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Abstract 

Background: Malignant diseases represent one of the most important worldwide morbidity and 

mortality causes. In Romania, the number of new cancer cases is 78800/year and the number of cancer 

deaths is 48300/year. In Galati County the number of oncology patients under observation is 

continuously increasing, ranging from 11426 cases in 2008 to 17083 cases in 2017.  

Methods and materials: We are presenting psycho-oncology reactions manifested by an 

oncology patient during his evolution from pre-therapeutic evaluation, to diagnostic set-up, treatment 

and further evolution. Anxiety and depression prevalence among oncology patients vary in very large 

limits, function of malignant site, but also, within the pale of the same disease, the highest incidence of 

depression being in patients with breast, lung, colorectal, head and neck cancers. In the specialty 

literature the following influence factors for psychological and psychiatrically reactions are mentioned: 

age, neoplasia sites, emotional, psychological status, and depressive status prior to cancer diagnostic. 

Psychic reactions are various and variable from one patient to another, progressing from denial, revolt, 

anger, sadness, anxiety to depression and suicidal tendencies. Taking into consideration that depression 
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symptoms are overlapping with those given by neoplasia itself and with toxicities of the oncologic 

treatment, the evolution of depression is complicated.   

Conclusions: The polymorphism of psycho-oncology reactions manifested on the entire route 

of malignant diseases requires psychological counseling in all disease stages. Efficient communication 

with the oncologic patient, psychological counseling of patient, of their family, of medical staff and 

group therapy can be achieved only with specialized personnel employed in oncology centers: 

psychologist, psychiatrist, social assistant, and priest.  

 

Keywords: Psycho-Oncology Reactions; Patient; Depression. 

 

1. Introduction 

  Neoplastic diseases are one of most important worldwide morbidity and mortality causes. 

According to Globocan (2018), new global cancer data suggests that the global cancer burden has risen 

to 18.1 million cases and 9.6 million cancer deaths (Globocan, 2018, https://www.uicc.org/new-global-

cancer-data-globocan-2018). The International Agency for Research on Cancer (IARC) estimates that 1 

from 5 men and 1 from 6 women worldwide will develop cancer over the course of their lifetime, and 

that 1 from 8 men and 1 from 11 women will die from this disease. The factors that contributed to this 

increase are particularly a growing and ageing global population, an increase in exposure to cancer risk 

factors linked to social and economic development, and, on the other hand, increasing efficiency of 

cancer treatment modalities (Globocan, 2018, https://www.uicc.org/new-global-cancer-data-globocan-

2018). 

In Europe, the incidence and the death rate are higher than both in North and South America, 

being 21% and respectively 14.4% (Globocan, 2018, https://rohealthreview.ro/statistica-globocan-2018-

romania-fara-date-exacte-privind-cancerul/). 

 In Romania the highest incidences are for lung cancer (13.6%), colorectal cancer (13.3%) and 

breast cancer (11.5%) (Globocan, 2018, http://saptamanamedicala.ro/articole/Noi-date-despre-cancer-

in-Romania-de-la-Globocan/). Regarding Galati County, the number of patients still existing in 

oncological evidences in 2007 is 17083, 25% higher than in 2010 (with 12902 oncological cases in 

evidence). The number of new cases recorded in 2017 was 1003 and we observed great variations from 

one year to another, 1626 new patients with neoplastic disease being registered in 2013. In Sf. Ap. 

Andrei Emergency Clinical Hospital in Galati, there is a single psychiatric physician and a single 

psychologist for all oncologic patients, their family and medical staff.  

The psychological impact of cancer is due to the incurable disease aspect, representing one of 

the principal causes of death but the emotional effect is devastating; one the other side, cancer treatment 

is aggressive, mutilating, debilitating, affecting the quality of patient’s life (Fann et al., 2008; Wefel, 

Kesler, Noll & Schagen, 2014).    

