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ABSTRACT
Introduction: Cancer survivors may experience mental health
concerns that affect their emotions, behavior, memory, and
ability to concentrate. For example, cancer survivors may
feel emotional distress like depression, fear, and anxiety after
being diagnosed with cancer. Present study was conducted to
assess depression, anxiety level and quality of life of cancer
patients.
Materials and Methods: 42 cancer survivors (under cancer
therapy for 1 year and above) visiting Department of
Radiotherapy, Rama Medical College Hospital & Research
Centre, Hapur, UP, (India) are included in the present study.
The study forms including the questions regarding the patient’s
demographic characteristics, Becks Depression Inventory
(BDI), State and Trait Anxiety Inventory (STAI) and WHOQOL
BREF were completed during face-to-face interviews for the
determination of the psychological status of the patients.
Results: Study sample consists of 16 (38.1%) males and 26
(61.9%) females. Maximum number of the sample belongs to
the age group of ˃61 years (33.3%, 14). Further, 35 (83.3%)
out of total 42 cases are married. There was a positive
correlation between BDI and STAI and there is negative
correlation between BDI and quality of life. Study sample was
compared in terms of Quality of Life and STAI scores.
Comparison on both scales shows that all the dimensions of
the Quality of Life except D3= Domain 3 (Social Relationship)
is negatively correlated with both the two sub-types of STAI.
The state anxiety score is negatively correlated with
D1=Domain 1 (Physical health; p<0.001), D2= Domain 2
(Psychological; p<0.001), D4= Domain 4 (Environment;
p<0.001) and also the trait anxiety score of the sample is also

