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Abstract 

Head and neck cancer patients often encounter daunting challenges throughout their treatment 

journey, marked by profound psychological and emotional turmoil. Despite the pressing need 

for tailored psychological interventions, the literature review reveals a glaring gap: a dearth of 

therapeutic approaches specifically designed for this demographic. Thus, this study endeavours 

to introduce a novel intervention, Positive Therapy, tailored to the unique needs of head and 

neck cancer patients undergoing chemotherapy, pre- and post-surgical procedures, and 

radiation treatment. This research aims to evaluate the efficacy of Positive Therapy in 

mitigating psychological distress and enhancing overall well-being in this vulnerable 

population. The objective of this present study is to investigate the psychological constructs of 

quality of life, fear of recurrence, and anxiety among head and neck cancer patients with the 

help of positive therapy. 

Bearing in mind the gaps and limitations mentioned in the review, the existing research puts 

forward the following major objectives to attain: - 

1. To investigate the effect of positive therapy on quality of life (QOL) among head and 

neck cancer patients.  

2. To investigate the effect of positive therapy on anxiety among head and neck cancer 

patients.  

3. To investigate the effect of positive therapy on fear of recurrence (FOR) among head 

and neck cancer patients.  

4. To examine the relationship among quality of life (QOL), anxiety, and fear of 

recurrence (FOR) in head and neck cancer patients.  

In this study, we deeply discussed the challenges faced by head and neck cancer patients we 

had seen during the intervention and during the journey of cancer treatment even after the 

treatment, it was so challenging in all the factors like day to day leaving struggle, fear about 

the disease worry about the financial management, social situation, adjustment to the medicine 

and pain tolerance. The present study collected samples from the HCG Manavata Cancer 

Centre, Nashik, Maharashtra, India. We have a patient population from all over Maharashtra 

and states other than Maharashtra; for measuring, we used the NCCN Distress Thermometer 

(DT) by the National Comprehensive Cancer Network in 1997. This is a screening tool's 

purpose. Purposive sampling (pre-test) and simple random sampling (Post-test) methods were 

used for the experimental group and control group. Participants were personally distributed 

questionnaires, fear of progression questionnaire short form (FOP-Q-SF12), hospital anxiety 
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and depression (HAD) scale, functional assessment of cancer therapy (FACT H&N), and 

clinical interview process were also followed to conduct the study. Participants were provided 

with a consent form explaining the nature of the study. The questionnaires were then collected 

there and then. Then, an intervention-positive therapy was administered for 8 weeks to the 

experimental group only, the control group was not given any therapy sessions. Analysis of the 

completed questionnaires was conducted. Before and after positive therapy intervention, the 

same procedure was performed twice.  

The data was statistically analyzed, and conclusions were drawn. In statistical analysis, 

all data were coded and entered into the SPSS-22 version following their collection with the 

above-mentioned tool. It was assumed that total scale scores behaved as interval scales. Paired 

Sample t-tests were used. For comparisons of means, t-tests were applied, and product-moment 

correlation and simple linear regression were used to find any relationship between variables.  

The major finding of the study was the implementation of positive therapy intervention; 

a notable variance was observed between the experimental and control groups concerning 

quality of life (QOL), anxiety, and fear of recurrence (FOR) among head and neck cancer 

patients. Independent t-test results revealed statistically significant differences between pre and 

post-quality of life (QOL), anxiety, and fear of recurrence (FOR) among head and neck cancer 

patients. However, following a meticulous examination through paired sample t-tests, it was 

revealed that there were statistically significant differences between the experimental and 

control groups before the positive therapy intervention. Hence, 1st hypothesis was accepted.  

The subsequent analysis aimed to ascertain whether there would be a substantial disparity 

between the experimental and control groups following the intervention concerning head and 

neck cancer patients' quality of life (QoL). The results decisively affirm the acceptance of the 

second hypothesis, as a statistically significant difference was observed between the two groups 

post-intervention. The third significant finding delved into the potential variance between the 

experimental and control groups regarding anxiety levels among head and neck cancer patients 

post-intervention. Through meticulous analysis, the study unequivocally supports the 

acceptance of the third hypothesis. It is demonstrated that a notable discrepancy exists between 

the two groups following the intervention, affirming the efficacy of the positive therapy 

approach in mitigating anxiety levels among this patient demographic. This finding 

underscores the pivotal role of tailored psychological interventions in addressing the 

multifaceted challenges faced by individuals undergoing treatment for head and neck cancer. 

The fourth pivotal finding examines the discernible differences between the experimental and 

control groups concerning the fear of recurrence (FOR) among head and neck cancer patients 
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post-intervention. Upon rigorous examination, the study decisively validates the acceptance of 

the fourth hypothesis. Notably, a statistically significant distinction emerges between the two 

groups after the intervention, affirming the efficacy of the positive therapy approach in 

assuaging the fear of recurrence within this patient cohort. This result underscores the 

invaluable contribution of targeted psychological interventions in ameliorating the complex 

emotional landscape experienced by individuals navigating the challenges of head and neck 

cancer treatment. The fifth critical finding delves into the intricate interplay between quality of 

life (QoL), anxiety, and fear of recurrence (FOR) among head and neck cancer patients. 

Through meticulous analysis, the study robustly corroborates the acceptance of the fifth 

hypothesis. It unequivocally demonstrates a significant relationship between QoL, anxiety, and 

FOR within this patient cohort. This revelation underscores the interconnectedness of 

psychosocial factors in influencing the well-being and emotional resilience of individuals 

grappling with head and neck cancer. By elucidating these complex dynamics, the study sheds 

light on the imperative of comprehensive, multidimensional interventions that address physical 

symptoms and psychological and emotional distress, enhancing the holistic care and support 

provided to patients throughout their treatment journey. The sixth pivotal hypothesis explores 

the predictive relationship between fear of recurrence (FOR) and anxiety among head and neck 

cancer (HNC) patients. Through rigorous examination, the study unequivocally affirms the 

acceptance of this hypothesis. Notably, it establishes that fear of recurrence significantly 

predicts anxiety levels within this patient population. This finding underscores the profound 

impact of fear of recurrence on the psychological well-being of HNC patients, highlighting the 

need for targeted interventions aimed at mitigating both FOR and associated anxiety. By 

elucidating this predictive relationship, the study contributes valuable insights into the intricate 

interplay between psychological factors in the context of HNC, thereby informing the 

development of tailored intervention strategies to address the holistic needs of patients 

undergoing head and neck cancer treatment. The culmination of this research study reveals a 

compelling narrative wherein all hypotheses are upheld and validated with significant findings. 

Through meticulous inquiry and methodical analysis, each hypothesis emerges as a robust 

pillar supporting the study's overarching aim. 

From the initial exploration of the variance between the experimental and control groups pre-

intervention to the subsequent examination of post-intervention outcomes, the study 

meticulously navigates the intricate landscape of psychosocial dynamics among head and neck 

cancer (HNC) patients. The acceptance of hypotheses underscores the efficacy of the positive 
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therapy approach in addressing the multifaceted challenges faced by this patient population, 

ranging from quality of life (QoL) to anxiety and fear of recurrence (FOR). 

Moreover, the elucidation of the predictive relationship between FOR and anxiety sheds light 

on the nuanced interplay of psychological factors within the context of HNC. This revelation 

deepens our understanding of the complex emotional journey traversed by patients and 

underscores the imperative of holistic care approaches that address both physical and 

psychological dimensions. 