Stress refers to any event in which course internal or external requests are perceived as solicitant 

or exceeding the adaptive resources of one person. Stress causes are fear of death, changing of life plans, 

corporal image changes, loss of self-esteem, major changes in day-to-day life, financial and legal 

problems, waiting of results, lack of understanding of medical terms, treatment begging, treatment 

resistant attainment, unresolved anterior emotional trauma (Fann et al., 2008; Wefel, Kesler, Noll & 

Schagen, 2014).  

The major cause of stress for cancer patient’s appears at the moment of diagnosis, at the moment 

of treatment initiation, change of therapeutically sequences, at the relapsing moment or at the moment of 

metastatic disease diagnostic.  

 

2. Methods and Materials 

During the oncological treatment, psychological reactions depend on patient’s personality, 

neoplastic sites, and secondary side-effects of cancer treatments (Saracino, Weinberger & Roth, 2017).  

There is no standard behavior in the patient’s confrontation with cancer. The psychological 

reaction at the moment of oncological diagnosis is described as one staging process with the following 
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fazes (Kubler-Ross scale): denial, revolt, anger, resignation, depressive anxiety syndrome (Wefel, 

Kesler, Noll & Schagen, 2014).  

Depression evaluation at cancer patients is much more complicated than fatigability and pain 

evaluation. Depression has symptoms which are overlapping with neoplasia and its treatment. The 

frequent symptoms of depression in cancer patients which are included in the Diagnostic and Statistical 

Manual of Mental Disorders (DSM) are fatigue and loss of appetite (Smith, 2015). 

Because of overlapping symptoms, other criteria were proposed. Endicott criteria replace some 

physic symptoms related with neoplastic disease with more psychological symptoms. However, 

according to DSM Criteria and Endicott Criteria, there is a strong correlation between diagnosis and 

major depressive disorder in cancer patients (Smith, 2015). Most of the time, in patients with cancer, 

depression remains undiagnosed, unrecognized, undertreated, with negative effects upon the quality of 

life and disease evolution (Smith, 2015; Lavdaniti, Barbas & Fratazana, 2012; Saracino, Weinberger & 

Roth, 2017).   

The psychiatric syndrome manifested clinically frequently occurs in cancer patients after 

therapy initiation due to disease evolution and oncological treatments. The most frequent disorders are 

delirium, depression and anxiety. One patient can present one or more of these syndromes. The onset of 

disorder varies from one individual to another and is often related with disease stage or treatment 

performed (Smith, 2015).  

Depression is associated more frequently with chemotherapy vs. radiotherapy and surgery, 

maybe due to alopecia, nausea, secondary insomnia, post-chemotherapy amenorrhea. Also, depression 

can be a direct consequence of anti-neoplastic therapies.  

There are some neoplastic sites which frequently determine brain metastasis (M1BRA), such as: 

malignant melanoma, breast cancer, lung cancer and kidney cancer. The symptoms manifested in 

M1BRA and which can be mistaken for psychiatric symptoms are hallucinations, spatial-temporal 

disorientation, confusing states, memory disorders, amnesia, aphasia, diminishing of thinking skills 

synthesis. When psychiatric symptoms do not respond to the pharmacological treatment, there is 

M1BRA suspicion.  

Another issue is the link between pain and depression. Inadequate treatment for pain can cause 

anxiety symptoms and depression. The link between pain and depression remains controversial. Sixty 

percent of depressive patients say that they experience pain at the diagnosis moment.  

Depression can be a significant predictive factor of persisting pain. Patients with pain and 

depression are more likely to commit suicide, autolysis or treatment renouncing. It was reported that 

administration of antidepressants increases quality of life, permits a higher grade of psycho-social 

readjustment of cancer patient (Smith, 2015). 

For the treatment of depression associated with neoplasia, multidisciplinary therapies are 

frequently used: cognitive-behavioral therapies, medication, sustaining psychotherapy, emotional 

support (Spoletini, 2008).  