INTRODUCTION
The quality of life (QOL) among cancer survivors and the means
to accurately measure their QOL have commanded increased
popularity and attention in the past decade. Several reasons are
suggested for this increased attention. Vastly improved cancer
treatment and supportive care have led to extended length of
survival for many diseases.
Cancer survivor refers to a person who has been diagnosed with
cancer, from the time of diagnosis throughout his or her life.
The impact of cancer on survivors’ family members, friends, and
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negatively correlated with D1=Domain 1 (Physical health;
p<0.001), D2= Domain 2 (Psychological; p<0.001), D4=
Domain 4 (Environment; p<0.001). However, there is no
significant difference in terms of D3= Domain 3 (Social
Relationship; state anxiety p ˃ 0.001and trait anxiety p ˃
0.001) and STAI scores.
Conclusion: There is a need for methodological studies that
measure QOL among cancer survivors more precisely by
taking into account the effects of the severity of the cancer and
the long-term impact of different treatments. Additional data are
needed to help us understand the needs of survivors and to
identify those subgroups of survivors who are at greatest risk
for the adverse sequelae of the disease and its treatment.
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caregivers is also a part of survivorship. A cancer survivor is
someone who is "living with or beyond cancer", someone who has
completed initial cancer management and has no apparent
evidence of active disease; is living with progressive disease and
may be receiving cancer treatment, but is not in the terminal
phases of illness; or has had cancer in the past.1
The number of cancer survivors has steadily increased over the
last 3 decades and is expected to continue to increase with
the implementation of improved cancer screening, the adoption of
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more efficacious cancer treatment, and the aging of the
population. Currently two-thirds of adults diagnosed as having
cancer are expected to survive 5 years or more after diagnosis. 2
As more individuals survive cancer, it is important to understand
how cancer and cancer therapies affect long-term quality of life
and psychological adjustment.3
Cancer survivors may experience mental health concerns that
affect their emotions, behavior, memory, and ability to
concentrate. For example, cancer survivors may feel emotional
distress like depression, fear, and anxiety after being diagnosed
with cancer. Others may have trouble remembering things or
paying attention as a result of side effects from their cancer
treatment. Some survivors have only mild symptoms for a short
time, while others have more severe symptoms that interfere with
their normal daily activities, work, and personal relationships.
Recent research shows that 10% of cancer survivors feel they
have poor mental health, compared with only 6% of adults without
a history of cancer. Cancer survivors who have other chronic
illnesses are more likely to have mental health problems and
poorer quality of life. Age, education level, income, marital status,
and other factors can affect a cancer survivor’s risk for mental
health problems and poor quality of life. If left unaddressed,
mental health problems can make it difficult for cancer survivors to
make healthy choices such as physical activity and exercise, and
can even affect survival. Unfortunately, fewer than one-third of
survivors who have mental health concerns talk to their doctor
about them, and many survivors do not use services like
professional counseling or support groups.4
The need of psychological studies arises as substantial
psychological distress has frequently been observed in people
with chronic illness and cancer is also considered as a serious
and potentially life-threatening illness, cancer patients do
experience a range of psychological and physical medical
challenges.5 The main problems of long-term cancer survivors are
in the areas of emotional and/or social support, health habits,
spiritual/philosophical view of life and body image concerns.6
The characteristics used to define anxiety disorders in the
common diagnostic systems employed in psychiatry, i.e. the
World Health Organization’s International Classification of
Disorders (ICD–10).7 and the American Psychiatric Association’s
Diagnostic and Statistical Manual (DSM-IV).8 are
1) Symptoms of autonomic over-activity which includes palpitation
and sweating, 2) Anxious behaviours such as restlessness and
reassurance-seeking, 3) Changes in thinking include
apprehension, worry and poor concentration, and 4) Physical
symptoms such as muscle tension or fatigue may occur.
In context of cancer patients, anxiety levels are found high soon
after the onset of cancer symptoms during investigation and
diagnosis, but many people adapt over time. These effects can
vary from person to person, change over time and range in
intensity from mild and intermittent to fully disabling disorder.
However, the prevalence of anxiety problems after a cancer
diagnosis falls over the following years.9 But may not return to
population levels even with curative treatment.10 Therefore, it is
well acknowledged that adults diagnosed with cancer are
vulnerable to depression and anxiety.
Approximately 16-25% of newly diagnosed cancer patients
experience depression or an adjustment disorder with depressed
mood.11 Depression has also been associated with functional
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limitations in cancer survivors12 and both anxiety and depression
can independently contribute to functional and overall health.
Effective long-term management of these problems remains a
challenge.13-15
World Health Organization (WHO).16 defines quality of life as
individual’s perceptions of their position in life in the context of the
culture and value systems in which they live and in relation to their
goals, expectations, standards and concerns. This definition
reflects the view that quality of life refers to a subjective
evaluation, which is embedded in a cultural, social and
environmental context. Because this definition of quality of life
focuses upon respondent’s “perceived” quality of life, it is not
expected to provide a means of measuring in any detailed fashion
symptoms, diseases or conditions, but rather the effects of
disease and health interventions on quality of life.
A number of illness-related factors exist that can affect QOL. The
amount of symptoms distress experienced by an individual has
been related to QOL in a number of people with cancer. Cancer
can produce many different symptoms, some subtle and some not
at all subtle. Some symptoms of cancer affecting QOL in patients
would be cancer type and stage as some types of cancer do not
present any symptoms until they are in advanced stages, time
since diagnosis, patient acceptance and intensity of the disease
and the level of psychological distress experienced by caregivers.
The concept of quality of life has particular relevance for long-term
cancer survivors. While much of the focus of care during active
treatment has been the support of physical and psychological
well-being, aspects of social well-being (including family,
friendship, and work issues) and spiritual well-being most often
arise several months to years later. In addition, concerns about
late effects of cancer and its treatment on physical and
psychological well-being take on a vastly different picture with long
term cancer survivors. For example, late effects of fatigue, pain,
physical decline, sexual and intimacy issues, and cognitive
impairments have been identified.17-20 These late effects, while not
life threatening, can affect day to day functioning and coping.
Psychologically, cancer survivors may be plagued by the fear
associated with cancer recurrence, feelings of uncertainty over
their future, loneliness, isolation, anxiety and depression.19,21,22
Socially, cancer survivors may often face changes in their family
structure and social supports. They may shield their concerns
from their family in their desire to not burden them which can often
lead to feelings of increased isolation from their usual friendships
and supportive networks. Seeking solace and support in cancer
support groups have been critical actions to help decrease
feelings of loneliness and isolation. Work related fears include the
concern over the extent of disclosure, change in work priorities,
concern over employee benefits and insurance, discrimination and
potential stigma.23 Few employee programmes are available
which address these enormous concerns. Spiritual and existential
concerns most often arise after cancer treatment has been
completed.24-27 Measuring QOL among cancer survivors presents
a major challenge for several reasons. First, the vast majority of
standardized QOL tools focus primarily on acute treatment effects,
and often do not contain a longer view of cancer survivorship with
specific concerns and needs long term.28 Current standardized
QOL tools were developed to evaluate differences in cancer
treatment. Much of their use in research has been to measure
QOL as an intermediate endpoint in clinical trials.29
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Present study was conducted to assess depression, anxiety level
and quality of life of cancer patients visiting department of
radiotherapy, Rama Medical College Hospital & Research Centre,
Hapur, UP, (India) using the Beck Depression Inventory (BDI),
State and Trait Anxiety Inventory (STAI) and WHOQOL BREF.

