
LITERATURE REVIEW

25Oncology and Radiology of Kazakhstan, №4 (54) 2019

UDC: 159.9+616.006+614.2+616-08-039.75
R.I. BAYANKULOV1

1Mangistau Regional Oncological Dispensary, Aktau, the Republic of Kazakhstan

The specifics of providing psychological support  
to cancer patients as part of palliative care  

(literature review)
Relevance: Palliative care is aimed at providing the greatest possible com-fort and psychosocial support for a cancer pa-

tient. The goal of palliative care is not to cure the cancer patient but to prolong his life and improve its quality (QOL). The cancer 
patient and his relatives require psychological and emotional support at this stage, primarily due to the feelings caused by the 
thoughts of the near and inevitable death.

Purpose of the study: to review psychological support as one of the main directions for providing palliative care to cancer 
patients based on current scien-tific sources.

Results: Palliative care is aimed to improve the patient’s QOL despite the assumed short life expectancy. A holistic, interdis-
ciplinary approach when doc-tors, nurses, psychologists, and other specialists coordinate all aspects of care is required to solve 
all the problems of the patient, both physical and psychological. Psychological assistance to cancer patients shall be provided 
to ensure active life until death, and to relatives and friends – during the patient’s illness and in the period of bereavement.

Conclusion: The literature analysis has revealed many studies confirming that the provision of psychological support as 
part of palliative care is an en-hancing, auxiliary, supportive tool for primary care and rehabilitation of cancer patients.
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Introduction: According to the definition given by the 
World Health Organization in 2002, palliative care is an ap-
proach that improves the quality of life (QOL) of patients 
and their family members who face problems associated 
with a life-threatening illness, through the prevention and 
relief of suffering through early identification and impec-
cable assessment and treatment of pain and other physi-
cal, psychosocial and spiritual problems [1].

Palliative care is aimed to improve the QOL of patients 
who face a life-threatening illness and their family mem-
bers. This is achieved through preventing and relief of 
suffering due to early reveal, a thorough assessment and 
management of pain and other bothersome symptoms, as 
well as providing psychological and spiritual support. This 
definition includes both medical and non-medical aspects 
of support which is provided to a patient and his family 
members during the patient’s illness starting from the mo-
ment of establishing a life-threatening diagnosis. So, palli-
ative care is an all-inclusive active support to a patient and 
his relatives during the period of illness which is consid-
ered to be incurable and usually leads to patient’s death, 
from the moment of establishing the diagnosis, in times 
of disease recurrence and psychological difficulties, in the 
terminal stage and in the period of bereavement (psycho-
logical support to the relatives) [2-4].

Palliative care pursues the following objectives. It reduc-
es pain and other symptoms; approves life and considers 
death as a natural process; does not aim to speed up or put 
off the moment of death; includes psychological and spir-
itual aspects of support to the patients; suggests a system 
to support active life of the patients till their death and sup-
port the patient’s relatives while his illness and in period of 
bereavement; uses a multidisciplinary team approach to 
satisfy the needs of the patients and their relatives [5].

The development of palliative care in Kazakhstan has 
significantly progressed in recent years, mainly thanks to 
the efforts of NGOs and enthusiasts. The first report about 
the Comprehensive Needs Assessment, made by Dr. Lynch 
in 2012 with the support of the Open Society Foundation, 
led to the development of the document governing the 
provision of palliative care. Thanks to the collaborative work 
of Kazakhstani and international specialists, Soros Founda-
tion Kazakhstan (SFK), Republican Center for the Develop-
ment of Health Care, Kazakhstan School of Public Health, as 
well as local non-governmental organizations and palliative 
care proponents, in 2013, the Ministry of Health and Social 
Development has approved national palliative care stan-
dards which allowed NGOs to provide palliative care along-
side with governmental healthcare facilities. Palliative care 
is no more considered a purely medical problem since the 
psychological and social components of this type of sup-
port have been officially recognized. Moreover, now palli-
ative care is provided not only in hospices but also on an 
outpatient basis: in day patient department and at home by 
mobile multidisciplinary teams. The support to the relatives 
is also included in the scope of palliative care [6].

