prevalence. Until consensus is developed regarding the defining
characteristics of “fear of recurrence” it is impossible to estimate its prevalence in cancer
survivors.

Feeling one’s future may be cut short is a central element in the fear of cancer recurrence. It
is also one of the defining symptoms used to diagnose posttraumatic stress disorder (PTSD).
The possibility that cancer survivors might experience PTSD as a result of trauma associated
with their cancer experience has been a recent focus of study [9]. It has been estimated that
0-32% of cancer survivors experience PTSD linked to their cancer experience following
completion of cancer treatment [9]. This would appear to exceed the base rate of PTSD in
the general population, estimated to be in the 1-4% range [10]. However, application of the
PTSD concept to understanding psychological response to cancer diagnosis and treatment is
not without its difficulties [9]. Several of the defining symptoms associated with PTSD,
including memory, sleep, and concentration difficulties, and physical reactions in response
to cancer-related stimuli, could be direct effects of disease or treatment and thus not
represent a psychological response to trauma. Furthermore, some degree of foreboding about
the future is a natural response to a very real threat of recurrence. Nevertheless, whether
representative of “true” PTSD or not, research has shown cancer survivors can evidence a
constellation of distressing symptoms that are associated with a formal diagnosis of PTSD.

Despite the difficulties noted in identifying the prevalence of distress and positive
psychological responses in cancer survivors, some simple generalizations can be offered.
First, due to the lack of definitional criteria, virtually nothing is known about the prevalence
of positive psychological responses. Second, in general, serious psychiatric disorders, such
as major depression or PTSD, are uncommon in cancer survivors [11]. However, cancer
survivors do appear to possess at least slightly higher risk for major depression and PTSD,
relative to the general population, with certain subgroups appearing to be particularly
vulnerable [12-13]. Third, less severe “adjustment” disorders, characterized by the presence
of either a depressed or anxious mood or a mixture of both, are a likely consequence of
cancer diagnosis and treatment. Derogatis et al. reported a 32% prevalence rate for
adjustment disorders in a heterogeneous group of cancer patients [11]. Adjustment disorders
are particularly likely in the immediate aftermath of a cancer diagnosis or relatively early in
the cancer trajectory as the individual confronts the multiple stressors associated with
diagnosis of a life-threatening disease and initiation of an aggressive and often lengthy
course of treatment. The prevalence of adjustment disorder later in the survivorship
trajectory is largely unknown, however. At this time, a well-done epidemiologic
investigation of the prevalence of mild psychiatric disorders, such as adjustment disorder or
depressive episodes, in cancer survivors would constitute a significant contribution to the
literature.

Factors Associated With Psychological Health in Cancer Survivors
The psychological health of cancer survivors varies widely both across individuals and
across time. Figure 1 shows several temporal trajectories of psychological health that might
be evidenced. Almost all survivors experience some psychological dislocation in the
immediate aftermath of a cancer diagnosis. Many survivors eventually recover from their
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cancer experience, restore their psychological equilibrium, and reestablish their premorbid
level of psychological health. Other survivors rebound from the initial diagnosis and
treatment but never recover fully. They may experience minor physical, psychological or
social impairments as a result of their cancer experience and thus never quite return to their
premorbid level of psychological health. While these two trajectories define the majority of
survivors, the cancer experience has a more profound impact on other survivors. For some, a
cancer initiates a deteriorating, downward spiral characterized by physical, psychological,
and social impairment, a spiral from which they never recover. These individuals seemingly
succumb to their illness and evidence poor psychological health. For others, a cancer
diagnosis initiates an upward trend characterized by enhanced psychological and social
adjustment. These individuals seemingly “grow” in the aftermath of cancer and evidence
enhanced psychological health.

Identification of factors that influence the trajectory of psychological health evidenced by a
cancer survivor is a challenge but is theoretically and clinically important. Theoretically,
understanding of factors that influence the trajectory of psychological health can increase
understanding of the process of psychological adjustment and recovery. Clinically,
understanding of the factors that influence the trajectory of psychological health can enable
clinical and public health resources to be targeted toward cancer survivors at greatest risk for
poor psychological health.