MATERIALS AND METHODS
42 cancer survivors (under cancer therapy for 1 year and above)
visiting Department of Radiotherapy, Rama Medical College
Hospital & Research Centre, Hapur, UP, (India) are included in
the present study. Both males and females were included and age
ranges between 20-70 years. Patients with mental retardation and
past history of any major mental illness were excluded. Written
informed consent was taken from each patient after full
explanation of objectives of the study. The psychological status of
the patients is assessed on BDI, WHOQOL BREF and STAI.
State and Trait Anxiety Inventory (Form Y) is developed by
psychologists Charles Spielberger, R.L. Gorsuch and R.E.
Lushene.30 This self-report measure indicates the intensity of
feelings of anxiety; it distinguishes between state anxiety (A
temporary condition experienced in specific situations) and trait
anxiety (A general tendency to perceive situations as threatening).
Items 1 - 20 measure situational or state anxiety (STAI- S), and
items 21 - 40 measure underlying or trait anxiety (STAI-T). Both
scales are intended to form uni-dimensional measures. For the
state items respondents are asked to indicate “How you feel
right now, that is, at this moment.” Responses indicate intensity
of feeling on a 1 to 4 scale from “not at all” through “somewhat,
moderately so” to “very much so.” For the trait items, the question
concerns “how you generally feel” and the response scale
indicates frequency: “almost never,” “sometimes,” “often” and
“almost always.” After reversing scores for positively-worded
items, total scores for state and trait are calculated, ranging from
20 – 80.
Beck’s depression scale (BDI) is a series of questions developed
to measure the intensity, severity and depth of depression in
patients with psychiatric disorders. BDI was developed in 1961 by
Beck.31 and it composes 21 items, each with 4 possible
responses. Each response is assigned a score ranging from zero
to three indicating the severity of the symptom.
Individual questions of the BDI assesses mood, pessimism, sense
of failure, self-dissatisfaction, guilt, punishment, self-dislike, selfaccusation, suicidal ideas, crying, irritability, social withdrawal,
body image, work difficulties, insomnia, fatigue, appetite, weight
loss, bodily preoccupation and loss of libido. Items 1 to 13 assess
symptoms that are psychological in nature, while items 14 to 21
assess more physical symptoms. The standardized cut-offs used
differ from the original: 0–13 (minimal depression), 14– 19 (mild
depression), 20–28 (moderate depression) and 29–63 (severe
depression).
The WHOQOL BREF Field Trial Version.32 has been developed to
provide a short form quality of life assessment that looks at
Domain level profiles using data from the pilot WHOQOL
assessment and all available data from the Field Trial Version of
the WHOQOL-100. The WHOQOL-BREF contains a total of 26
questions. To provide a broad and comprehensive assessment,
one item from each of the 24 facets contained in the WHOQOL100 has been included. In addition, two items from the overall
Quality of Life and General Health facet have been included. The
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WHOQOL-BREF should be self-administered if respondents have
sufficient ability: otherwise, interviewer-assisted or interviewadministered forms should be used. Standardised instructions,
given on the second page of the WHOQOL-BREF example
assessment, should be read out to respondents in instances
where the assessment is interviewer-administered.33