The forms of palliative care are different and vary from 
country to country.  In general, they are divided into two 
main groups of home and hospital care. Hospital care 
is provided in hospice and palliative care departments 
(wards) at general hospitals, oncologic dispensaries, and 
social care facilities. Home care is provided by the special-
ists of mobile teams organized as a separate entity or a 
functional unit of an inpatient facility [7]. Functional teams 
may also consult patients in hospitals of different profiles, 
for example, in multidisciplinary hospitals and clinics. Palli-
ative care is a specialty, a constant activity for the function-
al team members [8].
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Palliative care is aimed to increase the patient’s QOL, 
despite the short life expectancy. The main principle is “no 
matter what disease the patient has, no matter how hard 
the disease is, no matter which cure was used, there is al-
ways a way to increase the patient’s QOL in the last days.” 
If there is no way to stop the main disease progression, the 
patient should never be told: “there is nothing we can do.” 
It is never the absolute truth and may seem like a refusal to 
provide care. In this case, the patient should get psycho-
logical support, and his pathological symptoms should be 
under control [9].

According to many authors, an effective palliative care 
basis should be based on the psychological and psycho-
therapeutic support of cancer patients and their relatives. 
The severity and recurrence of the diseases, the chang-
es in normal life conditions, hospitalization, difficult sur-
gery and treatment, disability, incapacity for work, death 
danger have a negative impact on psychological state. In 
most cases, the patient cannot adapt to the new life condi-
tions; constant fear and impending doom affect his gener-
al state. His relatives and family are also often stressed and 
cannot provide him psychological support.

Materials and methods: Literature analytical review 
is based on description and analysis of performances in 
the investigated area of “Palliative care for oncological pa-
tients,” namely, psychological support to cancer patients 
within palliative care. The literature sources were select-
ed using library catalogs, reference journals, scientific jour-
nals, articles in scientific periodicals, conference papers, 
and other publications. A literature search in the World 
Wide Web was done by the following keywords: “palliative 
care,” “oncological patient,” “terminal and beyond recov-
ery disease stage,” etc.

Results and discussion: Most of the researches iden-
tify five psychological reactions of the patient, such as 
shock, negation, aggression, depression, and acceptance. 
Each stage of the patient’s adaptation to the extreme sit-
uation of impending death will be described in more de-
tail. Shock stage. The patient’s consciousness is filled up 
with a picture of inevitable death. At this stage, psychic 
pain is hard to define in words. Then goes the negation 
stage, where the situation is suppressed. The patient con-
tinues experiencing the situation but forces it out into the 
subconscious. The eternal course of saving thought about 
medical error, a possibility to find a miraculous medicine 
or healer may give a timeout to the hurt mind, but at the 
same time, the patient starts seeing the projections of the 
past, the equivalents of the critical situation which the pa-
tient had faced before. In the aggression stage, the re-
ceived information is recognized, and the patient’s per-
sonality reacts by trying to find the causes and the guilty. 
After all, aggression often masks out fear. Nevertheless, 
its results might be very dramatic. Once, a patient has sur-
prised a doctor by blaming him for “missing the diagno-
sis.” Now, we will try to share some general prerequisites 
and the main principles of providing individual psycho-
therapy to different groups of patients. 

At the negation stage, we should not bother the pa-
tient; a bridge to the person should be built by him, not 
by us. At the aggression stage, it is helpful to give the pa-

tient a chance to “throw out his emotions.” At the depres-
sion stage, we should join the patient in his experience. 
At the acceptance stage, the patient needs support and a 
chance and time to go through this stage [10, 11].

R. Kochyunas [12] describes some specific changes in 
life perception at the approach of death. They are:

– Life priorities are revalued: little things, small details, 
and specifics lose their value;

– Appears a liberation feeling: the things that one does 
not want to do are not done; obligation categories (“must,” 
“have to,” “should”) lose their power;