In essence, this research study stands as a testament to the transformative potential of targeted 

psychological interventions in enhancing the well-being and resilience of HNC patients. By 

affirming the validity of all hypotheses, it contributes to the academic discourse. It holds 

profound implications for clinical practice, paving the way for more comprehensive and 

tailored approaches to care in the realm of head and neck cancer treatment.  

 In conclusion, this research underscores the pivotal role of psychological interventions 

in the treatment plan for head and neck cancer (HNC) patients. The discerned patterns of results 

emphasize the significance of integrating such interventions into the holistic care framework 

for these patients. Beyond its immediate impact on patients' well-being, this study illuminates 

how psychological interventions can benefit medical practitioners across disciplines, including 

oncologists, physicians, and healthcare providers. By acknowledging and addressing the 

psychological aspects of HNC treatment, we enhance patient outcomes and the quality of care 

provided by healthcare professionals. 

However, it's crucial to acknowledge the limitations of this study. While the positive therapy 

intervention yielded promising results, further research is warranted to explore its efficacy 

across various cancer types and in managing specific treatment-related side effects. This 

avenue of inquiry holds the potential to advance our understanding of how psychological 

interventions can be tailored to meet the diverse needs of cancer patients. 

Moving forward, it is imperative to translate the insights from this research into actionable 

strategies within clinical practice. By advocating for integrating psychological interventions 

into standard treatment protocols, we can foster a more holistic and patient-centered approach 

to cancer care. Additionally, ongoing collaboration between researchers, clinicians, and 

policymakers is essential to ensure that psychological support remains a cornerstone of cancer 

care delivery. 
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In essence, this research not only underscores the importance of psychological interventions in 

enhancing the well-being of HNC patients but also paves the way for broader discussions and 

initiatives to improve cancer care outcomes globally. Through continued exploration and 

innovation in this field, we can strive towards a future where comprehensive support is readily 

available to all individuals navigating the challenges of cancer diagnosis and treatment. 
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Chapter 1 

1. Introduction 

Background 
1.1 Head and Neck Cancer (HNC) 

People today face many crises, and many health-related concerns increase daily. As we see, we 

face one or another health-related problem; among those, cancer is one of the concerns that is 

making people challenging to accept and face it. There are many different site-specific types 

of problems among cancer patients. A total of 5% of new cancers are HNC, number sixth on 

the list in the world (Gerald M, 2010). Cancers which are affecting tissues and organs in the 

region of the head and neck are called HNC. There are approximately 250,000 deaths caused 

by squamous cell carcinoma per year worldwide (Davies et al., 2006). There are many 

psychological challenges and adaptive demands associated with this type of cancer. HNC are 

primarily caused by factors associated with behaviour and lifestyle. It has been reported that 

approximately 85% of cases of squamous cell carcinoma in the head and neck can be attributed 

to tobacco use. (Licitra, et.al., 2006).  Inhalation of wood or nickel dust is also associated with 

paranasal sinus cancer, and A connection has been found between chewing betel nuts and oral 

squamous cell carcinoma. Sexual activity and the number of partners are associated with the 

development of oral cavity and oropharynx squamous cell carcinomas. The majority of HPV-

associated cancers occur in younger individuals, who generally have a better response to 

treatment and prognosis than the other types of patients with HNC (Schantz et al., 2006). In 

HNC, the majority of the population is over 50, and it is found more commonly in men than 

women. Some factors cause head and neck cancer use of alcohol and tobacco, as well as 

exposure to HPV (human papillomavirus), weak immunity system of the individual, a family 

history of the disease, and exposure to certain chemicals and toxins (American Cancer Society, 

2021). Millions of people are affected each year by HNCs in the world. In 2020 alone, it is 

stated that approximately 890,000 new cancer cases of HNC and 450,000 deaths are due to the 

disease, according to the latest statistics from the World Health Organization (WHO, 2020). In 

the last few years, HNC incidence and mortality have increased substantially, which highlights 

the need to take urgent action to improve the health of these populations. HNC can be 

categorized into several categories. HNC is classified into the following types:  

1. Oral cavity cancer: This type of cancer mostly affects the mouth, lips, tongue, gums, 

and lining. 
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2. Oropharyngeal cancer:    the cancer that affects mostly the tonsils, the base of the 

tongue, and the back of the throat. 

3.  Nasopharyngeal cancer:  This type of cancer mainly affects the nasopharynx area, 

which is the throat behind the nose, especially the upper part of the throat. 

4.  Laryngeal cancer: Laryngeal cancer mostly affects the voice box, also known as the 

larynx. 

5. Hypo-pharyngeal cancer: This type of cancer is impacted mostly on the bottom part of 

the throat, just above the oesophagus.   

HNC diagnosis typically involves a physical exam, imaging tests such as CT scans or MRIs, 

and a biopsy, in which they evaluate the tissue removed from the infected body part as a sample 

and use a microscope to see whether cancer cells are present. Once a diagnosis is made, the 

cancer is staged, which determines how advanced it is and how likely it is to involve multiple 

body parts. A patient's overall health, as well as the location and stage of the tumour, determine 

how HNC will be treated. There are multiple treatment options available according to the 

requirement of the disease like, the surgical procedure followed for the removal of the tumour, 

to kill the cancer cells, radiation therapy is more convenient, and chemotherapy to shrink the 

tumour or stop the growth of cancer cells, targeted therapy to attack specific molecules that 

help cancer cells grow, or a combination of these treatments. 

In addition to medical treatments, lifestyle changes can help decrease the risk of HNC. These 

comprise avoiding tobacco products, restricting alcohol intake, eating a maximum number of 

fresh vegetables and fruits as a healthy diet, committing to a healthy sex life, and protecting 

the skin from excessive sun exposure. 

1.1.1 Medical and Surgical Treatment 

Various treatment options depend on the subsite; however, form and function must be 

preserved while achieving the best possible oncologic control. To preserve organ function, 

radiation therapy (or radiation combined with chemotherapy) may be used to treat pharyngeal 

and laryngeal cancers. When nonsurgical treatment fails, surgical treatment is often used as a 

salvage procedure. The most common method of treating subsites, such as the sinuses, the 

salivary glands, and the oral cavity, is surgery. Radiation is frequently administered 

postoperatively to enhance tumour control. Even though treatment varies according to the 

subsite, it is always imperative to preserve organ function because processes, for example, 

speaking and swallowing, are the challenging factors. Quality of life (QOL) may be 

significantly affected by these effects and by the cancer itself. Surgical reconstruction 

techniques, including microvascular free tissue transfer, have evolved over the past 30 years, 
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significantly improving postoperative functionality and cosmetic results. Many subsites of 

squamous cell carcinoma have been successfully treated surgically using this technique. Since 

the turn of the century, the 5-year survival rates for HNC have remained relatively unchanging. 

Although survival rates are generally expected to be 50% for five years, the likelihood of 

survival depends greatly on tumour stage and subsite, comorbid medical conditions, tolerance 

of prime treatment regimes, alcohol and tobacco usage, and malignancies of second primary. 

The current standard of care is to preserve organs through radiation therapy (or concurrent 

radiation and chemotherapy). However, intensity-modulated radiation has improved targeted 

radiation delivery, reducing collateral damage to normal tissues while increasing the dose to 

the tumour area.  

Treatment adverse effects may be amplified when certain factors interact. Like, side effects 

may intensify and last longer during chemotherapy and radiation treatments. There is an 

estimated one-third of people are dependent on gastrostomy tubes for an extended period of 

time, and long-term complications are associated with surgical therapy. Several different types 

of cosmetic outcomes can result in significant changes to the quality of life, such as chronic 

tracheostomy or dependence on a tracheostomy, openings on the face and neck, and 

extirpations of entire body parts (e.g., eyes, noses, larynx, tongue, and mandible). A disfiguring 

condition can lead to embarrassment and social escaping, negatively affecting one's quality of 

life.  