RESULTS AND OBSERVATIONS
Observation from Table No. 1, it is cleared that the study sample
consists of 16 (38.1%) males and 26 (61.9%) females. Maximum
number of the sample belongs to the age group of ˃61 years
(33.3%, 14). Further, 35 (83.3%) out of total 42 cases are married
and only 7 (16.7%) cases are single (either unmarried or divorced
or widowed). Maximum no. of the cases are educated up to high
school (17, 40.5%). Occupation wise distribution indicates that 22
(52.4%) cases out of the total sample are housewives, 7 (16.7%)
are govt. employees, 11 (26.2%) are self-employed and 2 (4.8%)
are students. And monthly income wise distribution shows that out
of the total sample, 13 (31%) cases earn below Rs. 10,000/, 17
(40.5%) cases earn Rs. 10,000-20,000/ and rest 12 (28.6%) cases
earn above Rs. 20,000/. Further, 23 (54.8%) of the total cases live
in nuclear family, whereas rest of the sample i.e. 19 (45.2%) of the
cases live in joint family. And duration of the illness ranges from 25 years (21, 50%), 5 years and above (15, 35.7%) and 1-2 years
(6, 14.3%).
Table no. 2 shows that there was a positive correlation between
BDI and STAI and there is negative correlation between BDI and
quality of life.
In Table 3, the study sample was compared in terms of Quality of
Life and STAI scores. Comparison on both scales shows that all
the dimensions of the Quality of Life except D3= Domain 3 (Social
Relationship) is negatively correlated with both the two sub-types
of STAI.
The state anxiety score is negatively correlated with D1=Domain 1
(Physical health; p<0.001), D2= Domain 2 (Psychological;
p<0.001), D4= Domain 4 (Environment; p<0.001) and also the trait
anxiety score of the sample is also negatively correlated with
D1=Domain 1 (Physical health; p<0.001), D2= Domain 2
(Psychological; p<0.001), D4= Domain 4 (Environment; p<0.001).
However, there is no significant difference in terms of D3= Domain
3 (Social Relationship; state anxiety p ˃ 0.001and trait anxiety p ˃
0.001) and STAI scores.
DISCUSSION
The study finding shows a positive correlation between BDI and
STAI (Both State and Trait anxiety) scores indicating the relations
between the two entities. Previous studies also found that in
comparisons within the general population, pathological anxiety is
commoner in people with cancer than in those without any chronic
medical condition as well as also found that between 15% and
40% of cancer patients develop clinical anxiety and/or
depression.34-37
On the other hand, a negative relation between BDI and Quality of
Life is found signifying that level of depression directly affects the
quality of life of the patients. And also the domains of the quality of
life except Domain No. 3, i.e. social relationship are negatively
correlated with state and trait anxiety.33 Anxiety levels significantly
affect the patient’s physical and psychological health and
environment as well.
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Table 1: Socio-Demographic Characteristics of study population
Characteristics
Patients
Gender
(N=42)
Male
16
Female
26
Age Range
21-30
3
31-40
4
41-50
11
51-60
10
˃61 years
14
Marital Status
Married
35
Single (Widowed, Divorced,
7
Education
Unmarried)
High school
17
University level
12
Illiterate
13
Occupation
House Wife
22
Government Employee
7
Self-Employed
11
Student
2
Monthly Income in Indian Rupee
<10,000
13
10,000-20,000
17
20,000 and above
12
Family Type
Nuclear
23
Joint
19
Duration of Illness
1-2 Years
6
2-5 Years
21
5 Years and above
15

N%
38.1
61.9
7.1
9.5
26.2
23.8
33.3
83.3
16.7
40.5
28.6
31.0
52.4
16.7
26.2
4.8
31.0
40.5
28.6
54.8
45.2
14.3
50.0
35.7

Table 2: Correlations between Beck Depression Inventory (BDI) and
State-Trait Anxiety (STAI) & Quality of Life Scale
Scales
BDI
Pearson Correlation
STAI
State anxiety
0.312*
Trait anxiety
0.384*
Quality of life
D1
-0.513*
D2
-0.419*
D3
-0.321
D4
-0.497*
D1=Domain 1 (Physical health), D2= Domain 2 (Psychological),
D3= Domain 3 (Social Relationship), D4= Domain 4 (Environment).