NCCN elaborated in 2002 specific and practical guides for each type of contribution in patient’s 

care, giving recommendations for emotional behavior screening, selecting, initial evaluation, orientation 

and treatment for each participation type in patient’s care through each member of the therapeutical 

team: psychologist, psychiatrist, social assistant, palliative care specialist, pastoral assistance (NCCN 

Guidelines, 2018).  

The term “distress” was chosen due to the fact that it sounds less embarrassing, is more 

acceptable and less stigmatizing than “emotional”, “psychosocial” or ”psychiatric” and can be defined 

and measured by self-report (NCCN Guidelines, 2018). 

Distress in cancer is defined as a multifactorial experience of a psychological, social, spiritual 

and/or physical nature that may interfere with the capacity to deal with neoplasia, with its symptoms, 

treatment and side effects. Distress spreads along a continuum, from normal fear and sadness, concern 

that can be identified among criteria of diagnostic of some psychiatric disease, depression and anxiety 

(NCCN Guidelines, Distress Management, 2018). 
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The prevalence of distress varies with the type of neoplasia, sites and stage of disease.  There are 

some cancer sites associated with increased occurrence of depression: pancreatic, oropharynx, lung, 

breast, colon, gynecologic and lymphomas (NCCN Guidelines, Distress Management, 2018). 

Screening is required, along cancer evolution, at diagnostic moment and also, after diagnosis, 

after treatment initiation or when therapeutical sequences are changed, after periodical post-treatment 

evaluation, at the moment of relapse, in the period of transition through palliative care. In each of these 

periods distress can appear (NCCN Guidelines, Distress Management, 2018). 

In the last decades, due to increasing early stage diagnosis (explained by adequate screening and 

progress of diagnostic methods), occurrence of new therapeutic options, improvement of treatment 

options and increase of global survival for all patients at all ages, the following were observed: 

increasing side effect frequency, decreasing capacity for carrying out day-to-day activities, and 

symptoms such as fatigue, anxiety and depression (NCCN Guidelines, Distress Management, 2018). 

Favoring non-psychological factors for distress appearing are effects induced by neoplasia itself 

and effects induced by secondary reactions to cancer treatment.   

Distress can be a reaction of neoplastic disease diagnostic and different transitions through 

pathways of this illness, including survivor’s pain (NCCN Guidelines, Distress Management, 2018); 20-

52% of survivors have a high risk of distress and present the probability of using drugs for anxiety and 

depression two times higher comparative with patients without cancer history (NCCN Guidelines, 

Distress Management, 2018). Oncologic patients can have psychologic or psychiatric conditions which 

can interfere with the ability to deal with neoplastic diseases.  

In Canada, psychosocial care have become a “standard of care” for cancer patients, emotional 

distress being considered the 6
th
 vital sign which is monitored alongside with pulse, respiration, blood 

pressure,  temperature and pain (NCCN Guidelines, Distress Management, 2018). 

Social stress, psychological distress and psychosocial support influence cancer patients’ 

adaptation and adherence to treatment. The aspects that can influence adherence to treatment, improve 

adaptation and disease evolution are clear and open communication, manifestation of emotions, 

collaboration and involvement in resolving problems (Smith, 2015; Spoletini, 2008; NCCN Guidelines, 

Distress Management, 2018).  Thirty-forty per cent of patients with different types of cancer present 

more than one types of distress (Spoletini, 2008; NCCN Guidelines, Distress Management, 2018).   

 

3. Depression in Breast Cancer Patients 

  Breast cancer is the most frequent neoplasia in women, in 2012, the annual estimated incidence 

being 94.2/100000 with a mortality rate of 23/100000; 33% of breast cancer patients present moderate 

and mild depression and 13% present severe depression with tendency of underestimated depressive 

symptoms (Fann, Thomas Rich, & Katon, 2008; Coyne, Thompson, Palmer, Kagee & Maunsell, 2000; 

Gilbody, House & Sheldon, 2001; Pignone, Gaynes,  & Rushton, 2002). 

Major depressive disorder (MDD) diagnosis in breast cancer patients is frequent, in most of the 

cases, unrecognized and undertreated, leading to diminished adherence to treatment and magnified 

psychic symptoms and all these together determine a major decline of life quality (Fann et al., 2008). 