In general, psychological response to the cancer experience is a function of two classes of
variables: the stress and burden posed by the cancer experience and the resources available
to cope with this stress and burden (See Figure 2). The relative balance of these two factors
determines the psychological health of the cancer survivor in the short and long-term. All
things being equal, the greater the stress and burden posed by the cancer experience, the
greater the risk for poor psychological health. Conversely, the greater the resources available
to cope with the stress and burden posed by the cancer experience, the lower the risk for
poor psychological health. A couple points should be noted. First, factors can fluctuate
across time so the balance between them is dynamic. As one or both factors increase or
decrease over time, one would anticipate corresponding changes in psychological health
over time. Second, a survivor might be at high risk for poor psychological health even when
the stress or burden posed by their cancer experience appears to be low. This would occur if
resources were also low. Conversely, an individual might be at low risk for poor
psychological health even when the stress or burden posed by their cancer experience
appears to be considerable. This similarly paradoxical situation would result if available
resources were also considerable.

Several additional points are worth noting. First, the stress and burden posed by the cancer
experience is multi-faceted. Cancer survivors confront stressors which may be physical,
psychological, interpersonal, financial, and/or existential in nature (Figure 2). Consequently,
understanding of a survivor’s risk for poor or good psychological health must incorporate
information from each of these domains. Second, “stress and burden” is a subjective
concept. In other words, “stress is in the eye of the beholder.” The experience of certain
physical late effects, such as infertility, fatigue, or weight gain, might be experienced as
highly stressful by some cancer survivors while much less stressful by other survivors.
Similarly, a poor prognosis might be a persistent source of dread for some cancer survivors
while others are more sanguine regarding the same objective prognosis. Consequently,
understanding of a survivor’s risk for poor or good psychological health must include not
just an objective account of the stresses or burdens confronting them but must also consider
their subjective response to those presumed stressors. Finally, the stress and burden posed by
the cancer experience is dynamic and fluid across time. Early in the survivorship trajectory,
the stress of the cancer experience might be characterized by the existential threat posed by a
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potentially life-threatening illness, the difficulties involved in making treatment decisions
under uncertainty, and anxiety regarding how one will respond to treatment. Later in the
survivorship trajectory, the stress of the cancer experience might be characterized by fear
that cancer might recur, financial difficulties resulting from loss of employment, difficulties
with sexuality and intimacy, or recognition of persistent physical late effects of treatment.
Consequently, understanding of a survivor’s risk for poor or good psychological health is
based upon knowledge of how the specific stresses and burdens confronting that survivor
evolve over time.

The resources available to the survivor to cope with the stress and burden of their cancer
experience are also multifaceted. These resources can be grouped into four general
categories: intrapersonal, interpersonal, informational, and tangible (Figure 2).

Intrapersonal resources are characteristics which are internal to the cancer survivor. These
characteristics might be dispositional in nature and reflect tendencies to think or act in
certain ways. When present, these characteristics result in better coping while their absence
results in poorer coping. Intrapersonal resources linked to better psychological health in
cancer survivors include optimism [14], self-efficacy [15], emotional intelligence [16], and
spirituality [17]

Social support is an interpersonal resource which has been linked to better psychological
health in cancer patients and survivors [18]. In general, better coping with the stresses and
burdens posed by the cancer experience is fostered when the cancer survivor is embedded
within a supportive social environment, one which facilitates their efforts to cognitively and
emotionally process their cancer experience [19]. Conversely, the presence of social
constraints can impede the coping process, resulting in poorer psychological health [16].
Social constraints represent efforts by individuals to prevent or inhibit a cancer survivor
from talking about their cancer experience. Such social constraints are thought to inhibit the
cognitive and emotional processing critical to the coping process and would thus be
considered a risk factor for poor psychological health.

Informational resources are also important determinants of the psychological health of a
cancer survivor. Access to accurate and understandable information about their disease,
treatment side effects, prognosis, and available support services in their community can be a
valuable resource. Greater education is often linked to better psychological health in cancer
patients and survivors [20]. More educated individuals might elicit more information from
their care providers, seek additional information on their own, or better understand the
information that is provided them. Information might foster appropriate expectations about
risk for long-term recovery. Inappropriate expectations regarding physical late effects and
long-term recovery can increase risk for poorer psychological adjustment in survivors [21].
Interestingly, knowledge may not always be power in the cancer setting. Individuals differ in
their preferences with regard to the type, amount, and depth of information they are
comfortable with. Some people are monitors and tend to actively seek information and are
comfortable with efforts to provide them with as much information as possible. Others are
blunters and tend to actively avoid information and thus may be uncomfortable with large
amounts of detailed information [22]. So the value of information as a resource in the cancer
setting may be moderated by the individual’s information seeking preferences. While
information might enhance psychological health for some survivors, the same information
might increase risk for poorer psychological health in others.