Table 3: Correlations between State-Trait Anxiety (STAI) & Quality of Life Scale
Quality of Life
D1
D2
D3
D4
State Anxiety
Pearson Correlation
-0.424*
-0.436*
-0.239
-0.462*
P Value
<0.001
<0.001
˃0.001
<0.001
Trait Anxiety
Pearson Correlation
-0.419*
-0.497*
-0.193*
-0.489*
P Value
<0.001
<0.001
˃0.001
<0.001
Scales

D1=Domain 1 (Physical health), D2= Domain 2 (Psychological),
D3= Domain 3 (Social Relationship), D4= Domain 4 (Environment).
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Cancer survivors experience high levels of psychological distress,
a range of feelings and emotions that people experience in
reaction to cancer including depression and anxiety, with an
important impact on health-related quality of life (HRQoL).38,39
Although most long-term cancer survivors successfully adapt to
life after cancer and may even experience positive psychological
effects from coping with their cancer,40,41 but some cancer
survivors develop significant and lasting psychological sequelae.3437 A cancer diagnosis and subsequent treatment can cause both
physical and psychosocial effects. Cancer treatment can create
immediate physical deficits as well as delayed physical effects that
emerge many years after the completion of therapy, such as
infertility, cardiac dysfunction, and a second malignant
neoplasm.42,43 A history of cancer can also have an impact on
social adaptation by limiting employment opportunities and the
ability to obtain health insurance coverage.44 As a result of their
cancer experience, many cancer survivors develop a fear of
recurrence, health worries, a heightened sense of vulnerability, a
sense of loss for what might have been, and alterations in social
support.45,46 It is important to study the psychological sequelae of
the cancer experience because such mental distress is likely
treatable, and early detection and intervention may improve the
overall well-being and quality of life of cancer survivors.

CONCLUSION
In present study, we found that there is a positive correlation
between BDI and STAI and there is negative correlation between
BDI and quality of life. Study sample was compared in terms of
Quality of Life and STAI scores. Comparison on both scales
shows that all the dimensions of the Quality of Life except D3=
Domain 3 (Social Relationship) is negatively correlated with both
the two sub-types (state anxiety and trait anxiety) of STAI. There
is a need for methodological studies that measure QOL among
cancer survivors more precisely by taking into account the effects
of the severity of the cancer and the long-term impact of different
treatments. Additional data are needed to help us understand the
needs of survivors and to identify those subgroups of survivors
who are at greatest risk for the adverse sequelae of the disease
and its treatment.
REFERENCES
1. Living with or beyond cancer. Macmillan Cancer Support.
Retrieved 2015-07-22.
2. Centers for Disease Control and Prevention (CDC), Cancer
survivorship—United States, 1971-2001. MMWR Morb Mortal
Wkly Rep 2004;53 (24) 526- 529.
3. Muzzin LJAnderson NJFigueredo ATGudelis SO The
experience of cancer. Soc Sci Med1994;38 (9) 1201- 1208.
4. CDC; Cancer Survivorship; Improving Cancer Survivors’ Mental
Health.
[Accessed
on
May 2016]
Available
at:
https://www.cdc.gov/cancer/survivorship/basic_info/survivors/ment
al-health.htm
5. Yang YL, Guo-Yuan Sui, Guang-Cong Liu, et al. The effects of
psychological interventions on depression and anxiety among
Chinese adults with cancer: a meta-analysis of randomized
controlled
studies.
BMC
Cancer
2014;14:956.
http://www.biomedcentral.com/1471-2407/14/956.
6. Heydarnejad MS, Hassanpour Dehkordi A, Solati Dehkordi
K. Factors affecting quality of life in cancer patients undergoing
60 | P a g e

