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ABSTRACT 
OF THE PROJECT OF 

Fatima Khalil Salloum  for  Master of Science in Nursing 

                                                                                    Major: Psychiatric Mental Health 

 

Title: A Psycho-Oncology Educational Program for the Adult Oncology Nurses at AUBMC 

 

Cancer affects not only the physical health of patients, but also their mental health. The 
sudden change in everyday life, long hospital admission, frequent treatment, pain, and 
society’s perception of cancer patients affect their mental health negatively. It is well 
known that a worsened mental state affects the progression of cancer; however, it is rare 
that psychological distress is accurately assessed by oncology nurses as they require formal 
education or training on psychological assessment of cancer patients. This psycho-oncology 
nursing program aims at developing knowledge, skills, and attitudes of nurses who are 
entitled to deliver care to the adult cancer patient population. The program aims at 
educating oncology nurses and preparing them regarding assessing patients by accurately 
using distress screening tools and appropriately selecting intervention strategies appropriate 
to the situation at hand. Also, it is hoped to include this program as a module in the future 
orientation program for novice junior oncology nurses.  After implementing this program at 
AUBMC, it can be proposed for adoption in other hospitals in Lebanon in collaboration 
with the Lebanese Order of Nurses (LON). This program contributes to the improvement of 
patient care through equipping oncology nurses with skills, knowledge, and confidence 
regarding early detection of distress in cancer patients, together with concerting efforts with 
the psycho-oncology team.  
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CHAPTER I 

INTRODUCTION AND BACKGROUND 

Patients with complicated and chronic diseases are more likely to have comorbid 

mental health disorders and psychosocial challenges, which can exacerbate their disease 

(Molina, 2019). Among these patients are cancer patients who may face emotional, 

psychological, spiritual, social, and economic challenges because of cancer diagnosis 

leading to psychological distress. Psychological distress reflects a negative emotional 

experience that makes it difficult for cancer patients to cope well with cancer and its 

symptoms, and with therapies causing more distress than other patients do. Around 33% to 

50% of cancer patients will experience at least one of the following distressing problems: 

anxiety, despair, discomfort, exhaustion, or insomnia (Holt, 2018).  

As cancer treatment advances, it is more important than ever to understand the 

mental health of cancer patients. The Institute of Medicine's (2008) report entitled ‘Cancer 

Care for the Whole Patient: Meeting Psychosocial Needs’, aimed at highlighting the 

psychosocial health needs of these patients. Failing to address the individual, social, and 

physiologic aspects of distress results in additional patient and family suffering, thus 

deterring appropriate care and affecting the disease's course of action. In addition, untreated 

distress can have harmful physiologic implications on a person, as well as on the family 

and the greater community (Stonelake-French et al., 2018).  

Early diagnosis of emotional distress would increase the patient’s adherence to 

medical therapy, provide adaption methods, and explicitly address any psychopathological 
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disorders or symptoms; all of which can improve the clinical course and quality of life 

(Ortiz-Zayas, 2018). According to the National Institute for Health and Care Excellence 

(2004), oncology nurses are encouraged to assess and diagnose psychological distress in 

cancer patients appropriately and deem every effort to prevent any psychological harm 

(Kubota, Akechi, & Okuyama, 2018).  

Psychological Distress is a common clinical phenomenon that affects 25 to 50 

percent of cancer patients. To prevent this phenomenon, psycho-oncologists have 

recommended the incorporation of both medical and psychological care, referred to as 

integrated care, with the involvement of all health care workers. In recent years, integrated 

care has gained popularity. Although psychotherapy interventions solely have not proved to 

improve cancer survival, yet they relieve discomfort and reduce pain (Suzuki, 2011).  

Despite the recommendations and the availability of validated instruments to 

evaluate distress, many studies have revealed that healthcare providers (HCPs) commonly 

fail to diagnose mental health disorders in cancer patients. Most of the published evidence 

suggests that HCPs have a poor ability to recognize emotional distress in cancer patients. In 

a study by Granek et al. (2019) only 30% of seriously distressed cancer patients were 

diagnosed by their oncologists with mental health concerns. Although patients' 

unwillingness to reveal emotional distress can make it difficult for HCPs to recognize it, 

they are often hesitant to assess distress thoroughly (Granek et al., 2019). 

Because oncology nurses have frequent contact with both cancer patients and their 

families, they are most likely to detect distress. Through active listening and caring for 

patients, nurses build a relationship of trust. This enables patients to be more open and 
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transparent with nurses about their feelings and concerns. For this reason, teaching nurses 

skills to detect signs of distress is crucial (Abrahamson, 2010). 

This quality improvement educational program aims at providing adult oncology 

nurses with relevant education regarding the benefits of psychological care, skills of distress 

screening, and means to encourage and engage patients in distress screening and 

management.   

 

A. Program Significance 

This program has the potential of greatly improving the cancer patient’s quality of 

life (QOL) through preparing adult oncology nurses on how to support cancer patients and 

their families and provide means to manage psychological distress; eventually, improving 

the quality of care and patient’s quality of life respectively. The program also prepares 

oncology nurses to accurately assess psychological distress and manage it through 

appropriate interventions.  Included in the program is information about the development of 

the field of psycho-oncology, current research on psychosocial needs and interventions 

among the cancer population receiving treatment, standards of nursing care and clinical 

practice guidelines, and barriers to psychosocial care implementation. 

In a previous unpublished study conducted by Richa (2010) on the impact of 

psychological complications on cancer patients and their effect on treatment, findings 

revealed that oncology nurses at the American University of Beirut (AUBMC) lacked 

knowledge and skills pertaining to psychological assessment. Most of these nurses 
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expressed the need for formal education or training on the topic, as there was neither a 

preparatory program in place upon joining AUBMC nor was there a psychiatric Advanced 

Practice Nurse (APN) in the oncology team. The status quo mandates the establishment of a 

program that aims at advancing knowledge of the adult oncology nurses at AUBMC 

regarding psycho-oncology principles, screening skills, and distress recognition. Benefits of 

such programs include, but not limited to, promoting nurses’ competence and confidence 

about how to deal with cancer patients in psychological distress and improving their overall 

quality of life. 

 

B. Summary 

Cancer is a worldwide chronic disease that is associated with psychological distress, 

where 33% to 50% of patients experience at least one of the following distressing 

problems: anxiety, despair, discomfort, exhaustion, or insomnia. Oncology nurses spend 

time with patients; therefore, they are more likely to detect signs of distress. Oncology 

nurses at the AUBMC lack knowledge and skills in psychological assessments. This 

program is developed based on the educational needs of the adult oncology nurses at 

AUBMC and aims at advancing their knowledge regarding psycho-oncology principles, 

screening skills, and distress recognition, as well as increasing competence and confidence 

in dealing with cancer patients with psychological distress.  
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CHAPTER II 

LITERATURE REVIEW 

Cancer patients struggle from physical pain and suffer from the chemotherapy they 

receive; they feel pressured to get better for their sake and for the sake of their families. 

Hence, patients are prone to suffer from psychological distress. Psychological distress in 

turn affects their functioning and the course of treatment and worsens their prognosis. Early 

diagnosis of psychological distress is crucial in cancer patients, garnered by the significant 

role that nurses play. This literature review explores psychological distress in cancer 

patients. It also highlights the role of nurses in distress screening and importance of 

equipping them with psycho-oncology-related knowledge and skills.  

 

A. Cancer: An Overview  

Cancer is considered the second leading cause of death worldwide (Hassanpour & 

Dehghani, 2017), accounting for around 10 million deaths in 2020 (Ferlay et. al., 2015). 

With optimize treatments, the survival rate of cancer patients worldwide has improved with 

around 32.6 million cancer survivors living with long-term effects of cancer treatment 

(Howell et al., 2017).  

Cancer diagnosis is often a shocking news to cancer patients and their families. It brings 

along feelings of fear from the disease, future, and death. The diagnosis is usually followed 

with long periods of harsh treatments that may be painful, cause discomfort, and lead to 

several life-threatening complications and serious long-term effects if not managed 

accurately (Howell et al., 2017).  Cancer treatment may result in suffering from hair loss, 
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increased fatigue, decreased productivity, decreased libido, skin discoloration, etc. Patients 

do not recognize themselves anymore, which could lead to psychological problems such as 

stress, anxiety, and depression (Gegechkori et al., 2017).   

 

B. Psychological Impact of Cancer on Patients 

 Cancer is associated with incidence of psychological disorders. This relationship 

between cancer and psychological disorders have been noted and studied ever since the 18th 

and 19th centuries. Cancer patients experience severe emotional grief reactions, such as 

shock, disbelief, bargaining, anger, depression, and acceptance (Gopalan et al., 2016).  It is 

estimated that 20 to 65% of patients with advanced stages of cancer experience 

psychological disorders that vary in both severity, stage, and type (Anuk et al., 2019), 

which may affect the physical, social, and lifestyle of these patients (Bail et al., 2018).  