1.1.2 Psychosocial and psychiatric outcomes: 

Many risk factors and protective factors act together; distress is a common symptom of cancer 

and is typically a final common pathway by which multiple factors exert the effects. There are 

numerous psychosocial consequences associated with HNC, like anxiety, depression, suicide, 

as well as impaired marital functioning. As a result of numerous stressors and encumbrances 

related to cancer as well as its management, depression is most often a cumulative and delayed 

response. A person who is suffering from cancer or another major medical condition is twice 

as likely to experience clinically significant depressive symptoms as someone who does not 

have a major medical condition. An estimated 16% to 20% of individuals with HNC meet the 

conditions in systematic studies similar to other medical conditions; there are rates associated 

with adjustment disorder, minor depression, and major depression. Research indicates that 

depressive symptoms are strongly correlated with physical distress and dysfunction. Several 

factors determine the outcome of cancer patients, including individual, social, and contextual 

factors. An example of these factors is the lack of social support, the insecurity of attachment, 

the lack of spiritual well-being, and the young age. Comparatively, the general population has 
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been reported to have gender differences; head and neck cancers (as well as other cancers) do 

not show constant gender dissimilarities in emotional misery or depressive indications. An 

association exists between depression and the stage of the tumour, the number of physical 

symptoms, and the avoidant coping style before treatment, when radiotherapy and surgery are 

unavoidable aspects of treatment in HNC. It is possible that patients with HNC will know the 

symptoms of anxiety and depression at the same level. Various threats and concerns related to 

diseases and treatments may trigger anxiety symptoms. Face masks are used to deliver radiation 

treatment to patients with head and neck carcinomas, which may trigger in some patients panic 

attacks or anxiety as a result of claustrophobia. It may be necessary to treat such symptoms 

with anxiolytic medication or relaxation techniques to move forward with treatment. Individual 

premorbid behaviour and characteristics, as well as the impact of disease and management, 

may influence the predominance of psychological suffering in patients with HNC. There is no 

consistent association between disfigurement and suffering in HNC patients, contrary to what 

was expected. Cancer-induced intrusiveness, social isolation, and lack of community backing 

all increase the likelihood of an adverse emotional impact due to disfigurement. Individuals 

with HNC are more having more probability to suffer from depression when they consume 

alcohol and tobacco. HNCs are linked with a higher suicide rate than many other types of 

cancer, but are barely elevated in individuals with cancer. According to a study of 1572 suicides 

in cancer patients, HNC, myeloma, advanced disease, limited treatment options, and low social 

or cultural support are concomitant with an amplified risk of suicide. HNC patients are further 

expected to experience distress and suicide than anyone else. This suggest the recommendation 

that routine screening for suffering should be performed in this population.  

1.1.3 Impact on Couples: 

There is often a reflective impression on the spouse or partner of a person suffering from HNC. 

HRQL is commonly reported to be extreme in the literature; although partners report lower 

QOL on average, overall, the healthcare experience is similar for patients and their partners. 

Most of the "partners" participating in this experiment study are female, making gender 

confusion with patient-partner status difficult to distinguish. There is a higher incidence of 

anxiety disorders among the spouses of men with HNC than among those without cancer. Men 

and their wives appear to differ in their perception of the importance of marital satisfaction. 

For wives with HNC, the worth is considered in the nuptial relationship, which is a further 

influential factor in determining QoL, whereas, for their husbands with HNC, the complaints 

related to the physical condition have a greater impact on quality of life. Women are more 
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likely to adopt the psychosocial liability of their sick partners, in part because of their tendency 

to assume the psychological burden of their partners' illness. 

1.2 Biopsychosocial Model in Head and Neck Cancer Patients: 

Head and neck cancer (HNC) presents significant health challenges, impacting many facets of 

life, particularly for individuals who are active in their careers. The biopsychosocial model 

provides a comprehensive framework for understanding these impacts by considering 

biological, psychological, and social factors. This model is especially relevant for working 

professionals dealing with HNC, as it highlights the need for a holistic approach to their care. 

Biological Considerations 

The biological aspect includes the physical manifestations of the disease and its treatment. For 

HNC patients, this encompasses the characteristics of the tumour, the stage of the cancer, and 

the effects of treatments like surgery, radiation, and chemotherapy. These treatments often lead 

to serious functional impairments, such as difficulties with speech, swallowing, and breathing, 

which can severely affect job performance. Addressing these biological challenges through a 

comprehensive medical approach is essential for maintaining the patient’s quality of life and 

ability to work. 

Psychological Impact 

Psychologically, a cancer diagnosis can be daunting, often bringing about feelings of fear, 

anxiety, and depression. For professionals, these psychological issues are intensified by worries 

about their ability to continue working, potential financial loss, and the social stigma associated 

with visible changes due to the disease. Psychological support, including counselling and 

therapy, is vital in helping patients manage these mental health challenges. Developing 

resilience and effective coping mechanisms is crucial for maintaining psychological well-being 

and work efficiency. 

Social Dynamics 

The social dimension includes the effects on personal relationships and professional 

interactions. Support from family, friends, and coworkers is critical during recovery. However, 
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the rigors of treatment and recovery can place a strain on these relationships, and visible 

symptoms may lead to social isolation. In the workplace, professionals may face challenges 

related to job performance, possible discrimination, and the need for accommodations. 

Employers can assist by creating an inclusive work environment, offering flexible work 

schedules, and making necessary adjustments to support the physical and emotional needs of 

HNC patients. 

Holistic Integration 

A collaborative approach is necessary to effectively apply the biopsychosocial model. 

Healthcare providers should coordinate with psychologists, social workers, and employers to 

meet the diverse needs of these patients. Customized care plans that incorporate medical 

treatment, psychological support, and social services can significantly enhance the overall well-

being and productivity of HNC patients. 

 The biopsychosocial model is essential for understanding and addressing the multifaceted 

needs of professional head and neck cancer patients. By integrating biological, psychological, 

and social considerations, we can develop more effective and compassionate strategies to 

support these individuals throughout their treatment and beyond. This holistic approach not 

only improves patient outcomes but also helps them maintain their professional lives, fostering 

a more supportive and inclusive society.  
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Figure 1 Conceptual Framework-Bio-Psycho-Social Model 

 
Biopsychosocial Model developed by George Engle (Richard et al., worth publishers 2001) 

1.3 Quality of Life 
Quality of life is an essential and major characteristic that we consider whenever we are facing 

life-changing situations or life challenges. When we talk about the same term while taking 

cancer treatment, particularly in HNC, it shows a significant change in daily functioning 

activity. The World Health Organization (WHO) describes QOL as "an individual's perception 

of life and the culture and values in which they live, as well as their goals, expectations, and 

concerns." (WHO, 1997). This definition helps us to understand the multifaceted nature of 

QOL, which includes physical health, psychological well-being, social relationships, and 

ecological factors.  

 QOL is a concept that has been discussed and criticized for many years and has been 

studied extensively by many researchers and healthcare professionals. In the early period of 

the 1960s, researchers tried to explore the concept of health-related QOL, which emphasizes 

the outcome of health on an individual’s quality of life (Patrick & Erickson, 1993).  Quality of 

life This research helped highlight the importance of considering subjective health measures, 

such as pain and functional limitations, in addition to objective measures, such as laboratory 

results and diagnostic tests. 
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In the 1970s, the WHO began to develop its own framework for understanding quality of life, 

initially focusing on the depth of health-related QOL (WHO, 1984). This framework, updated 

several times over the years, includes physical, psychological, and social domains of QOL and 

an overall assessment of an individual's QOL (WHO, 1997). Since the development of the 

WHO framework, there has been an increasing recognition of the importance of subjective 

well-being in understanding QOL.). This concept has been incorporated into the WHO 

framework, which now includes a subjective component in supporting the objective measures 

of health-related QoL.  