chemotherapy. African Health Sciences 2011;11(2):262-270.
7. World Health Organization. The ICD-10 classification of mental
and behavioiral disorders: clinical descriptions and diagnostic
guidelines. Delhi: A..I.T.B.S. Publishers & Distrisbutors 2007.
8. American Psychiatric Association. Diagnostic and statistical
manual of mental disorder. 2015;5th edn.
9. Fallowfield LJ, Hall A, Maguire P, et al. Psychological effects of
being offered choice of surgery for breast cancer. BMJ
1994;309(6952):448.
10. Loge JH, Abrahamsen AF, Ekeberg O, et al. Psychological
distress after cancer cure: a survey of 459 hodgkin’s disease
survivors. Br J Cancer 1997;76(6):791-796.
11. Sellick S, Crooks D. Depression and cancer: An appraisal of
the literaure for prevalence, detection, and practice guideline
development for psychological interventions. Psycho-Oncology
1999;8:315-333.
12. Wang L, van Belle G, JKukull WB, Larson EB. Predictors of
functional change: A longtiudinal study of nondemented people
aged 65 and older. Journal of the American Geriatric Society
2002;50(9):1525-1534.
13. Dausch BM, Compas BE, Beckjord E, Luecken L, AndersonHanley C, Sherman M, Grossman C. Rates and correlates of
DSM-IV diagnoses in women newly diagnosed with breast cancer.
Journal of Clinical Psychological Medical Settings 2004;11(3):159169.
14. Simmonds MJ. Physical function in patients with cancer:
Psychometric characteristics and clinical usefulness of a physical
performance test battery. Journal of Pain Symptom Management
2002;24(4):404-414.
15. Kristeller JL, Zumbrun CS, Schilling RF. ‘I would if I could’:
How oncologists and oncology nurses address spiritual distress in
cancer patients. Psycho-Oncology 1999;8(5):451-458.
16. World Health Organization. Recuperado en septiembre 15,
2005. disponible en http://www.who.int/ publications/es/
17. Winningham ML, Nail LM, Burke MB, et al. Fatigue and the
cancer experience: The state of the knowledge. &co/ Nursing
Forum 1994,21(l): 23-36.
18. Blume E. Sex after chemotherapy. J Nat Cancer Znst 1993;
85: 768.
19. Dow KH. The enduring seasons in survival. Ond Nurs Forum
1992; 17; 511.
20. Cimprich B. Attentional fatigue in women with breast cancer.
Res Nurs Health 1993; 16; 83.
21. Massie M, Holland J, Straker N. Psychotherapeutic
interventions. In: Holland JC, Rowland JH, eds. Handbook of
Psychooncology: Psychoiogical Care of the Pafient with Cancer.
New York: Oxford University Press, 1983: 455.
22. Mahon SM. Managing the psychosocial consequences of
cancer recurrence: implications for nurses. Oncol Nurs Forum
1991; 18; 577-583.
23. Hoffman B. Cancer survivors at work: Job problems and illegal
discrimination. Oncology Nurs Forum 1989; 16; 39-42.
24. Kahn D, Steeves R. Spiritual well-being: A review of the
researchliterature. Quality of Life: A Nursing Challenge 1993;2:
60-64, Philadelphia: Meniscus Ltd.
25. O’Connor A, Wicker C, Germino B. Understanding the cancer
patient’s search for meaning. Cancer Nurs 2990; 3: 167-175.
26. Brown-Saltzman K. Tending the spirit. Oncol Nurs Forum
1994; 21: 1001-1006.