        Regardless of the stage, cancer has psychological impact on both patient and 

family members. Almost all cancer patients experience psychological or emotional 

disturbances over the course of cancer diagnosis and treatment. However, some patients 

might mentally recover from their cancer experience, while others might suffer from 

psychological long-term effects. It is worth mentioning that both the stress and 

psychological burden that cancer has on patients is dynamic and fluid across time; that is, at 

time of diagnosis, stress might be associated with fear and feelings of existential threat 

caused by the diagnosis, the uncertain treatment options, recovery rate, etc. However, at the 

end of cancer treatment, stress and psychological burden might be associated with fear of 

cancer reoccurrence, financial difficulties, difficulties with sexuality, and long-term 
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physical effects of treatment. It is essential that health care professionals recognize the 

presence of any psychological distress among cancer patients to provide them with the 

needed support (Stein et al., 2008).  

              Anxiety, depression, and adjustment issues are among the most prevalent 

psychological disorders (Gopalan et al., 2016). Concluded was that all mental illnesses tend 

to be associated with an increased risk of self-harm and subsequent unnatural death in the 

first 12 months post diagnosis, especially in patients undergoing radiotherapy and 

chemotherapy treatments (Chang et al., 2022). Moreover, cancer is a leading cause of 

death, and it has been shown to be a risk factor for complicated grief, which affects the 

development of depression. Grief can often lead to psychological distress; in fact, 

individuals who suffer from bereavement have a higher risk (54.2%) of developing 

depression (Große et al., 2018). 

 The psychological effect of cancer extends to involve the patient’s family and 

caregivers (Statham & Davis, 2018), who play the role of untrained caregivers, resulting in 

suffering from practical challenges such as adapting to new responsibilities, learning new 

skills, and coordinating the care of the cancer patient. The status quo results in emotional, 

physical, social, and financial burden, especially when the patient’s condition deteriorates, 

and death becomes closer. The caregiver burden can develop due to feelings of overload, 

stress, guilt, embarrassment, and anger. It is estimated that 32% to 50.7% of cancer 

caregivers suffer from this burden, which eventually affects their mental health status 

(Große et al., 2018).  
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Anxiety in the Cancer Patient Population  

Anxiety is considered a normal human emotion that surfaces when a potential threat 

or danger is around. Anxiety becomes pathologic when it is present in the absence of those 

potential threats or dangers. Its persistence affects the brain’s functionality by disrupting 

the formation and release of several neurotransmitters, thus disabling individuals from 

having normal life (Ströhle et al., 2018).  Anxiety disorders can occur for several reasons 

such as medical illnesses (Bystritsky et al., 2013), genetic factors, and environmental 

factors (Ströhle et al., 2018).     

            Around 33% of the population will experience any form of anxiety disorders during 

their lifetime (Bandelow & Michaelis, 2015); however, several comparisons have indicated 

that people with cancer are more prone to having anxiety compared to individuals who do 

not suffer from any health conditions. As the illness progresses, incidence of having anxiety 

disorders increases (Stark & House 2000); actually, 20% to 60% of cancer patients report 

feelings of anxiety (Bail et al., 2018). Indeed, anxiety causes disruptions in the quality of 

life. For instance, it can contribute to symptoms of anorexia, nausea, vomiting and fatigue 

in cancer patients (Stark & House, 2000). Other anxiety-related symptoms include 

restlessness, irritability, muscle tension, difficulty in sleeping, and difficulty concentrating 

(Munir & Takov, 2022). With the right treatment and psychotherapy, physical symptoms 

can significantly decrease after psychotherapy (Stark & House, 2000).  

From the point of cancer diagnosis throughout chemotherapy, radiotherapy and 

other treatment modalities, patients are subject to various anxiety triggers. However, 

anxiety tends to peak at the time of diagnosis and at the progression of cancer (Bail et al., 

2018). It is important that the oncology team, both nurses and physicians, stay alert to any 
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of the anxiety signs and symptoms in cancer patients and perform regular screening. Once 

anxiety is identified, it is essential that an intervention be made. Interventions can be in the 

form of referring patients to a specialist to receive the appropriate pharmacological or 

psychological interventions (Stark & House, 2000).   

To diagnose anxiety, healthcare professionals usually interview patients based on 

several screening tools. One of the most common tools is the Generalized Anxiety Disorder 

(GAD-7) which is a 7-item tool that assesses: (a) feelings of nervousness, anxiety or feeling 

on edge, (b) ability to stop or control worrying; (c) worrying too much about different 

thing; (d) trouble relaxing, (e) feeling restless, (f) being easily annoyed or irritable, and (g) 

feeling afraid as if something awful might happen (Johnson et al., 2019). GAD-7 was 

originally developed for use in primary settings; however, it may be a potential tool to use 

in oncology settings (Psycho-Oncology, 2015).  In this manner, data from literature have 

confirmed the usage of the GAD-7 tool to assess anxiety in cancer patients (Esser et al., 

2018; Naser et al., 2021), as it was identified to be psychometrically sound for use in cancer 

settings (Plummer et al., 2016). It is self-completed by patients after receiving instructions 

from both the physician and nurse on how to fill the tool (Li et al., 2021).  

Neurotransmitters play a significant role in the context of anxiety pathophysiology; 

therefore, they are the targets of several pharmaceutical drugs. Some of the most common 

drug classes are the Selective Serotonin Reuptake Inhibitors (SSRIs), Serotonin-

Norepinephrine Reuptake Inhibitors (SNRIs), Tricyclic Antidepressants (TCAs), 

Benzodiazepines, with SSRIs being the first line drugs for anxiety and depression 

(Bystritsky et al., 2013).  
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Effective medication management requires the collaboration between different 

healthcare providers such as nurses, physicians, and pharmacists. Nurses have a crucial role 

in this process, as they are responsible for evaluating the patient’s care plan progress, 

recognizing potential problems through constant assessment and patient monitoring, and 

resolving issues to enhance patient treatment and safety (Mardani et al., 2020).  Nurses 

educate patients about their medications and their side effects and on what to report to the 

HCP. Through constant assessment, monitoring, and communication with both patients and 

families, nurses can detect any problems in the medication management and report to 

physicians (Huisman et al., 2020). 

       Besides pharmaceutical treatments, psychological management of cancer patients 

suffering from anxiety disorders include the Cognitive Behavioral Therapy (CBT) 

(Bystritsky et al., 2013). Previous studies tested the integration of CBT in the management 

of anxiety in cancer patients, revealing favorable results in overcoming untoward 

symptoms (Brother et al., 2011; Greer, 2008; Lee et al., 2011).  Similarly, Tatrow and 

Montgomery (2006) revealed in their study that pain and distress were decreased by 69% in 

cancer patients on CBT therapy. Evidence from the literature shows that CBT is effective in 

treating psychological distress, even one year after the initiation of chemotherapy, thereby 

showing the long-term effectiveness of this kind of psychological intervention, as it 

addresses the different maladaptive schemas and beliefs that occur from emotional 

disturbance due to chemotherapy (Abbas et al., 2022; Rossi et al., 2019).   

     CBT can be performed by either psychotherapists, psychiatric APNs, or trained 

oncology nurses to help patients identify their thoughts and think of them in a more 
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plausible manner. Upon receiving training on CBT techniques and interventions, either 

through manual or on-site training, oncology APs would be able to implement CBT and 

integrate it into patient care routine (Daniels, 2015). In a study conducted by Lee et al. 

(2011) to evaluate the effectiveness of nurse-led CBT in patients with breast cancer, 

findings revealed that fatigue experienced by breast cancer patients undergoing 

radiotherapy was significantly reduced. Accordingly, CBT is believed to be a psycho-

oncology intervention in anxiety management in cancer patients.   

 

Post-Traumatic Stress Disorder in the Cancer Patient Population 

Posttraumatic stress disorder (PTSD) is a syndrome that occurs due to exposure to 

life threatening situations such as near-death experience, serious injuries, or sexual assaults. 

According to the DSM-V, PTSD is a subcategory of the Trauma and Stress related 

disorders (Mann & Marwaha, 2022). PTSD is associated with persistence of intense, 

distressful, and fearful avoidance reactions to reminders of traumatic events; mood swings; 

disrupted sleep; hypervigilance; etc. Previous mental disorders, fewer years of education, 

exposure to four or more traumatic events, and a history of exposure to interpersonal 

violence increase the risk for PTSD (Zhou et al., 2019).  

            Cancer is a traumatic experience that can completely change someone’s life. Cancer 

diagnosis, treatment, testing, and waiting periods are traumatic events that can lead to 

cancer-related PTSD (Leano et al., 2019). According to Ghazali et al. (2013), cancer 

survivors can be triggered by follow-up scans, oncology doctors’ visits, pain, death of a 

public figure due to cancer and many others (Ghazali et al., 2013).  Cancer-related PTSD 
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symptoms can remain for years after cancer diagnosis despite treatment-related symptoms 

have disappeared (Chan et al.018; Ni et al. (2018).  

PTSD affects multiple aspects of patient’s life, such as self-image, relationships, 

spirituality, ability to work, and sense of belonging, thereby affecting the health of cancer 

patients by worsening it and negatively impacting their quality of life. Cancer-related PTSD 

behaviors include missed appointments, noncompliance to treatments, and avoiding speech 

about their cancer (Leano et al., 2019).  