Because of the unique character of psychosocial and hormonal factors which influence the mood 

of breast cancer women, data regarding depression treatment and epidemiology from other neoplastic 

sites cannot be applied in breast cancer cases.  

In the first year after diagnosis, breast cancer treatment presents a higher risk for depression 

development (Fann et al., 2008), especially in young patients (Fann et al., 2008), (Compas et. al., 1999), 

premenopausal, previous with chemotherapy, with depression history. Breast cancer patients who 

performed chemotherapy have a high risk of depressions due to the medication’s side effects, negative 

cognitive effects (15-33% of cases), that can persist months or even years after treatment, affecting 

quality of life (Fann et al., 2008; Schagen, van Dam, & Muller, 1999; Leedham & Ganz, 1999). Also, 

chemotherapy has secondary effects upon fertility, sexuality, early menopause (associated with 

diminution of bone density and osteoporosis onset), cardiovascular illnesses development which leads to 

high level of distress (Fann et al., 2008).  
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Hormonal therapies with Tamoxifen affect the emotional state, with a negative impact upon 

cognition influencing the onset of depression, in some cases being necessary to interrupt the treatment in 

depressive patients. On the other hand, frequently, breast cancer patients are fearful of disease relapsing 

which is also an anxiety and depression cause (Fann et al., 2008; Saykin, Ahles & McDonald, 2003; 

Cathcart et. al., 1993; Thompson, Spanier&  Vogel, 1999; Breuer & Anderson, 2000).  

One possible reason for depression prevalence in breast cancer patients is that menopause and 

the decrease of estrogens levels are related to depression (Fann et al., 2008). Hormonal therapies 

(ovarian suppression) diminish the estrogen levels in patients in pre and post-menopause (Fann et al., 

2008).  

Estrogen increases brain serotonin postsynaptic responsivity and cumulatively act as a serotonin 

agonist (Halbreich, Rojansky & Palter, 1995). The serotonergic system plays an important role in 

behaviors that are disturbed in affective disorders, including mood, sexual activity, sleep, cognitive 

function and appetite (Pearlstein, 1995). 

Gaston-Johannson et. al. (Gaston-Johansson et. al., 1999) examined the influence of depression, 

pain and fatigue on the health status of 127 breast cancer patients. 91% reported fatigue, 47% pain and 

54% depression. These symptoms were all significantly correlated with each other and with the general 

health status (Fann et al., 2008; Dodd, Miaskowski & Lee, 2004). Depression exacerbates sleep 

problems (Spiegel & Giese-Davis, 2003) and these are associated with fatigue (Bower, Ganz & 

Desmond, 2000).  

 

  4. Depression in Colorectal Cancer Patients 

  Colon cancer rates third as incidence in both men and women world-wide. Depression incidence 

in colorectal cancer varies in specialty literature, in large range, between 23.6% and 69.4%. These 

differences are due to many factors, such as different design of studies, patients with different 

characteristics included in the same lots, different evaluation methods (Lavdaniti, Barbas, Fratazana & 

Zyga, 2012). Depression affects approximately 15-25% of cancer patients, being the most frequently 

cancer related symptom and is a comorbid disabling syndrome. Independent predictors for depression 

are, in some studies, nutritional and gastrointestinal factors (Lavdaniti, Barbas, Fratazana & Zyga, 2012; 

Breen, Baravelli & Schofield, 2009). Patients with colon cancer report serious psychological and 

emotional morbidities (Lavdaniti, Barbas, Fratazana & Zyga, 2012; Fillipovic et. al. 2007; Ashbury et. 

al. 2003). Many studies have shown increased levels of depression in cancer patients using different 

methods of evaluation (Lavdaniti, Barbas, Fratazana & Zyga, 2012; Jadoon, Munir, Shahzad & 

Choudhy, 2010; Pirl, 2004; Mystakidou et. al., 2005). It is reported that depression in cancer patients 

may be caused by diagnosis of cancer, side effects and long duration of treatment, disruption and 

diminished quality of life (Lavdaniti, Barbas, Fratazana & Zyga, 2012; Jadoon et. al., 2010), 

(Mystakidou et. al., 2005). 