Finally, coping with the stress and burden posed by the cancer experience is facilitated by
access to tangible resources. Cancer survivors receive medical care in a variety of settings
including large academic medical centers, small community hospitals, and private
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physicians’ offices. The type, extent, and quality of psychological support services that are
available to survivors differ enormously across these diverse settings. Available support
services might include licensed therapists and social workers, support groups, formal
“navigator systems” or informal peer-to-peer networks. Special clinics devoted to the
medical and support needs of cancer survivors have been developed [23]. Poorer access to
these support resources is associated with greater risk for poor psychological health. Mental
health resources available in the community represent additional tangible resources that can
affect survivors’ psychological health. Finally, while money can’t buy happiness, money can
facilitate access to resources (education, vocational retraining, mental health services, child-
care or housekeeping assistance) that can foster better coping with the stresses and burdens
imposed by the cancer experience and thus impact psychological health.

In conclusion, there is a large literature linking a variety of specific demographic, clinical,
dispositional, psychosocial, and health system variables to psychological health in cancer
survivors. The results of these studies are mixed, suggesting few individual variables
possess strong predictive power in isolation. In general, the focus has been upon identifying
“risk factors” for poor psychological health in cancer survivors with less effort devoted to
identifying “risk factors” for good psychological health. It should also be noted that risk
factors for poor and good psychological health are likely not the obverse of each other. For
example, while lack of social support has been linked to poor psychological health, it does
not necessarily follow that provision of adequate social support results in good
psychological health. Good psychological health might be determined by factors that don’t
necessarily correspond to those that determine risk for poor psychological health.

Promotion of Psychological Health in Cancer Survivors
Currently, prevention or minimization of distress is almost always the focus of clinical
efforts to promote psychological health in cancer survivors. This is not surprising given the
traditional focus in both the mental and physical health professions upon the prevention and
treatment of “disease.” However, as psychological health includes elements such as life
satisfaction, purpose in life, and self-acceptance, in addition to the absence of distress
[24-25], fostering of positive psychological responses in cancer survivors may also be a
worthy goal.

Clinical management of distress in cancer survivors is predicated on successful recognition
of distress when it is present. To do so, it must be recognized that cancer survivors are at
risk for distress and this risk continues to exist across the survivorship trajectory. Individuals
who appear to be doing well early in the survivorship trajectory may still be at risk for
distress later on in this trajectory. This suggests the continued need for careful monitoring of
distress in cancer survivors throughout the entire survivorship trajectory. Implementation of
distress screening procedures is essential to the monitoring and management of distress in
cancer survivors, as evidence-based distress management intervention can be effective only
given successful identification of those in need.

Distress screening requires a systematic approach. In the absence of formal screening
procedures, research has repeatedly shown that health care providers are poor at recognizing
clinically significant distress in cancer patients and survivors [26]. Fortunately, systematic
approaches to distress screening in cancer survivors have been developed [27-28]. Most
notably, the National Comprehensive Cancer Network has published detailed guidelines for
recognizing and managing distress in cancer survivors [28]. They advocate periodic
screening of all cancer survivors using a “distress thermometer” to gauge the magnitude of
distress accompanied by a problem checklist to identify potential sources of distress (Figure
3). A rating of “5” or greater on the 10-point distress thermometer is believed to indicate
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moderate to severe distress that warrants additional follow-up consisting of more in-depth
evaluation and treatment, if necessary. While some evidence suggests a thermometer rating
of “4” may be a better cut-off for identifying potential cases of clinically significant distress
[29], the distress thermometer approach, in general, appears to be a useful means of
identifying cancer survivors who could benefit from more thorough distress evaluation and/
or intervention procedures. Having said this, however, it must be recognized that any
screening approach is not infallible. Some survivors with clinically significant distress might
fail to meet whatever distress criterion is used. So while a formal distress screening protocol
is certainly recommended, it must be supplemented with sound clinical awareness and
judgment.

A large body of research has examined the impact of a variety of psychoeducational
interventions for managing distress in cancer patients and survivors. Several excellent
reviews and meta-analyses of this literature are available [30-32]. In general, results suggest
intervention is beneficial, although effect sizes may be quite modest and benefits are not
evident for all types of outcomes, for all types of interventions or across all intervention
recipients [33-34]. The few studies that have pre-screened participants and included only
those evidencing some threshold level of distress have generally demonstrated stronger
benefits of intervention [32].