– Current momentary and life process feelings rise;
– Simple life occurrences importance gains (rain, leaf 

fall, season, day and night change, a full moon in the sky);
– Communication with people they like becomes deep-

er, full and rich;
– Fear of being rejected is less, wish, and opportunity 

to risk arises.
The above-listed changes mean that terminally-ill pa-

tients become more sensitive. Therefore, doctors, nurses, 
and relatives should act carefully and tactically. In this pe-
riod, the patient faces very important questions which he 
asks the people around: “Will I die soon?” “How long will I 
live?” The critical question is whether or not we should tell 
the dying patient the truth about his condition. I. Hardy, 
who has analyzed multiple works on the topic, thinks that 
there is no unambiguous answer to this question [13]. In 
case of a strong negation reaction, it is not recommend-
ed to talk about death, even if the patient asks to tell him 
the truth about his disease because we should take into 
consideration the personal changes that have already oc-
curred, an altered state of consciousness of the patient. In 
other cases, many authors advocate telling the truth, but 
in fact, the doctors are not ready to do so. The contradic-
tory opinions might be due to the fact that the possibility 
to tell the truth to the patient depends on the majority of 
circumstances, including whether a psychologist or a psy-
chotherapist participates in taking care of the patient. The 
form and style of communication, the quantity and the na-
ture of the information given are also very important.

“Staying together” with the dying person is the essen-
tial point for a psychologist as for any other person, be it a 
relative, a nurse or another associate. The accompanying 
person should remember that he would never be able to 
remove the patient’s fear or anxiety completely, and this 
is not a task of the psychologist who can only act as an 
attendant. A person is able to understand his condition 
and often wants to talk about his illness and the approach 
of death, but only with those who will listen to him with-
out vain attempts to comfort. Therefore, a psychologist 
or a doctor should be qualified enough to distinguish the 
wishes, thoughts and fears of the dying person related to 
death. This will allow not only to listen to the patient but 
also to help him to share his thoughts about death, his re-
sentment, and the things he loses when dying [14].

Psychological support to cancer patients consists in 
bringing to their conscious that life never loses its sense, 
and there are three types of value that give life a mean-
ing: creativity as a way of continuing of Creation and giving 
something to the world; experience as a reflection of emo-
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tional processes in one’s mind and receiving something 
from the world; and relation as a system of judgments and 
sensations related to something, and a position, which a 
man takes toward a current circumstance. Even being de-
prived of the possibility to experience, a cancer patient still 
has a mission to fulfill – to cope with suffering.

Psychological stress is often described as anxiety or de-
pression. However, patients with advanced cancer may 
face many other emotional issues that do not always mean 
psychopathology. Some of them, like negation and pas-
siveness, should be construed as a clinical manifestation 
of compensatory mechanisms. Negation is a most com-
mon compensatory mechanism which is not necessarily 
abnormal or pathologic because it gives time for the pa-
tient to cope with the situation. Negation is an alternative 
notion of “information suppression,” which highlights the 
protective nature of this reaction. The level of psychologi-
cal stress depends on the compensatory abilities of the pa-
tient. The below factors indicate poor compensatory re-
serves [9]:

Personal factors:
– Excitable or pessimistic character;
– Low tolerance to stresses and illnesses;
– Bad memories about cancer diseases in relatives and 

friends;
– Personal failures in the recent past;
– Multiple family problems and duties;
– Marriage problems;
– A history of psychological disorders;
– A history of alcohol and drug abuse.
Social factors:
– Weak social security, isolation, limited financial  re-

sources;
– Low social status.
Cultural factors (rich cultural traditions).
Spiritual factors (the lack of religious belief or an alter-

native value system).
The treatment of psychological stress should be based 

on the possible elimination of its causal factors.
General measures:
– Careful, tactful, unhurried approach;
– Attentive listening, kind relation;
– Assuring in nursing regularity;
– Personality and individuality respect;
– Fear of future suffering and potential lifetime discus-

sion.
Control of pathologic symptoms, first of all, pain re-

lief.
Social measures:
– Solving social problems, providing social support;
– Providing support to family members and nursing 

people.
Cultural sphere: respecting and acknowledgment of 

cultural differences.
Spiritual sphere: satisfaction of spiritual and religious 

needs.
Other measures:
– General support and consulting;
– Supporting groups; 
– Relaxation therapy;

– Meditation;
– Abstractive events;
– Socialization.
Psychological treatment methods:
– Stress release skill training;
– Compensation methods training;
– Cognitive therapy;
– Anxiolytic, antidepressant medications;
– Supportive psychotherapy.
Medicines are not enough to alleviate the dying pa-

tient’s condition. Communication with the patient, the re-
lation to him as to a living person who can hear and feel, 
who requires your presence and participation till the end 
is no less, and, maybe, even more critical  [10]. Therefore, 
when communicating with a dying person:

– Be always ready to help;
– Be patient;
– Give him a chance to express his feelings, be able to 

listen actively;
– Say a few comforting words, explain to the patient 

that whatever he feels now is normal;
– Be comfort with his anger and complaints;
– Avoid inappropriate optimism.
Many people in the terminal stage experience patho-

logic changes of affective and cognitive functions asso-
ciated with a whole spectrum of emotions and fears. The 
fear of losing self-control, being abandoned, becoming a 
burden, the fear of pain, and other physical sufferings are 
often so intense that the patient has a wish to expedite the 
approach of death. That is why it is important to evaluate 
the patient’s emotional status when talking to him, to de-
tect the signs of depression, anxiety, and cognitive func-
tion disorder since these problems could and need to be 
corrected [15].

As far as the symptoms are subjective in their essence, 
the “golden standard” for evaluation is the description by 
the patient of his feelings and experiences. Several prov-
en symptom assessment techniques can help a doctor to 
imagine the way the patient feels this or the other symp-
tom (its severity and etc.) [10]. The problems of patients in 
the last, incurable stages of the disease are the problems 
in the life of the patient, which have remained unsettled 
by him and are hurting his psyche. One of these problems 
which is the most important at this stage, is the problem of 
death and dying [15, 10]. The problem of death is aggravat-
ed by the problems of lying. We talk a lot about a noble lie 
but let’s ask ourselves: can a person not feel the approach 
of death? The patients feel a lie quicker than anyone else 
because all the senses intensify incredibly in the dying pe-
riod. The patients’ relatives very often ask not to tell him 
the truth; they lie to themselves and the patient while try-
ing to ease his fate, and not to take away his hope. It is 
necessary to make known to the relatives that we should, 
first of all, respect the human worth and autonomy of the 
patient. One of the essential principles of communication 
with a patient is the principle of providing information in 
parts, gradually, since the news of a serious diagnosis, and 
especially a poor t\prognosis, may seriously damage the 
patient’s psyche. Providing truth in parts gives the patient 
a chance to prepare himself [10].
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The patient’s death shocks his relatives emotionally and 
physically. Sadness is a normal reaction, but an absorbing 
sadness has a negative impact on somatic and psychic con-
dition and may even cause death. There are special meth-
ods to prevent the emotional and physical breakdowns in 
people, who have lost their closed one. Krant has identified 
the following needs of relatives of dying patients[16]:

1. To stay with the patient at death;
2. To have a chance to help the patient;
3. To be sure the patient feels comfortable;
4. To receive daily information about the patient’s con-

dition;
5. To be informed in person about the impending 

death of the patient;
6. To be able to cope with the emotions;
7. To be able to calm down the patient at any moment;
8. To receive support from the medical staff.
The period after the patient’s death. It is well known 

that the shock reaction after losing a loved one does not 
develop immediately but is often delayed. During the first 
days filled with funeral troubles, the feeling of loss is not 
that painful, but the sense of release when everything is 
done comes revives the feeling of loss with renewed vig-
or. At this time the relatives need psychological support as 
never before [16,10].

Summing up the listed problems, we can emphasize 
once again that pain, death, and lack of guaranteed social 
support are the main issues that are to be solved. Those 
who are leaving this world should receive the same care as 
those who come into this world. Despite a variety of indi-
vidual peculiarities, there are general types of reactions to 
the news about the impending death [17].

Of course, we cannot list all the psychological issues 
which a dying cancer patient is facing, though his feel-
ings of hope, love, duty, guilt, and gratitude are apparent. 
However, they all are deflected in the death mirror and are 
so individual that it is not possible to describe them here 
even briefly.

Conclusions: Thus, we can highlight the main concepts 
of palliative care for cancer patients:

– To support the live instinct of patient, considering 
death as a natural course of events, while trying neither to 
rush the death nor linger it;

– To ensure the relief of pain and other bothering 
symptoms;

– Providing psychological and spiritual support to the 
patient;

– Supporting the patient’s ability to continue active life 
as long as possible, till death;

– Providing psychological support to the patient’s fam-
ily and relatives during his illness and after his death.

The improvement of palliative care provided to cancer 
patients requires a comprehensive approach to social, psy-
chological aspects, including the development of training 
programs and training of social workers and oncopsychol-
ogists in delivering palliative care.
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