Colorectal cancer patients manifesting anxiety and depression have a lower overall survival rate 

and, also, interaction between mental and psychic problems in elderly patients can exacerbate 

depression and anxiety. KRAS gene mutation influences the development of psychosocial distress and 

can be associated with low overall survival in colorectal cancer. Depression should be assessed and 

treated as early as possible in older metastatic colorectal cancer patients with the KRAS mutation (Zhou 

et. al., 2016). 

In a study by Yi Zhou et. al., 62 metastatic colorectal cancer patients were analyzed (Zhou et. 

al., 2016). The KRAS mutation rate was 40.3% of cases, 76.0% of with KRAS mutations had probable 

depression (19 from 25 with depression), and only 24.3% of the patients with wild-type KRAS were 

probably depressed (p<0.05). The KRAS mutation was associated with higher HADS depression scores, 

independent of gender and performance status (p<0.05), but not with higher HADS anxiety or total 

scores (Zhou et. al., 2016). 

 

5. Depression in Thyroid Cancer Patients 

Thyroid cancer accounts for about 1% of all malignancies and for 0.2% of cancer deaths. It is 

the most common malignancy of the endocrine system (Tagay et. al. 2005). Withdrawal of thyroid 
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hormone therapy with consecutive hypothyroidism has a well-known negative impact on patients’ 

HRQL, leading to increased levels of fatigue, decreased appetite, problems with constipation and motor 

skills, and fluid retention (Tagay et. al. 2005). During treatment, patients manifested psychological 

symptoms and social changes, such as family decreased motivation to work or distress. Patients 

suffering from non-metastatic differentiated thyroid cancer (DTC) have been shown to have worse 

HRQL during peak thyroid withdrawal (Tagay et. al. 2005; Dow, Ferrell & Anello, 1997). 

The study by (Tagay et. al. 2005) analyzed two lots of patients: a hypothyroid group who 

performed 4 weeks of levothyroxine treatment (DTC-H) involving 130 cases and DTC out-patients 

subsequent to radioiodine therapy under TSH-suppressive levothyroxine treatment (DTC-L), involving 

100 patients. The health survey short-form 36 (SF-36) (Tagay et. al. 2005; Ware et. al., 1995) was used 

to assess generic HRQL. This investigation instrument analyses aspects of physical, psychological, 

social functioning, quality of life, anxiety, depression (Tagay et. al. 2005; Bullinger, Kirschberger & 

Ware, 1995).  

The results indicated that quality of life significantly decreased in both lots, but more 

accentuated in DTC-H vs. DTC-L (p<0.001). In both subgroups, 44.6% and, respectively, 17.7% of 

cases manifested anxiety and depression (Tagay et. al. 2005).  

 

  6. Depression in Head and Neck Cancer Patients 

  Patients with head and neck cancer (HNC) have multiple, complex, and concurrent physical, 

functional, and psychosocial problems as a result of their disease and its treatment; the uncertainty of the 

diagnosis; also, the impact of the disease on facial disfigurement, ventilation, nutritional intake and 

communication have negative effects on vital functions and may lead to the high incidence of 

depressive symptoms in these patients (Guro et. al. 2015; Haisfield-Wolfe et. al., 2009). 