In considering the benefits of various interventions for managing distress in cancer
survivors, it is important to distinguish between interventions intended to prevent distress
and interventions intended to treat distress. This important distinction has largely been
ignored in the intervention research literature to date. Most intervention studies have
included both currently distressed and well-functioning cancer patients and survivors in their
study sample, suggesting some ambiguity regarding intervention purpose. If the intent of an
intervention is to treat existing distress, then currently well-functioning individuals should
be excluded from the target population. On the other hand, if the intent of an intervention is
to prevent the development of distress, then individuals already evidencing some threshold
level of distress should be excluded from study. Furthermore, what characterizes a
successful intervention might differ as a function of whether prevention or treatment of
distress is the goal. At this time, few clinical interventions have set out explicitly to prevent
distress in cancer patients, and, unfortunately, their efforts have been largely unsuccessful
[35].

Finally, while a great deal of intervention research in the cancer setting is available, the
relevance of much of this research to the question of how to manage distress in cancer
survivors is uncertain. Most intervention studies have been implemented with cancer
patients who are relatively early in their cancer trajectory – oftentimes while they are
undergoing treatment. Coupled with the typically short follow-up periods over which
treatment effects are monitored, much of the existing research may reveal little about
distress management in survivors at later points in the cancer trajectory.

In contrast to the large literature focusing upon distress management in cancer patients and
survivors, very little research has looked at whether and how positive psychological
responses could be fostered in cancer survivors. Antoni et al. [36] and Penedo et al. [37]
reported greater benefit finding in breast and prostate cancer patients, respectively, after
participating in a group-based, cognitive behavioral stress management intervention.
However, the focus of the intervention was on preventing or minimizing distress rather than
explicitly fostering benefit-finding or other positive outcomes. In contrast, other researchers
have tested interventions explicitly designed to foster positive outcomes such as meaning
making [38] or greater self-esteem, optimism, and self-efficacy [39]. While results have
been promising additional research is needed to identify which survivors might benefit most
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from interventions designed to enhance positive outcomes, and when in the cancer trajectory
interventions to promote positive outcomes might be most worthwhile

As psychological health should not be equated with the absence of distress [25], it is likely
that clinical strategies that successfully minimize distress may not be the same as those
which promote positive psychological outcomes (e.g., benefit finding). However, in all
fairness, most research examining the impact of interventions designed to manage distress in
the cancer setting have not measured changes in positive outcomes. Thus, it is possible more
typical distress management interventions may also foster psychological health in its broader
sense.

In our view, development of clinical strategies for enhancing positive psychological
outcomes in cancer survivors is an important area for further study. Efforts in this regard
could benefit from consideration of recent developments in “positive psychology” [40],
including research on how to increase psychological well-being in generally healthy
individuals. Emmons and McCullough found listing things one is grateful or thankful for
increased well-being in college students and individuals with neuromuscular disease relative
to comparison groups [41]. Jain et al. found an abbreviated Mindfulness-Based Stress
Reduction intervention decreased distress and increased positive psychological states,
including increased focused attention, productivity, responsible caretaking, and pleasure, in
distressed college students [42]. Finally, Seligman, Steen, Park, and Peterson found using
one’s “signature strengths” in new ways, focusing on good things in life and their causal
explanations, and writing (and delivering) a gratitude letter to someone led to decreased
depressive symptoms and increased happiness [43].

Psychological Health in Cancer Survivors: A Final Thought
The cancer experience is a dynamic entity. Consequently the concept of psychological
health in cancer survivors may be a dynamic entity. The physical, psychological, social, and
existential stressors associated with cancer diagnosis and treatment today might be markedly
different from those that may be associated with cancer diagnosis and treatment tomorrow.
Consequently, the spectrum and prevalence of psychological responses, both negative and
positive, associated with a specific constellation of disease, treatment, and patient
characteristics might change with the passage of time. To appreciate the truth in this
assertion, one only needs to consider how the experience of breast cancer has changed over
the past 50 years. Early reports from the 1950’s of the psychological impact of breast cancer
stressed the potential for anger, anxiety, depression, helplessness, stigma, and social
isolation [44]. Today, 50 years later, one is equally likely to hear the psychological impact
of breast cancer described in terms of opportunity, empowerment, and social connection
[45-46].
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Figure 1.
Temporal Trajectories of Psychological Health in Cancer Survivors.
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Figure 2.
Factors associated with psychological health in cancer survivors.
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