Many studies have used the WHO framework to measure QOL in different populations and 

contexts. For example, researchers have used the framework to assess the QOL of individuals 

with chronic illnesses, such as cancer (Fayers et al., 2001) and diabetes (Redekop et al., 2002). 

The framework has also been used to compare the quality of life across different countries and 

cultures (Skevington et al., 2004). 

 

There has been growing attention to using technology to measure and develop QOL in recent 

centuries. For example, researchers have developed mobile apps and wearable devices that 

track an individual's physical activity, sleep patterns, and other health-related behaviours 

(Burke et al., 2019). These technologies can provide real-time feedback and support for 

individuals to improve their health and well-being, ultimately improving their overall QoL. 

In conclusion, the perception of QOL is multidimensional and encompasses physical, 

psychological, social, and environmental factors. The WHO framework provides a useful tool 

for measuring and understanding quality of life and has been used extensively in research and 

healthcare practice. As technology advances, there is a growing opportunity to use technology 

to improve the quality of life for individuals and communities worldwide.  

The World Health Organization (WHO) (1997) debatably delivers the most commonly quoted 

definition of QoL. WHO defines Quality of Life as a person's awareness of their locus in 

relation to their objectives, beliefs, values, and worries in the context of the society and culture 

that they live in. An individual's intelligence, self-esteem, and Qol are affected in a wide-

ranging manner by a variety of elements, including their physical health, psychological state, 

level of freedom, communal relationships, and personal beliefs, and it is important to 

understand how they relate to significant structures of their surroundings (p.1). Hence, the 

WHO's classification is not intended to be interpreted as inflexible or fixed. It is intended to 

guide the interpretation of QoL as a concept. The concept of quality of life is, by definition, an 

extremely individualistic and vibrant paradigm that cannot be defined equivalently across the 



25 
 

board. Quality of life as it relates to health, illness, disease entities, or conditions is influenced 

by both personal and contextual factors. Morton and Izzard (2003) it has been suggested that 

quality of life can be defined more flexibly “encompasses an extensive range of physical and 

psychological characteristics and limitations that describes ability to function and derive 

satisfaction in doing so” (p884).  According to this definition, QoL may be best viewed as the 

perceived discrepancy between what is actually available and what people think they need, 

want, or expect to be available to them. (Morton & Izzard, 2003, p. 884). 

Life satisfaction is explained here as the level to which an individual is satisfied with 

their life. A good quality of life depends on the following factors: It is important to maintain 

physical, social, and emotional well-being; engage in interpersonal relationships; the 

opportunity for the development of a person's skills; exercise their rights; and the right to make 

an independent lifestyle choice. Individuals with chronic diseases, developmental disabilities, 

and those undergoing medical or psychological treatment, as well as those who are elderly, 

should strive to enhance their quality of life (APA Dictionary of Psychology). 

To be considered a quality of life, one must consider the totality of human well-being, 

including physical, psychological, social, economic, and spiritual welfare. It is important to 

note that the HRQOL (Health-Related Quality of Life) is intended to examine QOL concerning 

disease and treatment. The preservation of HRQOL is important to the successful outcome of 

oncology treatments because these interventions aim to restore health and well-being. 

Achieving palliative outcomes is impossible without preserving HRQOL, so it is crucial to 

protect it when the treatment objective is palliative. In addition to influencing treatment 

selection and decision-making, HRQOL can also help to understand in relation to informing 

health policy and decision-making. 

1.3.1 Head and Neck (HNC)Cancer and Quality of Life (QoL): 

Quality of life (QOL) refers to the person's perception of their overall happiness, including 

physical, emotional, social, and functional aspects. In the framework of HNC, QOL has 

become an increasingly important outcome measure, as survival rates have improved with 

advances in treatment, and patients are now living longer with the disease. 

HNC treatment can add up to dysphagia, which is a common side effect, or difficulty 

swallowing, which can significantly impact a patient's capability to eat and drink. This can lead 

to a reduction in weight, malnutrition, and dehydration, which can further impact a patient's 

physical and emotional well-being. As a result, interventions to manage dysphagia, such as 

swallowing therapy and nutritional support, have been shown to improve QOL in HNC cancer 

patients (Chen et al., 2019). 
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Moreover, due to physical side effects, head and neck cancer treatment can also impact a 

patient's emotional and social well-being. For example, changes in speech and appearance can 

impact a patient's capability to communicate effectively and participate in community events. 

As a result, interventions to manage these changes, such as speech therapy and psychosocial 

support, have also been shown to improve QOL in HNC patients (Murphy et al., 2019). 

Overall, QOL has become an important outcome measure in head and neck cancer treatment, 

as it reflects the individual suffering from cancer, his/her perspective on the impact of the 

complaint and its management on their overall well-being, and the impact of treatment on that 

well-being. As a result, interventions to manage the physical, emotional, and social 

ramifications of treatment have become increasingly important in improving QOL in HNC 

patients. 

1.4 Fear of Cancer Recurrence or Progression (FOR/FOCP): 

Individuals who have been identified with cancer or other chronic diseases often experience 

the fear of recurrence or progression. This refers to the feeling of anxiety or apprehension 

associated with the possibility of a recurrence of cancer or worsening of the condition. Simard 

and Savard (2009), an individual suffering from fear of cancer recurrence is concerned that it 

may return or advance in the same organ or another body part. There is no doubt that many 

patients suffering from physical illness suffer from fears related to the actual illness itself. The 

fear of progression was the name we used for these illness-related fears (Dankert et al., 2003).  

In contrast to anxiety disorders in psychiatry, FoP should be distinguished from them. Neurotic 

anxiety disorders are characterized by the following characteristics: such as panic disorder, 

agoraphobia, and generalized anxiety disorder. This problem is not real or irrational. It is, 

however, significant to note that cancer patients are faced with several real risks; It is not 

unreasonable or inappropriate for them to react in this manner. It should be noted, however, 

that patients may go through long-term and excessively genuine fears that can adversely impact 

their quality of life and well-being. In this sense, we consider FoP to be the fear of patients that 

the disease will advance with all its biopsychosocial significances or that it will relapse in the 

future.  

This is an instinctive, non-compulsive fear response that is fully understood by the patient.  An 

individual fears an imminent or devastating illness based on his or her own experience. The 

symptoms of FoP correspond to those of other anxiety disorders in terms of emotion, cognition, 

behaviour, and physiological characteristics. Generally, FoP is a good rejoinder to the real 

ultimatum associated with diagnosing, treating, and managing illness. Depending on the state 

of FoP, it can be varied from functional to dysfunctional. Treatment should be provided to 
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patients with elevated FoP levels that become deteriorated, i.e., impacting their ability to cope, 

to adhere to treatment, to maintain their quality of life, or to function socially. Northouse (1981) 

considered one of the earliest empirical accounts of the fear of recurrence experienced by 

cancer patients. Lee-Jones et al. (1997) investigated the cognitive model. A cognitive-

behavioural model for explaining the aggravating and management of cancer patients' 

uncertainties of recurrence was developed following a review of the accessible but still 

infrequent literature on this topic. Cancer patients have expressed realistic, illness-related fears 

when describing their fear of recurrence, as well as others. Does fear of progression differ from 

fear of recurrence in any way? There are many similarities between the two concepts. 