Treating PTSD and reducing its symptoms is linked to a better quality of life, 

improved physical health, mental health, and social function (Leano et al., 2019; Monika, 

2017). It is recommended that cancer-related PTSD is treated with CBT. In a study where 

CBT was provided for prostate cancer patients, patients were found to have improvement in 

their quality of life after 10 sessions only. Similarly, CBT has been linked with enhanced 

lifestyle choices in breast cancer survivors (French-Rosas et al., 2011). However, there are 

no published studies on psycho-pharmaceutical management for cancer-related PTSD. As 

for PTSD pharmacologic management, there are only two agents (Paroxetine and Sertaline) 

that are approved for the treatment by the U.S. Food and Drug Administration; both 

medications belong to the SRRI family (Cukor et al., 2010).  

 

Grief in the Cancer Patient Population  

When a patient receives a diagnosis of cancer, he/she often experiences grief. Grief, 

a 5-stage-process, is a reaction to the threat of losing one's ability to independently 

function, losing one's identity, and changing one's role within the family; all of which are 
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factors associated with fear of death. The patient's main responsibility is to deal with 

various losses. It is important that grieving individuals take their time, go through each 

stage, acknowledge, and understand their emotions (McAlearney et al., 2015).  

However, cancer diagnosis is accompanied with several abrupt changes in a 

patient's daily routine, interfering with their life goal. This is also accompanied with loss of 

health and functioning, independence, social roles, self-image, and sense of control; thus 

leading to grief reactions (Gökler-Danışman et al., 2017). Oncology nurses are in a position 

where they can assist patients in normalizing and validating their emotions and feelings by 

providing a safe and supportive environment. They can also support patients in developing 

new coping techniques and respecify their roles within the family. Furthermore, one of the 

most essential goals is to assist patients in re-framing "hope" in a realistic manner to 

experience personal growth.  

Nevertheless, research on grief reactions among cancer patients is limited. In fact, 

grief and depression share common symptoms such as sleep and appetite disturbances and 

intense sadness and withdrawal, making it difficult to differentiate between them (Walker 

et al., 2014). It is important that HCPs notice and identify grief reactions among cancer 

patients as they have the potential to advance into prolonged grief disorders and lead to 

further physiological and mental complications (Gökler-Danışman et al., 2017). In fact, 

individuals who suffer from grief have a higher risk of 54.2% to develop depression (Große 

et al., 2018). 
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Depression Disorder in the Cancer Patient Population 

Depression is a mood disorder characterized by feeling of sadness and loss of 

interest; it is rarely diagnosed and therefore is left untreated (McCarter, 2008). Depression 

is a serious psychiatric disorder that affects around 120 million individuals worldwide. 

Chang et al. (2022) revealed that depression was the most common psychiatric disorder 

among cancer patients. It is estimated that 15% of cancer patients in oncology and 

haemato-oncology settings suffer from major depression, whereas 20% of cancer patients 

suffer from other depressive diagnoses such as minor depression and persistent depression 

disorder (dysthymia) in these settings (Ostuzzi et al., 2018).   

Depression is a serious risk factor for suicide attempts; in fact, the World Health 

Organization (WHO) estimates that by 2030, depression will be the leading cause of death 

(Peng et al., 2015). Risk factors for depression include medical illness, history of 

psychiatric disorders, genetic factors, and environmental factors (McCarter, 2008). 

Diagnosing cancer patients with depression is a challenge, since many cancer symptoms 

may overlap with depression symptoms which include fatigue, weight loss, and sleep 

interruption. Moreover, cancer progression causes impairment in the social and functional 

activity of affected individuals. It is worth noting that atypical depressive symptoms such 

as anxiety, fatigue, body image distortions, social withdrawals, and post-traumatic stress 

symptoms are more persistent in cancer patients (Ostuzzi et al., 2018).  Therefore, it is 

important to deeply assess these symptoms in addition to hopelessness in terminally ill 

patients (Parpa et al., 2019).  
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Indeed, cancer diagnosis increases patients’ risk to developing depression. 

Depression, like other psychiatric comorbidities, play a role in worsening the quality of life 

of cancer patients. It also increases the risk of not being compliant with medications and 

having active death wishes and higher suicide risks. Depression increases the mortality rate 

of cancer patients; it is found to be 26% higher in cancer patients with depressive 

symptoms and 39% higher in patients with major depression (Ostuzzi et al., 2018).   

Many screening tools are available to diagnose depressive disorders. A common 

one is the Patient Health Questionnaire – 9 (PHQ-9) scale; the scale is a 9-item depression 

module from the full PHQ filled by the patient without any supervision; after which the 

clinician scans the questionnaire and scores it. The score can range from 0 (no depressive 

symptoms) to 27 (all depressive symptoms occur on daily basis). A score of 10 or more is 

sufficient to confirm a diagnosis of major depression (Kroenke et al., 2001).  Although the 

tool is developed for primary care centers, it has been shown to be an excellent screening 

tool for depressive disorders in various clinical populations including oncology patients 

where it has a sensitivity and specificity of more than 80% (Psycho-Oncology, 2015).  

To manage symptoms of psychological distress and depression among cancer 

patients, oncologists prescribe psychotropic medications. SSRIs, SNRIs, TCAs, and 

Benzodiazepines are among the drug classes to treat depressive symptoms. Mood 

stabilizers as well as antipsychotics treat depression symptoms like insomnia, nausea, 

irritability, and neuropathic pain (McCarter, 2008; Biringen et al., 2021).  It is essential to 

note that some antidepressants might worsen cancer symptoms; therefore, medical doctors 

tend to be careful when prescribing them (Pitman et al., 2018).  
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Suicide and Cancer Patients  

Suicide is one of the leading causes of death worldwide with more than 800,000 

people dying due to suicide annually (Naghavi, 2016). The risk for suicide among cancer 

patients is four times greater than that for the general population, especially for patients 

with cancer of the lung, head and neck, testes, and Hodgkins Lymphoma and in cancer 

patients older than 50 years. However, this risk for suicide decreases years after the 

diagnosis (Gascon et al., 2021; Misono et al. 2008; Zaorsky, 2017). With the prevalence of 

anxiety, PTSD, and depression among cancer patients and with their association with 

suicidal ideation or suicidal attempts, it is important to investigate the risk for suicide 

among cancer patients. Despite this, there remains a lack of evident strategies to decrease 

suicide risk among cancer patients (Gascon et al., 2021).  

 There are recommendations for suicide risk screening in medical settings, yet 

screening has not been implemented in all countries and in oncology settings (Gascon et al., 

2021). One of the common screening tools for suicide is the Columbia-Suicide Severity 

Rating Scale (C-SSRS). The C-SSRS was designed to identify both suicidal ideations and 

behavior; it allows to measure the severity and intensity of suicidal ideations, suicidal 

behavior, and lethality where actual attempts are tested (Posner et al., 2011). According to 

Meyer et al. (2010), the C-SSRS is a unique scale that meets all the criteria required for 

assessing suicidal-related phenomena; it has a 100% specificity and 100% sensitivity in 

identifying lifetime actual suicide attempts, and 99% specificity and 94% sensitivity in 

accurately identifying lifetime interrupted attempts (Posner et al., 2011). 

That been said, identifying the most effective strategies to assess risk and screen for 

suicidal thoughts and intents among cancer patients is one of the most difficult aspects of 
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suicide prevention, especially that more research is needed to identify how to better assess 

and treat cancer patients for suicidal ideations and behaviors.  

 

C. Importance of Screening 

Mental health screening tests help physicians and health care professionals diagnose 

cases (Maxim et al., 2014). The integration of screening tools into the nursing care plan 

allows nurses to further assess patient’s needs and help make clinical judgment regarding the 

problem, potential responses, and treatment options that are patient-centered (Richardson et 

al., 2015). To add value to the screening, interventions must take place with consideration to 

following up on patients after the intervention to validate its effectiveness (Toney-Butler & 

Thayer, 2021).  

Cancer patients who experience psychological distress or problems tend to have 

worse treatment adherence and longer hospital stays (Almigbal et al., 2019). It is critical to 

identify cancer patients who are prone to develop psychological discomfort as their disease 

progresses, to target the right interventions and provide the best care (Almigbal et al., 2019). 

Screening is believed to provide cancer patients the chance to communicate their emotional 

state without having to openly admit their need for psycho-oncological counselling 

(Hermelink et al., 2014).  

Considering the above, oncology nurses must possess knowledge on how to assess 

risk factors and conduct routine psychological distress screening. Hermelink et al. (2014) 

reported that two-thirds of counseled patients had significant gain from psycho-oncology 

assistance, whereas the other third reported no significant gain from counseling. This 
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finding reflects both screening failure and poor counseling. In general, counseled patients 

showed less distress at discharge, whereas non-counseled patients did not (Hermelink et al., 

2014). To further highlight the importance of psychological distress screening, 

recommendations focus on the integration of psychological screening as a sixth vital sign 

(Grassi, 2020).   

 

D. Psycho-Oncology: Definition and Significance  

Emerged in the 1970s, Psycho-oncology is a field that recognizes psychological 

distress among cancer patients. Its main purpose is investigating the impact of behavioral 

and psychological influence on cancer morbidity and mortality. Not only does the psycho-

oncology field address emotional aspects in cancer patients and their families, it also 

investigates the role of mind-body connection in cancer patients (Akechi, 2018). 