Int J Med Res Prof.2016; 2(5); 56-61.

www.ijmrp.com

Ravindra Kumar Bansal et al. Quality of Life, Anxiety and Depression among Cancer Survivors
27. Highfield M. Spiritual health of oncology patients: Nurse and
patient perspectives. Cancer Nurs 1992; 15 l-8.
28. Padilla GV, Grant MM, Ferrell B. Nursing research into quality
of life. Quality of Life 1992; 1: 341-348.
29. Cella D. Functional Assessment of Cancer Therapy Scales,
Version 3, Rush-Presbyterian St. Luke’s Medical Centre, Rush
Cancer Institute, 1994.
30. Spielberger CD, Gorsuch RL, Lushene RD. STAI manual.
Consulting Psychologist press, Palto Alto, California 1970.
31. Beck AT, Steer RA. Internal consistencies of the original and
revised beck depression inventory. J Clin Psychol
1984;40(6):1365-1367.
32. World Health Organization. Geneva programme on mental
health whoqol-bref introduction, administration, scoring and
generic version of the assessment and generic version of the
assessment. 1996.
33. Devi KS, Singh LJ, Devi NR, et al. Depression, anxiety and
quality of life of cancer survivors. J. Evolution Med. Dent. Sci.
2016;5(36):2077-2082, DOI: 10.14260/jemds/2016/488
34. Wells KB, Golding JM, Burnam MA. Psychiatric disorder in a
sample of the general population with and without chronic medical
conditions. Am J Psychiatry 1988;145(8):976-981.
35. Derogatis LR, Morrow GR, Fetting D, et al. The prevalence of
psychiatric disorders among cancer patients. JAMA
1983;249(6):751-757.
36. Massie M, Holland J. Overview of normal reactions and
prevalence of psychiatric disorders. In: Holland J and Rowland J,
ed. Handbook of psychooncology. Psychological care of the
patient with cancer. New York: Oxford University Press 1989;p
273–82.
37. Parle M, Jones B, Maguire P. Maladaptive coping and
affective disorders among cancer patients. Psychol Med
1996;26(4):735-744.
38. Brown LF, Kroenke K, Theobald DE et al. The association of
depression and anxiety with health-related quality of life in cancer
patients with depression and/ or pain. Psychooncology 2010; 19:
734–741.
39. Holland JC. Preliminary guidelines for the treatment of
distress. Oncology (Williston Park) 1997; 11: 109–114; discussion
115–107.

61 | P a g e

40. Bellizzi KM, Blank TO. Cancer-related identity and positive
affect in survivors of prostate cancer. J Cancer Surviv 2007;1(1)
44- 48.
41. Park CL, Helgeson VS. Introduction to the special section:
growth following highly stressful life events—current status and
future directions. J Consult Clin Psychol 2006;74(5); 791- 796.
42. Davies SM. Subsequent malignant neoplasms in survivors of
childhood cancer: Childhood Cancer Survivor Study (CCSS)
studies. Pediatr Blood Cancer 2007;48(7); 727- 730.
43. Ness KK, Oakes JM, Punyko JA, Baker KS, Gurney JG.
Prevalence of the metabolic syndrome in relation to self-reported
cancer history. Ann Epidemiol 2005;15(3); 202- 206.
44. Hoffman B. The employment and insurance concerns of
cancer survivors. Ganz PCancer Survivorship. New York, NY
Springer Publishing Co Inc 2007;272- 282.
45. Adler NE, Page AEK. Cancer Care for the Whole Patient:
Meeting Psychosocial Health Needs. Washington, DC National
Academies Press 2007.
46. Hewitt M, Greenfield S, Stovall E. From Cancer Patient to
Cancer Survivor: Lost in Transition. Washington, DC National
Academies Press 2005.

[

Source of Support: Nil.
Conflict of Interest: None Declared.
Copyright: © the author(s) and publisher. IJMRP is an official
publication of Ibn Sina Academy of Medieval Medicine &
Sciences, registered in 2001 under Indian Trusts Act, 1882.
This is an open access article distributed under the terms of the
Creative Commons Attribution Non-commercial License, which
permits unrestricted non-commercial use, distribution, and
reproduction in any medium, provided the original work is properly
cited.
Cite this article as: Ravindra Kumar Bansal, Sunil Kumar Pawar,
Vinay Sharma. Study of Quality of Life, Anxiety and Depression
among Cancer Survivors at a Tertiary Care Teaching Hospital. Int
J Med Res Prof. 2016; 2(5):56-61.

Int J Med Res Prof.2016; 2(5); 56-61.

www.ijmrp.com