Researchers have examined fears associated with illness in a variety of settings, not just in 

patients with cancer. FoP is present in cancer sufferers and survivors, rheumatoid arthritis, and 

diabetes mellitus, as evidenced by our early studies (Dankert et al. 2003). A further finding 

came to the conclusion that disease-related concerns and worries are almost similar across the 

other examined illnesses. However, minor distinctions were found regarding the predominant 

fears of almost all illnesses-related groups (Dankert et al. 2003). Our conceptualization of FoP 

is based on a common approach. Fear of progression was used because it applies to various 

chronic diseases. A label such as this allows for the appropriate inclusion of various diseases 

with various disease courses, such as chronic remitting or increasingly progressive diseases. 

Psychology and oncology have largely underwritten the advancement of this concept of fear of 

recurrence. Throughout history, this phrase has mainly been used to describe cancer patients 

who are in diminution or who are illness-free and who are concerned that cancer will return 

Northouse 1981). The term recurrence fear describes the fear that the tumour will return, 

progress, or spread to other organs. (Crist and Grunveld 2013, p. 978). In the work of Vickberg 

(2003), the definition in her paper was not provided verbatim. The article describes that FOP 

is defined as "the fear of cancer returning or progressing in the same or another part of the 

body" (Koch et al. 2013 & Thewes et al. 2012a, b). However, as evident from their different 

labeling, fear of recurrence and fear of progression reveal significant essential characteristics 

and are similar. 

1.5 Positive Therapy  

The goal of positive therapy is to help clients confront their psychological, emotional, and 

behavioural challenges by using a combination of Indian and Western techniques. Positive 

Therapy (Hamaltha Natesan, 2002), In this package, Western Cognitive Behavioural Therapy 

is combined with Eastern Yoga techniques to help people develop a pleasing personality and a 

positive perception of life. Physical as well as mental health is improved as a result of it. 
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Positive emotions such as anger, worry, anxiety, etc. can be managed through the use of this 

technique. It also enhances the individual's overall personality. Four approaches are employed 

by it: 

● Relaxation Therapy 

● Exercises 

● Counselling and 

● Behavioural assignments. 

Techniques based on yoga Relaxation Therapy:  

Relaxation Therapy consists of three phases: 

● Deep Breathing Practice 

● Relaxation Training 

● Auto Suggestions 

Deep breathing practice 

Instruction given here during the deep breathing practice to the subject was to take a breath 

very slowly, and the individual needed to count four seconds while inhaling and exhaling with 

six seconds counting. The individual was instructed to repeat the same breathing type five times 

with open eyes and five times with closed eyes 

Relaxation therapy 

After Deep Breathing Practice, during the experiment, participants were instructed to gently 

close their eyes and wear a pleated hankie or band over the eyes to confirm that they were 

completely in the dark (The nose should not be covered). Then, I need to follow the instructions 

given by the therapist.  

● Auto suggestions 

The subjects were asked to continue deep breathing and enjoy the relaxed state, and auto 

suggestions were given (three times each). 

● Exercises 

Positive Therapy involves three exercises, namely, 
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● Tension Releasing Exercise 

● Smile Therapy and 

● Laugh Therapy 

All the exercises were given to the subjects to help them develop a cheerful mind by releasing 

their tension. 

● Smile therapy 

Nowadays, many people have forgotten how to smile as life has become increasingly 

mechanical. The power of a smile is not just to alter facial expressions but also to change a 

person's mood from sadness to happiness. Thus, it is possible to replace negative emotions with 

positive ones by developing the smiling habit.  

As a result, when someone smiles, they cannot experience undesirable feelings such as anger, 

worry, fear, anxiety, and fear.  

Laugh therapy 

When compared to smiles, laughing has become rarer. Cardiologists maintain that laughing 

can prevent heart disease. Laugh Therapy can be practiced in groups, preferably with family 

members or friends.  

30 Second Laughter: Take 30 seconds to laugh nonstop. You may shrug your shoulders as if 

to express your disapproval, “I don’t know why I am laughing.” 

Gradient Laughter: Begin by smiling, then move to a lightly laughing state, and eventually 

begin to laugh. The tempo and volume of your laughter should gradually increase. 

Happy Memories Chuckle: Here, the participants are instructed to recall their old memories. 

It normally takes 90-120 seconds.  

Techniques based on (CBT) 

● Counselling 

The subjects' personal, social, occupational and emotional problems were solved through 

counselling. In Positive Therapy, Counselling involves below therapies and trainings: 

● Rational Emotive Therapy 
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● Cognitive Restructuring 

● Assertiveness training. 

● Rational emotive therapy 

 The unreasonable beliefs and thoughts of the subjects is addressed here.  For example- as "I 

am not worthy", "I am used", etc., which were treated here with the help of rational thinking 

process.  

 

● Cognitive restructuring 

This helps the subjects replace negative cognitions with positive self-enhancing thoughts and 

actions.  

● Assertiveness Training 

It is the ability to act in your own best interest that defines an assertive individual, Self-

advocacy, self-expression, self-control, and self-choice are characteristics of an individual who 

stands up for themselves. An assertive person conveys the subsequent message: “I’m OK, and 

you’re OK.” Assertiveness is characterized by an Integrity, directness, self-expression, and 

self-improvement approach. During the course of his/her actions and even afterward, he/she 

feels confident and self-respecting. 

● Assertive Techniques 

Broken Record –here, it teaches the individual how to stick to your point. 

Fogging – how to accept the criticism without denying it this was trained in this session. 

● Behavioural Assignment:  

The subjects will be asked to resort to the following healthy behaviours: 

● Involve in some activity and adore it. 

● Having your friends around is a pleasure; try to enjoy that moment. 

● Have some recreation like playing games, reading books, etc., 

● Learn to laugh heartily, enjoy jokes, and develop a sense of humour. 

● Develop the habit of breathing practice or deep breathing for five minutes in the early 

morning, facing towards the east, and five minutes at sunset, facing towards the west. 
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● Have deep breathing as and when possible, throughout the day. 

In conclusion, we can learn the major factors regarding the HNC with the help of literature, 

which is a great source of knowledge and information. It also provides us with a valid source 

of upcoming changes and deletions regarding psychosocial oncology regarding the HNC and 

Qol in that particular area.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



32 
 

Chapter 2 

Literature Review 
A valid source of knowledge is obtained through the literature available and is an essential 

component of any research. Whenever a study is conducted, a literature review plays an 

important role. We will discuss the research literature in this study, which contributes to the 

field of positive therapy, QOL, anxiety, and FOR and progression of HNC. These variables are 

primarily discussed in the areas of health psychology and psych-oncology. Positive therapy is 

still at an embryonic stage when compared with other Western-based psychotherapies. Even 

though positive therapy still has much room for development in many fields of human 

existence, it has also been demonstrated at a very minimal level that psychotherapy is effective 

with various populations.  

This literature review is focused on getting some that are shedding light on the quality of life, 

one of the major aspects that are given more importance nowadays in medicine. As far as 

quality of life is concerned, it has been shown by numerous studies that it primarily affects 

populations suffering from chronic illnesses such as cardiovascular disease, diabetes, mental 

health diseases, and cancer. Regardless of the type of cancer, quality of life is compromised; 

however, we see that people who are suffering from HNC are frequently highly vulnerable in 

terms of their daily functioning. A common form of psychological concern for cancer patients 

is the fear of recurrence or progression. This is not an irrational fear. It is a real one. Patients 

with cancer are forced to face these challenges with a great deal of sadness. It has been observed 

that many cancer patients are not even aware that they are experiencing such fear, as they are 

unable to recognize that they are feeling these emotions and are even unable to express the 

same at times. Anxiety in cancer patients' experience is not always clinical. It may occur in 

conjunction with the diagnosis of the disease, or when they are informed about the treatment 

procedures. At the same time, they are concerned about their economic well-being due to the 

expense of their treatment, social commitment, and situations. 