Ever since its development, research around the topic has emerged and national 

societies are created in almost all developed countries which in turn joined the International 

Psycho-Oncology Society (IPOS), aiming at developing and implementing guidelines 

regarding the psycho-oncology care. Psycho-oncology interventions are currently 

expanding worldwide as the concept of improving quality of life for cancer patients 

broadens (Lang-Rollin & Berberich, 2018).  

Psycho-oncology aims to differentiate between adaptive and maladaptive emotions. 

Negative emotions are normal and are expected to be present when someone is diagnosed 

with cancer. However, those emotions become problematic when they are intense and 
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linger for a long period of time and negatively affect the patient’s life. The role of psycho-

oncology is acknowledging those emotions and helping patients cope (Karchoud et al., 

2021). To effectively identify and acknowledge psychological distress and problems in 

cancer patients, a psycho-oncology team of psychiatrists, psychosomatic physicians, 

clinical psychologists, psychiatric nurses, and oncology nurses work in collaboration to 

assess cancer patients and implement psycho-oncology interventions, which include 

psychoeducation, Cognitive Behavioral Therapy (CBT), individual psychotherapy, and 

group therapy (Travado, 2015).  

Psychoeducation refers to educating cancer patients and their families about the 

disease, its progression, treatment, and dealing with emerging symptoms. This increases 

knowledge of both patients and their families, hence giving them a sense of psychological 

well-being (Fawzy & Fawzy, 2011). The increase in knowledge can decrease anxiety, 

depression, and life disruptions in cancer patients (Croy, 2010). As CBT targets negative 

thoughts, emotions, and behaviors that can increase psychological distress symptoms, it 

equips patients with the knowledge and skills needed to solve problems, reduce their 

negative thoughts, and decrease their stress levels. In other words, CBT teaches patients 

how to cope with negative feelings (Horne & Watson, 2011). Several studies suggest that 

CBT can contribute to the decreased biological and psychological effects of chemotherapy 

(Croy, 2010). As for Individual psychotherapy, it refers to one-on-one sessions between the 

patient and the nurse (CNS) or therapist, aiming at improving emotional well-being by 

helping patients express negative feelings (Lederberg & Holland, 2011). Finally, group 

therapy or group support consists of different cancer patients with similar or different 
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diagnosis supervised by a nurse psychologist. Through communicating and sharing feelings 

and experiences, group therapy reduces feelings of isolation and social stigmatization 

among cancer patients (Croy, 2010; Travado, 2015).  

Mental health status can affect the course of treatment. Recently, there has been a 

trend to cure the patient with the disease not just the disease. Studies have revealed the 

effectiveness of psycho-oncology interventions. For example, Simpson et al. (2001) assessed 

an improvement in psychological, physical, and social status of patients with breast cancer 

who received group psychotherapy intervention. Not only that, even the health care cost was 

less by 23.5%. Therefore, psycho-oncology care can provide both increased quality of life 

for cancer patients as well as reduction in the cost of cancer treatment (Carlson & Bultz, 

2004).  

 

E. Role of Oncology Nurses in Psycho-Oncology care 

Oncology nurses are huge contributors in the care of cancer patients, as they attend 

to the care of both cancer patients and their families (Holland, 2002). Nurses are 

responsible for the general assessment of patients, education, coordination of the care, 

managing symptoms, and providing the needed support. Through active listening and 

caring, oncology nurses can build a relationship of trust with patients where they express 

their feelings and concerns. Furthermore, family members interact with oncology nurses 

more than other healthcare professionals; they rely on them and view them as trustworthy 

to confide in and share concerns with (Abrahamson, 2010). In fact, oncology nurses are the 
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first to support patients when they receive their cancer diagnosis and throughout their 

illness (Kubota et al., 2018). It is believed that oncology nurses can most likely detect 

distress through assessment and screening (Abrahamson, 2010). Nurses who perform 

distress screening and understand scores can give direct interventions and timely referrals 

that increase patient satisfaction. Oncology nurses are therefore responsible for conducting 

the screening test and overseeing the results, as well as following-up on their distressed 

patients (Fulcher & Gosselin-Acomb, 2007). In fact, The National Institute for Health and 

Care Excellence (NICE) recommends that nurses appropriately assess psychological 

problems in cancer patients to avoid any psychological harm (Kubota et al., 2018).  In 

addition to all these roles, through their input and insight, oncology nurses play a 

significant contribution to both measurement and control policies in the psycho-oncology 

field (Holland, 2002). 

 

F. Psycho-Oncology Training for Oncology Nurses 

During the course of cancer, almost all patients suffer from psychological distress or 

problems; one in three patients disclosed needing psychosocial support. However, only 

38% of patients who received psychological support felt well informed about psycho-

oncology services (Faller et al., 2016). In a recent study conducted by Dreismann et al. 

(2022) to determine barriers nurses face when assessing and screening for psychological 

problems, it was concluded that lack of training, uncertainty of process, lack of awareness 

for psychological distress, and uncertainty of the effectiveness of psycho-oncology 

interventions pose the most important barriers to effective screening. Similar results were 
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revealed by Richa (2010) who reported that both nurses and physicians lack understanding 

regarding psychological problems and lack appropriate training on psychological screening. 

Pursuing from the lack of appropriate preparation of oncology nurses at AUBMC, the need 

to develop an educational program about psycho-oncology nursing care is paramount.   

The aim of such educational programs is enhancing knowledge, performance, 

communication skills, and confidence among nurses in practice. Several studies were 

conducted to evaluate the effect of psycho-oncology training on nurses. In fact, both 

Chambers et. al (2017) and Kubota et al. (2018) concluded that training programs increased 

knowledge and confidence in nurses and improved their communication skills. Granek et 

al. (2019a) revealed that nurses who underwent training on communication skills were 

more capable in detecting distress among cancer patients than nurses who did not receive 

any. Similarly, in a study assessing the effect of 105 hours of a training program on 

attitudes, communication skills and occupational stress of oncology nurses, it was revealed 

that training affects nurses in a positive way (Delvaux et al., 2004). Moreover, nurses 

reported feeling more prepared and informed to provide the needed emotional support for 

both patients and their families. Not only did this training change nurses' attitudes, but it 

also improved patients' satisfaction; patients felt that their concerns were more clarified, 

and they felt more informed and reassured (Delvaux et al., 2004). 

Training, in general, has a positive impact on nurses; it makes them more confident 

and helps them attain a higher status, which in turn affects their participation in team 

decisions. Trained nurses tend to speak up more often and feel psychologically safe about 
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their information and decisions. Hence, training nurses improves the quality of care 

rendered to oncology patients experiencing psychologic distress (Seibert et al., 2021).  

G. Barriers to the Psycho-Oncology Care 

There is currently little to no studies that have investigated barriers and facilitators 

that oncology physicians and nurses face in psycho-oncology care. Barriers are visualized 

at various levels: patient and provider levels (Ehlers et al., 2019). At the patient level, 

barriers can develop due to social stigma, lack of self-advocacy, hesitance to discuss 

emotions, or denial (Ehlers et al., 2019; Schouten et al., 2019).  Psychosocial screening and 

subsequent care can often be hampered by attitudes of both the patient and family member. 

Many patients believe that they do not require such care or that getting tested or obtaining 

care will cause embarrassment. Even though the National Comprehensive Cancer Network 

(2015) utilizes the word "distress" to lessen possible stigma, fear of stigma still influences 

responses to screening items and affects the reliability of results (Stanley, 2017).  

On the other hand, barriers at the provider level include lack of knowledge and 

education, time management, communication skills, empathy, and resources (Ehlers et al., 

2019; Schouten et al., 2019). In addition, the provider’s emotional vulnerability projects an 

additional barrier to psycho-oncology care (Schouten et al., 2019).  

 

H. Provider’s Barriers to Psycho-oncology Care 

 

             As revealed in the literature, there exists several barriers to providing psycho-

oncology care. The barriers include: (a) lack of adequate preparation, (b) lack of time, (c) 
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lack of communication skills, (d) lack of empathy, (e) emotional vulnerability, and (f) lack 

of resources.  

1. Lack of Adequate Preparation 

The first step to detect any psychological distress or disorder is through screening 

and assessing. However, psychological screening is not a common practice in oncology 

settings. In fact, clinicians lack training and confidence in administering the screening test 

and evaluating results, as well as scarcity in resources to manage psychosocial distress 

(Dilworth et al., 2013). In a study conducted by Schouten et al. (2019) to evaluate the 

health care practitioners’ perspectives on barriers to psychological care for cancer patients, 

insufficient knowledge and training on how to check mental status of patients and help 

meet their psychological needs surfaced from the data (Granek et al., 2019b; Schouten et 

al., 2019). 

 

2. Lack of Time  

Another obstacle reported by nurses is lack of time due to work overload. 

Accordingly, nurses are not available to sit with their patients and discuss their emotional 

well-being (Granek et al., 2019a).  

