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Cancer and Anxiety 
How Can We Help? 



Objectives 
 Describe normal adjustment to cancer diagnosis and 

treatment 
 Describe normal vs pathological anxiety (including 

PTSD) in cancer  
 Describe ways to screen for anxiety within oncology 

clinics 
 Describe interventions for anxiety during cancer course 
 Use case presentation to describe interventions 

 
 
 





Normal Adjustment Is….. 
 
 

an ongoing process of trying to maintain mastery or 
control over various changing phases in cancer 
diagnosis/treatment.  

 



 
 
 
 
 
 
 
 
 
 
Changing Phases in Cancer 
 

Pre-diagnosis Diagnosis Treatment Recurrence 
Post treatment/ 

Survivorship/Palli
ative Care 



Adjustment to Cancer 

Normal 
Adjustment 

• Disbelief, denial/shock, sadness/anxiety, fear, shift to palliative care 

Adjustment 
Disorders 

• Most commonly diagnosed 
• Impaired social/occupational functioning 
• May progress to more serious mental disorder 
• No specific symptom set, difficult diagnosis 

Anxiety 
Disorders 

• GAD, Panic disorder, ASD, PTSD  
• May be exacerbation of existing disorder 



Prevalence 
 Prevalence rates vary depending on instruments, criteria 

used, sample size: (10 to 30%) 
 30 to 40% of cancer survivors report ongoing fear of 

recurrence and diagnostic tests 
 Anxiety is higher in medical cohorts compared to general 

population (12% with chronic medical problems vs 6% in 
general population) 

 
 

 

* Holland et al., 2010 

 



Risk Factors 
 Younger age 
 Female sex 
 Separated/divorced/widowed 
 Lower SES – financial problems 
 MH history, hx of anxiety disorder, hx of physical or emotional trauma  
 Previous cancer diagnosis 
 Addiction 
 Limited social support 
 Uncontrolled pain 
 Trouble taking care of personal needs 
 

. 

 

* Holland et al., 2010 

 
 

 



Interaction of medical and anxiety 
symptoms in cancer 

 
 Pain: poorly controlled pain causes anxiety and anxiety increases pain.  
 Other medical problems: Anxiety may be a warning sign of a change in metabolism 

(such as low blood sugar), a heart attack, severe infection, pneumonia or a blood clot in 
the lung.  Sepsis and electrolyte imbalances can also cause anxiety. 

 Certain types of tumors: Certain hormone -releasing tumors can cause symptoms of 
anxiety and panic attacks. Tumors that have spread to the brain and spinal cord and 
tumors in the lungs can cause other health problems with symptoms of anxiety.  

 Certain drugs: Certain types of drugs including corticosteroids, thyroxine, 
bronchodilators, and antihistamines, can cause restlessness, agitation or anxiety.  

 Withdrawing from habit-forming drugs: Withdrawal from alcohol, nicotine, 
opioids, or antidepressant medicine can cause agitation or anxiety. 
 
 
 
 

* National Cancer Institute (www.cancer.gov/about-cancer/coping/feelings/anxiety-distress-
pdq#section/_114) 

 



PTSD/PTS-related symptoms 
 Some patients with cancer appear to struggle with trauma-related symptoms: avoidance, 

intrusive thoughts, and heightened arousal 
 

 DSM-IV and 5 allow PTSD to be related to life-threatening medical illness 
 
 Incidence ranges from 3 to 4% for early-stage and up to 35% in patients after treatment, 

findings vary considerably, vary in diagnostic criteria 
 
 Classical conditioning and instrumental learning (e.g. anticipatory anxiety and nausea) 
 
 
 Debate about whether cancer fits the conceptual understanding of PTSD where trauma 

is usually a one-time life-threatening event. 
 

 

 

 

(PDQ® Supportive and Palliative Care Editorial Board. PDQ Cancer-Related Post-traumatic Stress. Bethesda, MD: National Cancer 
Institute. Available at: https://www.cancer.gov/about-cancer/coping/survivorship/new-normal/ptsd-hp-pdq. [PMID: 26389172] 
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PTSD and Veterans with Cancer  
(Jahn et al., 2012) 

 Study looking at lifespan developmental impact of combat 
trauma. 

 Does early life exposure to combat increase the risk of 
distress when confronted with later cancer diagnosis? 

 Is combat exposure associated with resilience and stress-
related growth? 