 

2.1. Head and Neck Cancer 

Albert et al. (2022) analysed the determinants of body image dissatisfaction and its 

longitudinal course in patients with HNC. Among patients with HNC and its biopsychosocial 

determinants, body image concerns are multifaceted. To predict the height of body image 

concerns, clinicians should pay particular consideration to these biopsychosocial markers in 

their clinics and tailor communication or referrals for support based on these findings. 
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Cherba et al. (2022) conducted a qualitative study that looked at the recordings of 88 pre- and 

postoperative sessions with 20 patients and aimed to address the need for experiential studies 

on patients with the disease and provider consultations about body image issues. As a result, it 

seems that clinical consultations may focus more on issues related to physical recovery, cure, 

and survival, which could leave unanswered questions concerning how the surgery will affect 

appearance and function. The findings of this study might help surgeons comprehend their 

patients' interactions with them more fully during clinical consultations.  

Esther Deuning et al. (2022) intended to investigate patient FCR following a diagnosis of 

HNC, identifying the trajectory of these fears and the trajectory of FCR as influenced by several 

factors. Approximately one in five patients with HNC experiences persistently high FCR six 

months after treatment, but most have low or declining FCR after diagnosis. 

Henry et al. (2022) aim to find out about the newly diagnosed patients with HNC: (1) Concerns 

regarding body image, their prevalence, and their course; (2) A correlation between body image 

concerns and cancer diagnosis (pre-treatment); (3) Body image concerns following treatment: 

predictors; and (4) About anxiety, depression, suicidal ideation, and support related to body 

image concerns (i.e., Whether the patient is satisfied with the support provided by the 

physician, their social/family wellbeing, and the need for unmet support), As well as the misuse 

of alcohol and drugs. After being diagnosed with HNC, this longitudinal study assists in 

identifying patients who are more likely to experience body image disturbances. When a cancer 

diagnosis is made, clinicians should be particularly attentive to concerns about body image and 

physical symptom burden, as well as neuroticism, and they may wish to focus on these features 

in imminent defensive mediations. 

Nikita et al. (2022) examined HNC patients undergoing follow-up care at a primary care 

hospital based on their body image distress. Due to variations in body appearance, HNC 

patients reported significant distress regarding their body image. The number of female patients 

who experienced distress regarding their body image increased following surgery at a young 

age. Another potential strategy for improving facial appearance to overcome the negative 

effects of body image is to recommend cosmetic surgery and nurse-led psychosocial nursing 

interventions at repetitive check-ups. 

Silvia Cerea et al. (2022) determined the relationship between QOL and body image distress 

among HNC patients. Moreover, it examined gender differences among patients with HNC 

based on relevant psychological variables. Several psychological variables were significantly 

different between genders, including body image distress and pain, which were negatively 

correlated with quality of life. Patients with HNC should be offered psychological interventions 
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that target body image distress and pain to enhance their QOL while taking gender differences 

into account. 

Zhang Xu et al. (2022) aimed to synthesize indications of features concomitant with FCR. 

Based on the results of this study, precise interventions can be designed for cancer survivors 

with FCR. A theoretical framework relating to FCR in nursing will be developed based on the 

findings of this study. 

Melissa Henry (2020) designed a study to identify the supportive care needs of patients who 

have HNC immediately following treatment, analysing the predictors of unmet needs before 

and after treatment and comparing immediate post-treatment needs with those in long-term 

survivorship. To improve the excellence of caution for patients with HNC-P following 

treatment, this study identifies areas that require further development and unmet needs as 

determined by early determinants. To alleviate the burden associated with the disease and to 

proactively address patients' needs, HNC clinics may wish to perform routine assessments of 

anxiety, neuroticism, and burden from other life events. 

Marianne Boll Kristensen (2019) According to the study, head and neck cancer patients have 

many difficulties eating, making them vulnerable to malnutrition. Speech pathologists can 

improve swallowing function through pre-habitation swallowing exercises. Improvements in 

outcomes have been demonstrated with a multidisciplinary approach to care, which 

encompasses nutritional screening, assessment, and intervention in terms of Enhancing the 

quality of life and nutritional status by meeting nutritional requirements. HNC has increased in 

incidence rather than as a result of heavy alcohol and smoking consumption, NIS is often 

experienced by patients with HNC, requiring nutritional support. To detect nutritional risks, 

there are valid screening tools on the market, including electronic triage systems, but 

additionally, patients should automatically consult a registered dietitian with HNC, and A 

nutrition intervention should be provided to the patient. Exercises designed to improve 

swallowing outcomes before rehabilitation are effective, but exercise adherence declines 

during treatment. It is recommended that ongoing nutrition support be provided when dietary 

intake is insufficient. Patients' nutrition and swallowing outcomes have been improved through 

multidisciplinary teams and telehealth with HNC and in command. For the individual who is 

suffering from cancer to receive the best possible care, they need ongoing support after 

treatment has been completed. 

 Postone (1998) aims to review the importance of psychosocial interventions in cancer 

treatment and provide an explanation for the historically low utilization of long-term 

psychological interventions for medically ill patients. During the initial phase of treatment, 
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there are several issues related to the illness that stand out. Ongoing therapy has several special 

features, including setting, denial approach, goal-focused approach, and 

transference/countertransference field. An interpretive and supportive approach is employed in 

this approach. 

2.2. Positive Therapy 

Saranya et al. (2015) conducted a study on 50 teachers. They found that positive therapy 

intervention significantly impacts stress management and self-esteem enhancement. Before the 

intervention, all the teachers experienced high levels of stress and low levels of self-esteem. 

However, after the therapy, the mean stress score decreased to 4.38, whereas the mean self-

esteem score increased significantly to 22.92. These findings indicate that positive therapy 

intervention can be a highly effective tool for improving the well-being of teachers and 

reducing their stress levels. 

Thenu et al. (2013) identify that, according to research, the stress level among parents of 

special children is higher than average. However, positive therapy intervention has been proven 

to decrease stress levels in these parents. The study also found that worry was the most common 

negative emotion experienced by parents. Still, there were also other negative emotions 

identified, such as depression, fear, anxiety, irritation, guilt, hatred, and anger. In addition, the 

samples experienced physiological symptoms like fatigue, loss of appetite, sleep disturbance, 

weakness, body pain, and headache. Fortunately, after undergoing positive therapy 

intervention, the negative emotions and physical complaints significantly decreased in the 

selected sample group. 

Rohini (2012) investigated a study focused on parenting children with special needs under 

positive therapy to manage anxiety and improve quality of life. A total of 45 samples were 

collected for this experimental research. The findings of the study showed that the level of 

anxiety was very high among the sample before the positive therapy intervention, with an 

average of 25.29. Additionally, the quality of life was moderately disturbed among the sample, 

with an average of 24.67. However, after the positive therapy intervention, it was observed that 

the level of anxiety decreased to a moderate level, with an average of 4.38. Furthermore, the 

quality of life improved significantly towards a high level, with an average of 35.31. These 

results suggest that the positive therapy intervention was effective among the population. 