 

3. Lack of Communication Skills 

For nurses or oncologists to properly assess signs of psychological distress or 

psychological disorders they must communicate with patients. However, health care 
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practitioners do not deliver information to their patients, thus jeopardizing patient care 

(Schouten et al., 2019). In a study conducted by Güner et al. (2018), nurses conveyed 

difficulty in communicating with patients and their families, because they often feel unsure 

of what and how much to say and what approach to use. Other studies supported prior 

notions that oncology nurses lack adequate training, leading to feeling most helpless in 

times of death, palliative care, and transitional periods, as the care for cancer patients 

changes from recovery to end-of-life care (Güner et al., 2018; Kubota et al., 2018).  

 

4. Lack of Empathy 

It is important for nurses to be empathetic as this promotes a trusting relationship 

and patient-centered care. However, despite its importance, many nurses suffer from lack of 

empathy in clinical settings. The extreme workload and lack of time and communication 

make it difficult for nurses to display empathy towards their patients (Ashouri et al., 2018). 

Furthermore, some nurses believe that they can’t be empathic towards something they have 

not experienced before (Schouten et al., 2019).  

 

5. Emotional Vulnerability  

The lack of both knowledge and skills in psychological care causes nurses to 

experience serious stressors. Furthermore, some nurses believe that caring for patients with 

cancer is exhausting, since caring and loving patients who eventually die drains them 

emotionally. Nurses believe that unless they are feeling mentally well, they can’t provide 

the needed psychological help (Güner et al., 2018).  
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6. Lack of Resources 

Another barrier to psycho-oncology care lies in the lack of resources where there is 

a limited number of social workers, psychologists, and psychiatrists who can attend to 

patients’ needs (Granek et al., 2019b). Moreover, there is no clear protocol for healthcare 

professionals to approach cancer patients with sensitive topics such as emotional and sexual 

dysfunction; pain relief; social, financial, and spiritual issues; rehabilitation; and return to 

work. Furthermore, there is lack of follow-up for patients as not much attention is given for 

home support and family members support (Schouten et al., 2019). 

 

I. Role of the APN in Psycho-Oncology Care 

According to the International Council of Nurses (ICN), advanced practice nurses 

(APNs) are registered nurses who have gained extensive knowledge through graduate 

school, complex decision-making skills, and clinical competencies in a specific field (Hu & 

Forgeron, 2018). The psychiatric mental health APNs play an important role in advancing 

knowledge and skills of the healthcare work force. As endorsed by Woo et al.’s (2017) 

work, APNs are better than physicians in patient education, answering concerns, listening 

to patients, and managing their pain. Similarly, Htay and Whitehead (2021) confirmed that 

APNs have more positive impact in terms of patient satisfaction when directly compared to 

physicians.  

Psychiatric APNs are members of the psycho-oncology multidisciplinary team; they 

can exert interventions such as assessing cancer patients for signs of psychological distress 
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by conducting an in-depth mental health assessment, assisting patients to cope with 

distress, and appropriately referring them. However, their main role in the psycho-oncology 

team resides in providing consultations for oncology nurses dealing with the distressed 

cancer patients and evaluating the rendered management (O'Sullivan et al., 2011).  

The presence of a psychiatric APN in cancer care provides support for oncology 

nurses. The psychiatric APN can help nurses and other staff deal with stress, burnout, and 

emotional fatigue. Moreover, the psychiatric APN can offer direct education to nurses 

needing psycho-oncology education, develop training programs for the novice oncology 

nurses, and introduce new methods in psycho-oncology care (Middleton, 2014).  

 

J. Summary 

             Cancer diagnosis can lead to psychological distress in cancer patients such as 

anxiety and depression, resulting in further deterioration. Oncology nurses can assume vital 

roles in the psycho-oncology team by assessing and identifying signs of psychological 

distress in cancer patients. It is important that nurses receive adequate preparation. Due to 

gaps in psycho-oncology knowledge and the many challenges and barriers that oncology 

nurses face at the workplace, they fall short in terms of effectively detecting, assessing, and 

planning care to the psychologically distressed cancer patients.  
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CHAPTER III 

THE PROGRAM 

This chapter provides information about the psycho-oncology program designed for 

the adult oncology nurses dealing with distressed cancer patients. From my experience as 

an oncology and a psychiatric nurse at AUBMC, I had a first-hand perspective regarding 

the lack of psychological distress screening for oncology patients. The status quo inspired 

me to propose this psycho-oncology educational program, which includes topics on 

psycho-oncology principles with emphasis on screening techniques. The program will be 

delivered face-to-face. This chapter provides a detailed description of the program.  

 

A. Program Description 

This six-session psycho-oncology program targets adult oncology nurses as part of 

their professional development and continuing education requirement. Integrated in the 

program are latest evidence on psycho-oncology theories, distress assessment tools, and 

distress screening techniques. Various psycho-oncology interventions deemed essential to 

help cancer patients and their families cope with psychological distress will be discussed in 

depth. Learning activities integrated in the program ensure interaction and engagement in 

discussion; accordingly, role-plays, case studies, and narrative pedagogy form the 

instructional means of the sessions in the program.  



 35 

B. Program Learning Outcomes 

After successfully completing this program, participants will be able to: 

1- Demonstrate understanding of the role of the oncology nurse in dealing with cancer 

patients and their families. 

2- Examine the most common psychiatric disorders among the cancer population using the 

DSM-5 diagnostic criteria.  

3- Assess psychological distress in patients and families from a psycho-oncological 

perspective using a variety of screening tools. 

4- Analyze the need of cancer patients experiencing psychiatric disorders for the available 

psychotherapy modalities.  

5- Describe the various psychopharmacological approaches used in the management of 

cancer patients with distress. 

6- Explore the importance and role of the family members as fundamental components of 

the psycho-oncology care.  

 

C. Target Population 

The program will target interested adult oncology registered nurses working on 

Basile inpatient and outpatient floors at AUBMC.  
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D. Instructional Approaches 

Several instructional approaches will be utilized in the program, such as lectures, 

case studies, discussion, role-plays, and narrative pedagogy. The program material will be 

delivered didactically through PowerPoint presentations. A clinical situation will be 

integrated in each unit of the program, developed in a case study format. Case studies are 

real-life scenarios where nurses’ experiences and understanding of the course material can 

be unraveled through discussion. Case studies provide a major advantage in teaching as 

they help learners develop several skills including problem solving, decision-making, and 

analytical thinking. Furthermore, case studies increase the learner’s motivation by 

participating and engaging in the educational process. Because they are real situations, 

case-studies can help nurses reflect and relate knowledge to similar situations they have 

previously encountered with their patients (Bonney, 2015). 

          Role-plays will be integrated in the units to simulate the topic under discussion.  

Role-plays are educational techniques commonly used in mental health teaching. Through 

playing the role of patients, learners explore patient’s feelings, emotions, and attitudes. This 

approach promotes reflection and insight by playing the role of both patients and therapists 

and observing colleagues. Thereby, it is important to stress on the important role that role-

plays have in increasing learner’s involvement, self-efficacy, and empathic skills (Rønning 

& Bjørkly, 2019).  

             In addition to the above instructional approaches, narrative pedagogy using videos, 

has become an essential part of educational programs. This instructional strategy delivers 
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information while also allowing learners to become involved in their own learning by 

focusing, understanding, and analyzing the video content (Moradi & Chen, 2019).  

 

E. Assessment Approaches 

 The program commences with a pre-test to assess participants’ knowledge about 

psycho-oncology in general and nursing practice when dealing with psychological issues 

among cancer patients (see Appendix A). At the end of the program, participants will sit for 

a post-test, which covers all discussed content in the program. A minimum grade of 80% 

will mark the successful completion of the program requirements, along with a certificate 

of attendance granted by the Clinical and Professional Development Center (CPDC) at 

AUBMC.  In case participants fail to meet the minimum grade, they need to retake the 

exam two weeks after the end of the course.   

 

F. Program Outline 

The program includes six units, delivered over a six-week period. The duration of 

each unit is 2 to 3 hours.  

Þ Unit 1: Introduction to psycho-oncology   

Þ Unit 2: Psychiatric Disorders Among the Cancer Population  

Þ Unit 3: Screening and Assessment in Psycho-Oncology  

Þ Unit 4 : Psychotropic Management in Cancer Patients  
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Þ Unit 5: Psychotherapeutic Interventions for Cancer Patients 

Þ Unit 6: The Role of the Family of a Cancer Patient with Psychological Distress  

Unit 1: Introduction to psycho-oncology 

Unit 1 Introduction to Psycho-oncology   
Outline • Orientation to the Course 

• The Oncology Nurse as a Part of the Psycho-Oncology Team 
• Educating and Training Oncology Nurses in Psycho-Oncology 
• Oncology Nurses Stress and Related Interventions 

Duration 2 hours  
Teaching 
Method 

PowerPoint Presentation  
Narrative pedagogy using a video  

 

Unit 1: Description 

This is an introductory session. The program coordinator will start by assessing the 

participants’ knowledge of the topic with a pre-test (see appendix A), followed by a 

discussion about the program’s aims and significance. Participants will be introduced to 

their role in the psycho-oncology team, especially in screening, assessing, and identifying 

psychological distress and psychiatric disorders in cancer patients, requiring professional 

help. During this session, the program coordinator will further explain how working in an 

oncology setting can affect nurses’ wellbeing, and how to properly manage any untoward 

experience. Moreover, a video about a real-life experience of a cancer survivor will be 

presented and discussed thus further highlighting the impact of psycho-oncology nursing on 

cancer patients.  