 Compared to veterans without combat-PTSD, veterans with 
combat-PTSD reported experiencing more distress 
following cancer diagnosis, but also greater growth (e.g. 
change in worldview, strengthening of family relationships) 

 
 



Survivorship (Stanton et al., 2015) 

 Most long-term survivors experience modest to moderate 
levels of fear of recurrence 

 Anxiety can be exacerbated by triggers (i.e. f/u medical 
visits, sxs that mimic illness (pain), death of public figure 
from CA, family member’s illness) 

 CA-related PTSD occurs in less than 10% of survivors and 
decreases over time. (At risk: younger, more serious 
disease/aggr therapy, PTSD previously) 

 Sub-threshold PTSD common among survivors in first 2 
years 



Impact of Anxiety 

Decreased self-
efficacy 

Poor problem 
solving 

Affects decision-
making, coping, 
and compliance 

avoidance No habituation to 
threat 

Hypervigilance 

(not better than 
medical 

surveillance) 

Increase in 
Maladaptive 

coping 
mechanisms 

Poor health 
behaviors  

Functional 
limitations 



Underdiagnosed and Undertreated 
 Stigma 
Fear 
Overlapping symptoms with cancer 
Medication treatments may overlap with sxs 
Pain 



Screening/Assessment 

Single Symptom 

• NCCN Psychosocial Distress 
Monitor 

Multi-symptom 

•GAD-7 
•Hospital Anxiety and 
Depression Scale (HADS) 
•State Trait Anxiety Inventory 

 

Tools that focus on diagnosing 
clinical syndromes to aid in 

specific treatments 

• More complex assessment 
psychological/cognitive 
assessment 



NCCN Psychosocial Distress Monitor 



Hospital Anxiety and Depression Scale 





Interventions 
Psychoeducation 
Cognitive Therapy 
Problem-solving therapy 
Behavioral Interventions 
Animal-assisted Therapy (AAT) 



Brooklyn VA 
 
 Psychologist integrated into interprofessional team in 

oncology (medical/chemotherapy/RT) 
 Initial triage appointment – distress monitor 
 Navigation Plan with psychologist 
 Further assessment as needed 
 Treatment Plan for psychosocial support 



Psychoeducation 

Psychologist can 
attend patient 
meetings with 
oncologist to 

support medical 
recommendations 

American Cancer 
Society 

(brochures and 
portal) 

Oncology 
Support Group 



Cognitive Therapy 
Maladaptive cancer cognitions 
Cancer Cognition Consequence 

I will die in my sleep. Insomnia, nocturnal anxiety, hypervigilance 

Chemotherapy is a poisonous chemical. Overgeneralization of ALL chemo as toxic: 
minimization of role for symptom mgmt.  
May stop tx if perceived harm outweighs 
benefit. 

Cancer rules my life.  It is all luck. Underestimation  of self-efficacy and 
overestimation of of cancer threat.  All of 
nothing thinking.  Increased anxiety. 

It’s not fair!! Randomness of life and cancer are 
personalized. 

I MUST think positively! Increased anxiety when a realistic or 
pessimistic thought occurs. 

What if the cancer HAS spread? Worry and hypervigilance; “what if…” 

Cancer is a death sentence. Overgeneralized thinking.  Leads to paralysis 
and avoidance of problem-solving.  64% of 
pts become survivors. 



Problem Solving Therapy (Nezu et al., 2003) 

 Nezu based on idea that the more efficient patients are in 
problem-solving or coping, the less distressed they will be. 

 
 Pts learn to: define the problem, brainstorm possible 

options, evaluate potential solutions, implement solutions, 
monitor degree of success, make adjustments to solutions 

 
 Significant other can be coach 



Behavioral Interventions 
 Distraction/relaxation training/hypnosis/systematic 

desensitization 
 



Animal Assisted Therapy (AAT) 
 AAT with chemo/RT showed increases in emotional well-being and quality of 

life even with significant physical and functional declines. Pts say they would 
have stopped their treatment if it wasn’t for the therapy dog. (Fleishman et al., 2015) 

 AAT with chemo reduced anxiety/depression and increased arterial oxygen 
saturation , decrease in somatic associations related to disease. (Orlandi et al., 2007) 

 Increase in endorphins (pain control) and decrease in cortisol (stress).  

 



Case Example - WH 
Reasons for possible exacerbation of anxiety 
 Hx of PTSD 
 Poor social support (relies on dog) 
 Metastatic disease 
 Pain 
 Difficulty swallowing 
Interventions 
 Psychoeducation (possible support with medical visits) 
 Dog Therapy 
 Relaxation/imagery for pain and swallowing difficulties 
 Cognitive Therapy 
 Strategies to reduce anxiety around treatment interventions (e.g. RT) 
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