Rajalakshmi et al. (2012) that Recent research has revealed that positive therapy intervention 

can have a significant impact on reducing depression levels in cancer patients. Before 

undergoing this type of therapy, a study conducted on a sample group of 32 cancer patients 

revealed that nearly all subjects were experiencing high levels of depression, with the majority 
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also reporting negative emotions such as fear, anxiety, and anger. Following completion of the 

positive therapy intervention, the sample group showed a marked decrease in depression levels, 

with 37% of patients reporting no depression at all.  

Rajalakshmi et al. (2012) conducted a study that found that positive therapy can help cancer 

patients develop positive character traits and gain confidence in confronting life problems. The 

study aimed to enhance cancer patients' general well-being through positive therapy 

intervention and involved a sample group of 32 individuals. Before undergoing the therapy, 

the entire sample showed poor general well-being and was affected by negative emotions such 

as fear, anger, and worry. However, after the therapy, 35% of the sample developed the best 

overall general well-being, while 65% achieved a moderate level of general well-being. None 

of the subjects showed poor general well-being anymore. 

 

2.3 Quality of Life  

Brennan et al. (2022) examined how attitudes, QoL, requirements, and preferences were 

assessed and described during the three years of HNC patient follow-up. It's crucial to 

remember that these fundamental needs still remain even though there haven't been any 

significant changes in patients' demands, preferences, or attitudes towards follow-up. The paper 

covers the difficulties in addressing prognostic expectations and determining the requirements 

of specific patients. 

 

Van Beek (2020) associated anxiety and depression symptoms in HNC patients either pre-

treatment or at the end of a 24-month follow-up after (chemo) radiation treatment based on 

population-based and clinical factors, HRQOL, and HNC symptoms. Patients frequently 

experience symptoms of anxiety and depression following an HNC diagnosis. Young age 

(anxiety), chemotherapy treatment, lower HRQL, and higher degrees of symptom load (both 

anxiety and depression) are some of the factors linked to this illness. 

Diego Tetzner Fernandes (2020) intended to scrutinize the consequences of a patient 

education video on the patient's coping ability, understanding, satisfaction, quality of life, and 

emotional state at various points in the treatment process. In cancer centres, audio-visual tools 

have been shown to help improve patients' understanding of radiotherapy. Furthermore, 

patients must be informed regarding osteoradionecrosis and radiation-related caries. 

Davies et al.  (2020)  investigated the significant burden of mortality and morbidity associated 

with HNC worldwide. Radical treatment options run the risk of causing facial deformity, 

functional issues, or other difficulties that might negatively impact cancer patients' quality of 
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life. According to guidelines, HRQoL should be assessed frequently during treatment to qualify 

for refinement of treatment protocols and custom-made continuation, however, questionnaires 

are often lengthy and inconvenient to complete. Individuals with this condition's HRQoL were 

evaluated using criteria that were both condition- and general-specific. Clinicians and 

researchers must be very clear about the objectives and results they are interested in before 

selecting HRQoL measurements. Additional research must ascertain whether these 

measurements can detect change over time. 

Simon Dunne et al. (2019) examined how self-management practices impact quality of life 

after HNC treatment. The results suggest that cancer survivors might benefit from self-

management strategies that encourage proactive problem resolution, self-talk, and skill 

development. More studies are necessary to determine whether higher self-monitoring in HNC 

is linked to worse outcomes. 

Chindhu (2019) investigated how HNCs and their treatment affected facial function and 

appearance because these malignancies can damage anatomical locations near the face. 

Continuously evaluating the needs of HNC patients is essential to delivering high-quality care 

and advancing QOL for these patients. This study looked at the content and psychometric 

characteristics of available unmet needs assessments in the HNC setting. We suggest PCI to 

assess unmet requirements in HNC contexts since content validity is more significant than 

quantitative psychometric features. 

Doyle and MacDonald (2019) recognized the QoL and WB built under the HNCa framework. 

It is also important to identify and describe the features of addiction that have an impact on the 

health and quality of life of people with cancer. Several approaches were examined regarding 

the present stance towards QoL methods and the theoretical underpinnings of identifying 

mistakes connected to them. The clinical implications of quality-of-life research in clinical 

practice and the clinician's role in this context were discussed. This chapter aims to promote 

the best results by analysing the management of HNCa and reflecting attention on combatants' 

quality of life. 

 Verdonck-de Leeuw's (2019) study examined the aims of advancing interdisciplinary 

research, emphasizing more focused work on enhancing the quality of care and quality of life 

in the patients suffering from the HNC, in addition to their informal caregivers. The NET-

QUBIC data was made available to the researchers who had expressed an interest in it, enabling 

them to pursue new lines of inquiry in areas such as clinical research, liquid biopsy analysis, 

molecular digital pathology-based predictive biomarkers, patient quality of life, 

interdisciplinary research, and survival data-based studies. 
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Senchak (2019) studied the severe physical and psychological anguish that HNC patients feel 

and how it affects their quality of life (QOL).  Only a few interventions have been looked at in 

this patient population to enhance the quality of life. Larger studies with more reliable 

randomization designs are necessary to determine the efficacy of therapies intended to improve 

QOL and/or mood in patients with HNC. To lessen the physical and psychological 

consequences related to HNC, future studies must also consider methods for implementing and 

distributing these therapies throughout the healthcare system. 

Richardson (2019) study aims to identify psychological management that may enhance HNC 

patients' quality of life and lessen psychological distress (depression and anxiety). A long-term 

study and further funding were needed for this research. This would enable the formulation of 

recommendations based on empirical data regarding the interventions most appropriate for 

inclusion in clinical practice. 

Nikolai (2019) assessed and identified patient suffering and QOL constraints in the treatment 

of HNC using intensity-modulated radiotherapy (IMRT). According to the study's findings, all 

measures deteriorated over the course of the treatment before returning to their pre-intervention 

or pre-management levels three months later. 

Simon Dunne (2019) evaluated self-management practices and compared them to treatment 

recommendations for HNC based on functional outcomes (FoR) and quality of life (QoL), 

because studies that look at how cancer patients' QoL and FoR are affected by self-management 

practices are few. The results suggest that cancer survivors might benefit from self-

management strategies that encourage proactive problem resolution, encouraging self-talk, and 

skill development. It is necessary to conduct more studies to determine whether higher self-

monitoring in HNC is linked to worse outcomes. 

Laura Izabel Lampert Bonzanini (2019) conducted a cross-sectional study of Qol for oral 

cancer patients undergoing 3-D conformal radiation; We assessed the association between 

clinical and sociodemographic factors and the oropharynx, hypopharynx, or larynx using 

multivariate analysis. In individuals with HNC, a variety of variables, such as trismus, 

hyposalivation, advanced tumor stages, and younger age at diagnosis, affect Qol. We need to 

apply a particular strategy that emphasizes these elements if we are to confirm improvement in 

QoL over a longer period of time. 

Yu Lee (2018) conducted a six-month follow-up study. The patient's primary caregiver's 

partner or spouse was evaluated based on their quality of life (QoL) as opposed to non-spouse 

carers. In this study, a six-month observation and ongoing follow-up were conducted. Spouse 

caregivers of HNC patients experience more severe mental health impacts than by non-spouse 



39 
 

carers. The caregiver's psychological load should consequently receive additional or enough 

attention from the clinician throughout patient care, especially from the caregiver's spouse. 

Calver (2017) conducted a study to determine the effectiveness of psychological intervention 

in improving QOL for those suffering from HNC.  In July 2016, a systematic search across five 

databases was done. This review further emphasizes the small amount of evidence in this field. 