  In the specialty literature, several predictors of depressive symptoms in patients with HNC were 

identified, such as higher stage of disease (Guro et. al. 2015; Joseph et. al., 2013), tumor site (Guro et. 

al. 2015; Singer et. al., 2012) combined modality treatment (Guro et. al. 2015; Joseph et. al., 2013) 

aggressive RT regimens (Guro et. al. 2015), higher number of comorbidities (Guro et. al. 2015; 

Haisfield-Wolfe et. al., 2009), side effects (Guro et. al. 2015; Neilson et. al. 2015; Joseph et. al., 2013), 

being single or living alone, (Guro et. al. 2015; Chen et. al., 2009), education (Sehlen et. al., 2003; 

Duffy et. al., 2007), working, smoking, (Chen et. al., 2009), alcohol usage, (Duffy et. al., 2007) specific 

working conditions, decreased social support, lower physical functioning (Hammerlid et. al., 1999) and 

increased numbers of physical symptoms; also, depressive symptoms were associated with malnutrition, 

and changes in body image, as well as with increased anxiety (Rhoten et. al., 2014) and decrements in 

various dimensions of QOL (Guro et. al. 2015; Britton et. al., 2012). 

In the study by Katherine Rieke et. al., 3466 HNC patients were analyzed; 18.5% of cases were 

diagnosed with depression during the study and these patients were more likely to die of cancer vs. 

those who received no depression diagnosis (Katherine et. al., 2017).  

 

7. Depression in Cervical Cancer Patients 

Cervical cancer is the second most common cancer among women worldwide, with 

persistently high incidence and mortality in developing countries (Soo et. al., 2010; Parkin et. al., 

2005; Vistad, Fossa & Dahl, 2006; Pearman, 2003). The increasing survival rates of women with 

cervical cancer increased the importance of health-related quality of life (HRQOL) of the survivors 

(Soo et. al., 2010; Saracino et. al., 2017). The multiple treatment modalities (surgery, radiation, and 

chemotherapy) of gynecological malignancies induce a significant morbidity. Women frequently 

manifest physical, psychological, and sexual changes after treatment including loss of ovarian 

function, hot flashes, vaginal dryness, bowel or bladder changes, and mood changes (Soo et. al., 

2010; Morley, 2004). Soo et. al. performed a study on 828 patients with cervical cancer. Anxiety 

was significantly more prevalent in younger patients (<50 years) than in control arm (which 

included 500 patients), 40% vs 26.4%, respectively; p<0.001. In multivariate analyses, anxiety and 



L. Rebegea, D. Firescu, G. Baciu, A. Ciubara - Psycho-Oncology Support 

83 

depression were associated with financial difficulty, poor body image, low existential well-being, 

sexual inactivity (Soo et. al., 2010). 

 

8. Depression in Elderly Cancer Patients 

  The management of elderly cancer patients represents a challenge. Depression in elderly 

cancer patients varies in literature between 3 and 31%. Depression in geriatric patients is often 

under-recognized and under-treated due to the tendency for older adults to report depressive 

symptoms differently than younger adults (Saracino et. al., 2017; Gallo, Anthony & Muthen, 1994; 

Duc et. al., 2017; American Psychiatric Association, Diagnostic and Statistical Manual of Mental 

Disorders, 2013). For elderly cancer patients, it has a significant impact on quality of life, 

morbidity, and mortality (Guo et. al., 2006). Epidemiological studies reported that 60% of 

malignant diseases occur in patients  65 years, and is estimated that in 2020 approximately 70% of 

all cancers will be diagnosed in patients  65 years (Gallo, Anthony & Muthen, 1994; Guo et. al., 

2006; Passik & Lowery 2011; Akechi et. al., 2003). Depressive symptoms, mild or severe, are 

associated with increase of deficiencies in neoplastic disease management. The principal causes of 

these difficulties come from depression diagnosis criteria overlapping with neoplasia symptoms 

and/or treatment side effects. The overlapping symptoms may include: sleep disturbances, 

decreased interest in sexual activity, and lack of energy (Gallo, Anthony & Muthen, 1994; Guo et. 

al., 2006; Mitchell, Lord, Symonds, 2012; Spoletini et. al. 2008; Polikandrioti,
 

Evaggelou & Zerva, 

2003). 

It is difficult to set up the efficient treatment for depression in this patient category due to 

multiple medication (comorbid illnesses), difficulties in patient–physician relationship, lack of 

adherence to treatment, social stigma (Kathleen et. al., 2007).  