Video: https://www.youtube.com/watch?v=VPqYDJtIYPQ  
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Unit 2: Psychiatric Disorders Among the Cancer Population 

Unit 2 Psychiatric Disorders Among the Cancer Population 
Outline • Depressive Disorders and Suicide  

• Adjustment and Anxiety Disorders 
• Post-Traumatic Stress Disorder Related to Cancer Diagnosis and 

Treatment 
• Grief  

Duration 3 hours  
Teaching 
Method 

PowerPoint Presentation  
Case-study discussion (Appendix B) 
Narrative pedagogy using a video 

 

Unit 2: Description 

This unit examines the most common psychiatric disorders among the cancer population 

using the DSM-5 diagnostic criteria for each disorder (depressive disorders, adjustment 

disorders, anxiety disorders, post-traumatic stress disorder, grief, and suicide). Case studies 

will be used in this session to properly identify different behaviors and warning signs for 

each disorder indicating the presence of a psychiatric problem (See Appendix B). Also, a 

video will be presented to further explain how cancer affects the psychosocial aspect of 

patients. 

Video: https://www.youtube.com/watch?v=HkYjltsUC6o 

 

Unit 3: Screening and Assessment in Psycho-Oncology 

Unit 3 Screening and Assessment in Psycho-Oncology 
Outline • Distress as the 6th vital sign 

• Depression and Anxiety 
• Suicide  

Duration 2 hours  
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Teaching 
Method 

PowerPoint presentation 
Case Scenario   
Role play reflection (Appendix C) 

 

Unit 3: Description 

In this unit, participants will be introduced to a variety of screening tools used to identify 

different psychological problems in cancer patients. The unit will provide participants with 

the opportunity to have an ongoing discussion and on-site training on assessing and 

screening patients with psycho-oncology problems. This will be done in as a teamwork, 

where participants will be divided into groups of two; one will play the role of a cancer 

patient in distress and the other will play the role of the oncology nurse who will use the 

previously discussed screening tools to assess the patient. Participants will be given 5 to 10 

minutes to read the scenario after which they will present their scene. After each role-play, 

participants will critique the scenario by reflecting on nurses’ assessment technique, 

pointing out areas that need further improvement. The aim behind this unit is linking the 

theoretical aspects of psycho-oncology screening and assessment with direct patient care. 

Unit 4: Psychotropic Management in Cancer Patients 

Unit 4 Psychotropic Management in Cancer Patients 
Outline • Antidepressants 

• Anxiolytics 
• Antipsychotics 
• Mood Stabilizers 
• Hypnotics 

Duration 2 hours  
Teaching 
Method 

PowerPoint presentation 
Application using case studies  
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Unit 4: Description  

Psychotropic medications have a wide array of use in oncology. Though these medications 

address primarily psychiatric conditions, they are also helpful in managing cancer-related 

side effects and symptoms including nausea, fatigue, hot flashes, sleep disturbances, pain, 

loss of appetite, and weight loss. This unit will provide participants with an overview of the 

different classes of psychotropic medications, side effects, mechanism of action, drug-drug 

interactions, indications for use depending on specific symptoms and benefits, and nursing 

consideration. During the session, the program coordinator will share a case study about a 

cancer patient who presented with distress; the participants will be asked to read, 

understand, and discuss the case in terms of choosing the appropriate psychotropic 

medications and proper nursing considerations (See Appendix D). 

Unit 5: Psychotherapeutic Interventions in Cancer Patients  

Unit 5 Psychotherapeutic Interventions in Cancer Patients 
Outline • Cognitive and Behavioral Interventions 

• Therapeutic Communication Skills 
• Managing Clinically Significant Distress  

Duration 3 hours  
Teaching 
Method 

PowerPoint presentation 
Narrative pedagogy using a video 
Case study discussion 

 

Unit 5: Description  

This unit will focus on the latest evidence on principles and skills of psychotherapy that 

must be considered throughout the cancer trajectory. Theoretical framework for goal 

setting, therapeutic communication, and relationship will be discussed. Improving nurses’ 
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interpersonal skills regarding offering psychological support will be exercised using case-

scenarios, and other skills. The concepts will be further clarified through presenting and 

discussing a video. After explaining different psychotherapy approaches, the presenter will 

share a case study with participants to discuss (See Appendix E).  

Video: https://www.youtube.com/watch?v=HkYjltsUC6o  

Unit 6: The Role of the Family of Cancer Patients with Psychological Distress 

Unit 6 The Role of the Family of Cancer Patients with Psychological Distress 
Outline • Family-Centered Approach in the Setting of Cancer Care 

• Psychosocial Interventions for Families Coping with Cancer 
• Bereavement in the Setting of Cancer Care  

Duration 3 hours  
Teaching 
Method 

PowerPoint presentation 
Narrative pedagogy using a video 

 

Unit 6: Description 

In this unit, participants will be introduced to a different approach regarding patient care. 

Cancer doesn’t affect the patient only but also other family members including spouse, 

parents, and children. Participants will comprehend the importance of the family as the 

fundamental context of medical care in psycho-oncology. By assessing family dynamics, 

nurses will be enabled to assist families with the proper psychological interventions using 

family-centered approach. The aim is to help both patients and their families during illness 

and treatment trajectory and focus the care on both the patient and family.  After exploring 

the effect of caring for a cancer patient on the patient’s family as a whole, a short video 

displaying a family member’s experience will be discussed.  

Video: https://www.youtube.com/watch?v=KZaGDVqr8vE 
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G. Summary 

The Psycho-Oncology program will target the adult oncology nurses. The program 

comprises six units of psycho-oncology nursing offered over six weeks; each unit is of two 

to three hours duration. Nurses will be assessed through a pre-test on their psycho-oncology 

knowledge.  Among the covered topics are the basis of psycho-oncology, psychiatric 

disorders among the cancer population and screening methods, psychotropic management 

of cancer patients, and principles of psychotherapy interventions for cancer patients, as well 

as providing psychological help to the cancer patient family. An array of instructional 

approaches will be used, such as role-plays, case studies, narrative pedagogy, and 

discussion. The participants will then undergo a post-test to validate the acquisition of the 

program material.  
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CHAPTER IV 

PROGRAM IMPLEMENTATION AND EVALUATION 

AUBMC continuously provides nurses with continuing educational courses to 

improve practice and quality of nursing care. The need of oncology nurses at AUBMC to 

correctly assess and handle psychological distress in oncology patients are among the many 

reasons to develop this program, which aims at educating oncology nurses regarding 

psycho-oncology care and practice. This chapter will discuss the implementation process of 

the program and will include details about the evaluation process of both the program and 

participants.  

Before implementing the course, the need of such program will be shared with the 

nursing administration at AUBMC for approval. After securing their approval, the 

program’s material will be shared with the Clinical and Professional Development Center 

(CPDC) at AUBMC. The CPDC will carefully review the course material and approve it. 

The program will be communicated with nurse managers in both the adult oncology unit 

and outpatient oncology department to introduce the program outcomes, benefits, and 

implications of psycho-oncology practice on the quality of life of cancer patients and their 

families. 

Included in this phase is announcing the implementation of the program regarding 

venue, date, and time. In this regard, a poster will be posted on the adult oncology unit and 

outpatient departments or clinics (See Appendix F).  At a later stage, the program may be 
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sent to the Lebanese Order of Nurses for their review and potential implementation in 

different hospitals in Lebanon. 

            A total of 40 registered oncology nurses will be invited to attend the program. 

Interested ones will be asked to register their names with their manager, who in turn will 

send the list to the program coordinator via e-mail. Nurses who confirm their interest and 

willingness to participate will be granted access to Moodle and the program’s instructional 

material. If the number of interested nurses exceeds 15, they need to enroll in the upcoming 

offering, scheduled to take place every 2 months.  Attendance is mandatory; accordingly, 

certificates and contact hours will be issued only to participants after successfully 

completing the requirements of the program and passing the final exam. 

 

A. Evaluation 

Evaluation of the program will include the following: (a) assessing the achievement 

of program learning outcomes, (b) evaluating program effectiveness, and (c) evaluating 

overall impact of the program on increasing referrals and reporting to the psycho-oncology 

team.  

 

1. Assessing Achievement of Program Learning Outcomes 

      To assess the acquisition of knowledge and achievement of program learning 

outcomes, participants will be required to take a post-test that takes place one week after 

the last session. The exam will be held in person and includes 22 questions divided into two 

parts. The first part includes multiple-choice questions, and the second part is essay 
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questions. The time allotted to complete the post-test will be 90 minutes. Participants will 

receive their grade after 2 days of the exam (See Appendix G).  

 

2. Evaluating Program Effectiveness 

                To improve the program delivery, structure, and content, it is important to 

consider the feedback from participants. For this reason, an evaluation form is developed. 

The form aims at obtaining participants’ feedback on program structure, content, and 

delivery methods. The evaluation will be filled anonymously by participants. The form is 

divided into two parts: Part one includes a total of 12 items using the Likert scale. Items 

focus on program content, delivery, session length, instruction, and instructor. As for part 

two, it is more of a qualitative section inviting learners to share their comments about the 

program (see Appendix H).    

 

3. A Follow up on Achieving Overall Program Outcomes 

              After program completion, it is important to transfer learning outcomes to practice. 

To begin with, the coordinator who is an Advanced Practice Nurse will provide the contact 

details to all oncology nurses who successfully completed the program to assist in any 

arising matter pertaining to the program and provide guidance and mentoring when needed.  

Another method to evaluate the program’s effectiveness will be through looking at 

the data pertaining to psychological distress assessment and psychiatry referrals for cancer 

patients. AUBMC uses the electronic system EPIC to ease the process of documentation. 
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Depending on the unit, different screening tools appear; for instance, the distress-screening 

tool appears as a task required for completion by adult oncology nurses. If the distress score 

is high, the system automatically requests psycho-oncology consult. It is worth noting that 

data are saved into the system and a monthly report can be extracted. By accessing the 

EPIC system and using the previously mentioned feature, the coordinator will be evaluating 

the monthly distress screening and number of psycho-oncology consults. An increase in the 

psycho-oncology consults will be an indication of nurses’ involvement in the distress 

screening. The collected data will be with the CPDC to present the program evaluation and 

its effect on the performance of oncology nurses.  

 

B. Summary 

The above program targets oncology nurses at AUBMC.  Implementation will be 

coordinated with the CPDC, and the program will be advertised through the nurse 

managers of both the Basile In-patient and Out-patient departments. Evaluation will take 

place at three levels: assessing learning through a test, evaluating the overall program, and 

determining program effectiveness by following up on nurses’ application of screening of 

oncology patients in distress, increase in referrals, and reporting to the psycho-oncology 

team.  
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CHAPTER V 

CONCLUSION 

Cancer affects not only the physical health of patients, but also their mental health. 

The sudden change in the life of cancer patients, frequent admission and long hospital stay, 

complexity of cancer treatment, pain, and society’s perception about cancer, all of which 

affect the patient’s mental health negatively. It is well known that a worsened mental state 

affects the progression of cancer; however, it is uncommon for oncology nurses to 

accurately assess psychological distress, since they require formal education and 

preparation. This psycho-oncology nursing program aims at developing knowledge, skills, 

and attitudes of nurses who are entitled to deliver care to the adult cancer patient 

population. The program aims at educating oncology nurses and preparing them regarding 

assessing patients by accurately using distress screening tools and appropriately selecting 

intervention strategies appropriate to the situation at hand. The program can be used in the 

orientation of novice junior oncology nurses. After implementing this program at AUBMC, 

it can be proposed for adoption in other hospitals in Lebanon in collaboration with the 

Lebanese Order of Nurses (LON). This program contributes to the improvement of patient 

care through equipping oncology nurses with skills, knowledge, and confidence regarding 

early detection of distress in cancer patients, together with concerting efforts with the 

psycho-oncology team.  
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APPENDIX A 
 

PRE-PROGRAM TEST 

Read the statements below and answer with True or False.   

1. ______ Return demonstration is a performance to evaluate the effectiveness of 

teaching a patient coping skill. 

2. ______ Adult oncology nurses must be educated and trained in psycho-

oncology as they play an important role in the psycho-oncology team.  

3. ______ Distress is an intense negative state of feeling and emotions in which the 

individual fails to return to his/her psychological equilibrium. 

4. ______ PHQ-9 and GAD-7 are used to screen for anxiety and depression.  

5. ______ Suicide is common among cancer patients.  

6. ______ Burnout is the result of extreme and persistent mental, physical, and 

emotional stress on one’s job. 

7. ______ Mirtazapine is the drug of choice for a cancer patient complaining from 

low PO intake and insomnia. 

8. ______ It is evident that evolving from patient-centered care to family-centered 

care has a positive outcome on both the patient and family during treatment. 

9. ______ Cognitive Behavior Therapy is a form of psychotherapy to enhance the 

quality of life of cancer patients and their spiritual well-being.  

10. ______ Psycho-oncology is a branch of medicine that deals with the 

psychosocial aspect of cancer patients. 
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APPENDIX B 
 

 UNIT TWO 
 

1. CASE STUDY ON DEPRESSION 

 

Mr. Omar, a 67-year-old male diagnosed with stage IV non–small cell lung cancer 3 

months ago, he was admitted for pneumonia and weight loss of 15 kg over the past 3 

months. In her assessment, Ola, an oncology nurse, noticed that Omar spends most of his 

time asleep during the day and, if awake, closes his eyes when the staff enter the room. His 

answers were only limited to “yes” or “no” only, also he refused to get out of the bed for 

ambulation as he lacked energy and interest. Not only that, but he also seemed emotionally 

detached when his oncologist talked about his illness and course of treatment. He expressed 

his wishes to die on several occasions as he sees no hope to get cured. 

• Identify the signs and symptoms presented in the case, then formulate the proper 
diagnosis using the DSM-V diagnostic criteria.  
 
2. CASE-STUDY ON ANXIETY 

Sarah, a 29-year-old married female patient and a mother of two kids, has been recently 

diagnosed with Stage II breast cancer. The patient presented for her 2nd chemotherapy 

cycle of Adriamycin-Cyclophosphamide. Upon diagnosing her with cancer, Sarah started 

excessively worrying about her prognosis, despite being assured from her oncologist that 

she has good prognosis. She also seeks continuous reassurance from the medical and 

nursing teams and tends to ruminate about her current health status excessively. This is 

accompanied with irritability, restlessness, low concentration, difficulty falling and staying 
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asleep, decreased appetite, and significant muscle tension. Sarah is unable to control her 

worry which is causing deliberating effect on her mental and physical well-being. 

• Identify the signs and symptoms presented in the case, then formulate the proper 
diagnosis using the DSM-V diagnostic criteria. 

3. CASE-STUDY ON GRIEF 

Wafaa, a 42-year-old female patient, married and a mother of 4, had a screening 

mammogram which revealed an abnormality in the right breast. A surgical biopsy was done 

and revealed a grade III infiltrating ductal carcinoma. Diagnosis was confirmed in a 

telephone conversation with her oncologist. She presented for a follow-up appointment to 

discuss definitive treatment. Wafaa was informed that she will undergo surgery followed by 

radiation therapy with possible chemotherapy. Post-surgery, she was admitted to the 

oncology ward for chemotherapy and radiotherapy. During her stay, Lana, an oncology 

nurse noted that Wafaa seemed irritable, verbally aggressive with her husband and sister, 

with low tolerance to physical pain caused by chemotherapy. Upon further assessment, 

Wafaa reported to nurse Lana feelings of guilt, sadness, a sense of worthlessness, anger, 

anguish, interrupted sleep, and containing feelings of remorse and sadness. She is also 

reporting ongoing anger at God who is making her suffer with no reason, as she is a 

dedicated worshiper and never done anything wrong in her life. Wafaa kept saying:” Why 

me?!? I have never done anything wrong in my life, I have small kids, why is God doing 

this to me? This couldn’t be happening!” 

Identify signs and symptoms presented in the case, then formulate the proper diagnosis 
using the DSM-V diagnostic criteria. 
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APPENDIX C 
 

ROLE PLAY – UNIT THREE 
 

Instructions 

The instructor will divide participants into groups of two. 

The instructor will provide details about the role-play where participants are asked to 

prepare a role-play script where one member of the group shall play the role of a cancer 

patient in distress while the other shall play the role of the oncology nurse who will use the 

previously discussed screening tools to assess the patient.  

Case Scenario – Suicide and Depression Screening 

Salem is a 53-year-old male patient known to have AML status post-BMT, presented for a 

follow-up at day 90 post-BMT. After completing all blood workups, it was determined that 

Salem has relapsed, and he was admitted starting chemotherapy. During his hospital stay, 

Wael, an oncology nurse, noticed that Salem seemed withdrawn, sad with constricted 

affect, interacting minimally with the staff, and he was heard on several occasions 

expressing passive death wishes. During his hourly round, Wael noticed that Salem was 

checking the balcony in his room and commented the following:” A good fall from here 

will do the job.”  
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APPENDIX D 
 

CASE STUDY – UNIT FOUR 
 

Ahmad is a 44-year-old widowed male patient and a father of 3 children. He is a self-

employed architect and the sole provider to his family. He was recently diagnosed with 

stage III rectal cancer, and he’s set to start his 1st cycle of neoadjuvant chemoradiation 

therapy. Nurse Rami received Mr. Ahmad on his first admission. Rami noticed that the 

patient is worried, irritable, with low mood and concentration, decreased appetite for the 

past 4 weeks accompanied with nausea, difficulty sleeping, and complaining from 

neuropathic pain. While assessing Mr. Ahmad’s psychosocial needs, Rami discovers that 

the patient scored 24 on the PHQ-9 scale, and 15 on the GAD-7 scale. Rami contacted the 

psycho-oncology team to further assess Mr. Ahmad, in which they recommended to start 

Mr. Ahmad on Remeron 15 mg and Duloxetine 30 mg. 