Polikandrioti et. al. analyzed 159 cancer patients and the results of the study revealed that 

the depression level increases directly with age, with significant differences between age groups. 

The statistical analysis showed that patients >70 years old experienced higher levels of depression, 

compared with those who were <50 and 51-60 years old, p=0,025 and p=0,005, respectively 

(Polikandrioti,
 

Evaggelou, Zerva & Zerdila, 2008). Possible reasons are that elderly patients with 

cancer have pre-existing comorbidities often associated with situations able to change their lives, 

such as functional impairment, poor network of social support, loss of spouse, loss of interest for 

activities, cognitive disorders (poor memory or concentration difficulties), and non-acceptance of 

actually state of depression (Heilman, Lee & Dury, 2002; Pasquini & Biondi, 2007). 

The study performed by Duc S. et. al. analyzed 344 geriatric patients with chemotherapy 

and the independent factors of depression were depressive symptoms at baseline (odds ratio 

(OR) = 6.7, p < 0.001), malnutrition (OR = 5.1, p = 0.014), and risk of malnutrition (OR = 1.6, 

p = 0.014) (Duc et. al., 2017). Depression is a common symptom in cancer patients, which is 

difficult to be detected and consequently to be treated. It deteriorates over the course of cancer 

treatment, persists long after the end of therapy and influences negatively the quality of life 

(Kathleen et. al., 2007). Regarding educational status, patients of primary education experienced 

higher level of depression compared to those of secondary and higher/university education 

(Heilman, Lee & Dury, 2002). The socio-economic status of patients with cancer is frequently 

responsible for the incidence of depression. According to Heilman et. al. (2002) a correlation was 

found between financial stress and depressive symptoms in patients with cancer. Many researches 

stated that depression needs to be examined in combination with personality and the stage of 

disease (Heilman, Lee & Dury, 2002; Bailey et. al., 2005; Bardwell et. al., 2006) and other 

comorbidities like alcohol withdrawal (Ciubara et. al., 2015; Ciubara, et. al, 2018). 

Cancer is a chronic disease, induces important changes to the functional capability, the body 

image and the social or family role involving emotional problems for the patient. Health 

professionals should be aware of the consequences of depression in all dimensions of patients’ lives 

that undergo cancer treatment. Early diagnosis of depression and awareness of its impact have great 

importance for evaluation, medical treatment and the planning of personal care (Heilman, Lee & 

Dury, 2002). The depressive syndrome is associated more frequently with chemotherapy vs. 
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radiotherapy and surgery, maybe because of its side effects and their psychological impact on 

patients. The psycho-social support must become a “standard of care” for oncological patients, the 

same as it is in Canada.   

The psychologist must be an active member in multidisciplinary theme; its role is to support 

the patient’s better understanding of the disease itself, the multimodality treatment, their side 

effects, changing treatment sequences, disease relapsing, palliative care. Also, the psychologist 

should provide psychological support for families, medical staff and care-givers.   

 

9. Instead of Conclusions  

The relationship between physician and patient has a supportive role when it is based on 

trust and reciprocity, when communication is open, sincere and full of honesty. Supportive 

psychotherapy must focus on solutions, and in these cases, supportive groups may be efficient by 

sharing individual experiences, such as patient groups with the same oncology diagnosis (breast 

cancer, colon, prostate, etc.), or patient groups with the same therapeutical sequence (chemotherapy, 

radiotherapy, surgery). Anxiety and depressive syndrome prevention may be achieved by 

psychological counseling for oncological patients, family, medical personnel, and group therapy.    

There is a strong need to identify and treat depression in cancer patients in order to increase 

quality of life and reduce mortality. It is required to identify the most effective combinations of 

pharmacological and psychosocial treatments for depression in cancer patients.  

Also, in our Oncology Department from Sf. Ap. Andrei Emergency Clinical Hospital in 

Galati, it is necessary to have two active psychologists to provide supportive psychotherapy for all 

oncologic patients, their family and the medical staff. 
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