• Indicate why the patient was started on both Remeron and Duloxetine? Write all 

nursing considerations. 
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APPENDIX E 
 

CASE STUDY – UNIT FIVE  
 

Amal, a 52-year-old female patient and a mother of 4, was recently diagnosed with 

carcinoma of the sigmoid colon. She is admitted to the infusion unit to receive her 1st cycle 

of GIAJFL chemotherapy protocol out of 12 post-surgery resections. Upon assessment, the 

patient wasn’t engaging in conversation and asked nurse Lara to leave her alone. 

Afterwards, the husband approached nurse Lara and expressed his concerns about his wife. 

He informed her that Amal after the surgery had little interest in doing daily tasks for more 

than half of the days accompanied with decrease oral intake, nausea, fatigue, lack of 

concentration, low mood, and spending most of her time asleep refusing to get out of bed; 

she also expressed to him that “the kids and him are better-off without her.” During the 

interview with the husband, Lara noticed that he was tearful, frustrated, extremely worried 

and anxious that his wife might harm herself. He also expressed his fear about losing his 

wife and being overwhelmed from the more responsibilities he had gained after his wife’s 

diagnosis. 

Following a comprehensive assessment and distress screening, Lara decided to contact the 

psycho-oncology team. After being assessed by the psycho-oncology team, Amal was 

started on an antidepressant, and she was encouraged to engage in psychotherapy. 

• What are the different psychotherapy approaches offered for Amal at this point, and 

which type of psychotherapy, in your opinion, is most suitable for her? Elaborate. 
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APPENDIX F 
 

 POSTER 
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APPENDIX G 
 

POST-PROGRAM TEST 
 

Name: ______________________________    I.D. _______________________________ 

Read the below questions and circle the best answer. 

1. Nurse Hala is taking care of a breast cancer patient who frequently experiences 

panic attacks. Hala would like to help the patient using cognitive-behavioral 

techniques.  Which from the following techniques are most common to the 

cognitive-behavioral model theoretical framework? Select all that apply. 

a. Administering anti-anxiety medication as prescribed. 

b. Helping the patient to use controlled relaxation breathing. 

c. Helping the patient examine evidence of stressors. 

d. Questioning the patient about early childhood relationships. 

e. Teaching the patient about anxiety and panic. 

 

2. Nurse Rayan noticed Fouad is pacing, restless, and irritable. She asks him if 

something is upsetting him, his response is unclear and vague. Nurse Rayan 

assesses Fouad’s level of anxiety as: 

a. Mild 
b. Moderate 
c. Severe 
d. Panic 

Scenario 

Salma, a widow aged 48, whose husband died one year ago from lung cancer, has just been 

diagnosed with breast cancer. Salma says to nurse Kassem, “Why me? How could God do 

this to me?”  
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The case applies to questions 3 and 4. 

3. Salma’s reaction reflects which of the following stages of grief: 

a. Depression 
b. Denial 
c. Anger 
d. Bargaining 

 

4. Kassem’s best therapeutic response would be: 

a. “I will refer you to a clergy who can help you understand what is 
happening.” 

b. “It isn’t fair that an innocent woman like you suffer from cancer.” 
c. “That is a negative attitude; you are hurting yourself with this attitude.” 
d. “It must really be frustrating for you; how can I best help you?” 

 

5. While giving the discharge instructions to a post-BMT patient, nurse Rami noticed 

that the patient is concerned and worried about his upcoming discharge. Which of 

the following statements by Rami reflects the most therapeutic approach? 

a. “You are much better than when admitted so there’s no reason to worry.” 
b. “What would you like to do now that you are about to go home?” 
c. “You seem to have concerns about going home.” 
d. “Aren’t you glad that you’re going home soon?” 

 

6. Which of the following is not a stage in Elisabeth Kübler-Ross’ grief cycle?  

a. Denial  
b. Acceptance  
c. Depression  
d. Acting out 

7. Which psychological therapy has the best evidence for success in treating anxiety or 

depression in patients with cancer?  

a. Adjuvant psychological treatment 
b. Small group therapy  
c. Group intervention 
d. Generic CBT  
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8. Which of the following is not an identified grief reaction? 

a. Anticipatory grief  
b. Prolonged grief  
c. Unresolved grief  
d. Absent grief  

 
9. Which of the following treatment modalities is true for treatment of depression in 

patients with cancer?  

a. SSRIs are a good choice for GI cancer patients with stoma  
b. Prozac (Fluoxetine) is the safest medication for a patient on tamoxifen  
c. Moclobemide must be avoided in patients at risk of developing seizures due to 

CNS cancer  
d. Tricyclic antidepressants may be the drug of choice for patients experiencing 

nausea  

10. It would be most helpful for the nurse to deal with a patient with severe anxiety by: 

a. Giving specific instructions using concise statements. 
b. Asking the patient to identify the cause of anxiety. 
c. Explaining in detail the developed plan of care. 
d. Urging the patient to focus on what the nurse is saying. 

11. Wafaa is under evaluation for imminent suicide risk. Which information given by her 
would be most significant? 

a. At least a 2-year history of feeling depressed more days than not. 
b. Divorced from spouse five months ago. 
c. Feeling loss of energy and appetite. 
d. Referring to suicide as best solution to problems. 

12. Cognitive behavior therapy for a cancer patient with depression aims at:  

a. Challenging negative thinking 
b. Encouraging analysis of dreams 
c. Prescribing antidepressants 
d. Discussing future goals of care 

Scenario 

Jane Doe, a 42-year-old female patient, married, mother of 4, is recently diagnosed 

with breast cancer. She is admitted to the infusion unit to receive her second cycle of 

Fatima Salloum
Adapted from: https://nurseslabs.com
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Adriamycin-Cyclophosphamide. Upon assessment, the patient wasn’t engaging in 

conversation, closed her eyes and asked you to leave her alone. Afterwards, her 

husband approached you and expressed his concerns about his wife. He informed you 

that Jane after the first cycle she had little interest in doing daily tasks for more than 

half of the days accompanied with decrease PO intake, irritability, nausea, fatigue, 

neuropathic pain, lack of concentration, low mood, crying spells, and spending most 

of her time asleep, she also expressed to him her wishes to “die and end the suffer.” 

1) As an oncology nurse, what are the proper interventions to do in this case? (2 Marks) 

2) Identify the warning signs and behaviors observed on Jane. (5 Marks) 

3) Which is/are the proper screening tools to be used in this case to assess Jane’s 

psychological well-being? Explain (5 Marks) 

4) Depending on the above findings, what is the most probable diagnosis for Jane? (3 

Marks) 

 

Following a comprehensive assessment, you decided to contact the psycho-oncology 
team. After being assessed by the psycho-oncology team, Jane was started on both 
Remeron (Mirtazapine) and Cymbalta (Duloxetine). The patient was also encouraged 
to engage in a behavioral activation plan. 

 

5) (a) What are the indications for prescribing both Remeron (Mirtazapine) and Cymbalta 
(Duloxetine)?  (3 Marks) 

 
(b) What are the nursing considerations? (2 Marks) 
 

6) How would a behavioral activation plan help Jane? Elaborate. (5 Marks) 

During the interview with the husband, he was tearful, frustrated, extremely worried 
and anxious that his wife might harm herself. He expressed his fear about losing his 
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wife and being overwhelmed from the more responsibilities he had gained after his 
wife’s diagnosis. He also reported that they haven’t disclosed to the kids yet their 
mother’s diagnosis as a means of protecting them. 

 

7) What is the appropriate approach you should use with Jane’s husband and why? (5 

Marks) 

8) Using this approach, address the different aspects to be included in order to help Jane’s 

husband. (5 Marks) 

9) Explain if you would agree with the husband to not inform the children. If not, how 

would you address this concern? (5 Marks) 

10) Dealing with such cases can cause a major work-related stress to most of the oncology 

nurses. How would you properly deal with such stress? (5 Marks) 
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APPENDIX H 
 

PROGRAM EVALUATION FORM 
 

Date: __________________   

Moderator: ___________________________ 

Instructions: Please rate the following items from 1 to 5. 

1: Strongly Disagree, 2: Disagree, 3: Neutral, 4: Agree, 5: Strongly Agree 

 1 2 3 4 5 

1. The learning outcomes of the program were clearly 
stated.  

     

2. The expectations of the program were covered.      
3. The time allotted for the program content was adequate.      
4. The instructional outcomes of the program were 

achieved. 
     

5. The material was presented in an interesting way.      
6. The used teaching methodology and strategy was 
7. efficient. 

     

8. The level of complexity of the program content was 
appropriate.  

     

9. The content of the program was adequate to advance the 
nurse’s knowledge on best practices in oncology 
nursing. 

     

10. The topics of the program were presented in a clear and 
understandable manner. 

     

11. The program content was presented in a structured and 
organized manner. 

     

12. The moderator was knowledgeable about the topics of 
the program. 

     

13. The moderator was well prepared, and the session was 
smooth. 

     

 

What new information have you acquired from this program?  
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Do you have any comments or recommended changes that would help improve the 

program?  

 

 

Would you recommend the program to other nurses? 

o Yes  

o NO 

- Further Comments  

 

Thank you for Your Feedback! 
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APPENDIX I 
 

INSTUCTIONAL MATERIAL SAMPLE 
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