Very few studies currently use small samples and have discrepancies in the type, duration, and 

intensity of interventions, the duration and rigor of follow-up measures, and the caliber of 

methodologies employed. Additional research is required to discuss these shortcomings and 

come to more conclusive findings concerning psychological intervention and its effectiveness 

in this population. 

Eamar Algtewi (2017) investigated a potential link between utilizing Online Support Groups 

(OSGs) and HRQOL for patients with H&N cancer. Future studies may examine various 

cancers and chronic health conditions, such as HNC and cancer of different site-specific types. 

As shown by both this study and earlier literature, the majority of people affected by H&N 

cancers and those using OSGs for H&N cancer are older.  

Yi-Shan Wu (2016) conducted a study in which HNC patients had their psychological 

morbidities evaluated pre-treatment, three months after treatment, and six months after 

treatment. The distinction between patients with and without depressive disorders was also 

evaluated. Patients underwent varying degrees of anxiety and depression over the first six 

months of their HNC treatment. Abnormal salivation, dietary issues, and trouble maintaining 

social contact were among the top risk factors for depression. 

Richardson (2016) studied the shifts in patients' and caregivers' perspectives of illness between 

the time of diagnosis and six months afterward. Additionally, the study looked at whether 

differences in perceptions between patients and their caregivers at diagnosis were related to 

better HRQL at six months. Over time, HNC is viewed differently by patients and their 

caregivers. A lower level of patient HRQL in the future is predicted by a larger gap between 

caregivers' and patients' assessments of illness at diagnosis. 

Simon Dunne (2016) conducted a systematic review of the evidence about psychological 

factors that relate to the quality of life consequences for HNC fighters in the post-management 

period between 2004 and 2015. Numerous psychological traits that are predictive of quality of 

life are common among HNC survivors. By routinely screening and offering early therapies 

that target distress, HNC survivors may be able to enhance their quality of life after treatment. 
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Long-term, population-based research that uses more structured and uniform dimension 

methodologies will be necessary to advance intervention and reassurance care approaches. 

Rogers (2015) aimed to develop a simple screening question about fear of recurrence that could 

be incorporated into the University of Washington Quality of Life Questionnaire (UW-QOLv4) 

for use in clinical practice. FoR affects younger patients who have recently undergone radiation 

or chemotherapy. UW-QOLv4 may be enhanced with a FoR screening question that may assist 

in identifying patients who require additional support due to significant FoR.  

Maria Benedetta Ninu (2015) examined the posttreatment morbidity suffered by HNC 

patients, who typically face the highest levels of cancer patient morbidity. The objective is to 

provide insight into the quality of life and psychological suffering of HNC patients after 

experiencing various treatments throughout the first year after management. The DT and 

EORTC questionnaires were useful for tracking distress and QOL in patients with HNCS. 

Monitoring each patient's quality of life during treatment and follow-up visits may be 

beneficial. 

Julia R Van Liew et al. (2014) conducted a study, and the findings suggest that HNC survivors 

who experience FOR may be at risk of decreased HRQOL and an increased likelihood of 

smoking.  

 

2.4. Fear of Recurrence/Progression FOR/FOP 

Nik Ruzyanei Nik Jaafar et al. (2022) examined patients within a year of receiving a 

diagnosis of HNC, and an inquiry into patients' PTG levels was done. In addition, it was 

examined whether PTG levels and unmet supportive care needs, cancer progression fear, and 

PTG levels are related. Within a year of diagnosis, PTG levels in HNC patients were reported 

to be high. However, to improve patients' psychological well-being, psychosocial interventions 

should place a strong emphasis on addressing their unmet needs in terms of daily living and 

physical quality of life, as well as lowering their anxiety about their illness progressing. 

Riggauer et al. (2022) examined the study regarding the influence of fear of recurrence on 

patients' QoL. Recognizing the aspects that predispose patients to FoR may be essential for 

diagnosing and treating them. A history of recurrence or second primary malignancy and 

female sex are associated with FOR in HNC patients. Clinical practice and future research 

should address this disease due to its prevalence. 

 

Dimelow et al. (2021) examined the COVID-19 pandemic patients who had survived HNC 

and were interviewed regarding their observations of FOCR and fear of COVID-19. It is 
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important to discuss the means and incidence of opd-based follow-up with patient groups and 

with specific individuals before making any changes in light of COVID-19. 

Mirosevic (2019) study focused on assessing the prevalence of the elevation of FOCR and the 

demographic, mental, psychological, and therapeutic factors associated with this advancement 

before the start of treatment. 52.8% of individuals whose FOCR increased had a history of 

specific anxiety or severe depressive disorder-related worry dating back over a lifetime. 

Additionally, 21.1% of people claimed to be troubled by a history of anxiety or a serious 

depressive condition. According to the research, higher levels of FOCR did not correlate with 

any clinical traits, but anxiety-related symptoms, younger populations, a variety of anxiety-

related worries, introversion as a personality trait, higher levels of sexual cooperation needed, 

and the fact that you were a former smoker all strongly correlated with higher levels of FOCR 

in people with newly diagnosed HNC. 

Sharpe (2019) investigated a randomized controlled trial in which Conquer Fear proved to be 

more effective than attention control (relaxation training) for overcoming cancer recurrence 

fear (FCR). As part of this study, he examined the mediators and moderators contributing to 

the relative effectiveness of conquering Fear versus relaxation in treating fear. In subjects with 

higher levels of FCR, conquering Fear was found to be relatively more effective than 

relaxation. Based on the mediation analyses, it appears that reducing unhelpful metacognitions 

and intrusive thoughts during treatment is the most likely mechanism of treatment efficacy. 

This is consistent with the theoretical framework that underlies Conquer Fear. 

Humphries (2018) carried out a study to determine whether emotional talk can be managed 

during initial review appointments for patients with breast cancer and whether it is possible to 

predict FCR after 6-8 weeks of radiotherapy. During the second review meeting, patients' 

emotional expressions and TR responses predicted follow up, follow-up rates. Communication 

processes have been found to have a significant impact on this specific distress component of 

survivorship experiences. 

Mahendran (2018) conducted a study on a persistent and distressing psychological concern 

for cancer survivors: FOR affects their recovery and QOL. In Singapore, we do not know 

whether FCR is prevalent. In this cross-sectional study, an examination of FCR in mixed-

cancer survivors and the factors associated with FCR was directed locally to identify possible 

factors contributing to FCR. For the first time, a study evaluated the level of FCR among cancer 

survivors in Singapore. Based on the results of the study, the level of severe or pathological 

FCR was four times higher than that found in international studies. Compared with 
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international studies, the total FCR score was similar. The findings indicate that this issue 

deserves greater attention despite its lack of recognition and acknowledgment.  

Ozakinci, et al. (2018) focused on determining how survivors of HNC express their fears of 

recurrence in follow-up consultations, how healthcare professionals address recurrence fears, 

and how survivors perceive this interaction. It has been found that Patients may be reluctant to 

discuss their FCR with their clinicians for fear that they will appear "ungrateful" or that they 

will damage an important relationship. According to the findings, patients can benefit from 

implementing FCR when done with their doctors. 

Maguire (2017) conducted a study whose main objective was to establish the role of caregiver-

related stressors in predicting FOR in caregivers of cancer patients with HNC. Caregivers of 

patients with HNC cancers are showing a higher level of worry, which is extremely related to 

many similarity index factors. These factors can be addressed through the aim of the treatment, 

which indicates a drop in the level of concern that is related to the FOR, mostly in the caregivers 

of individuals who are suffering from cancer. Among the most effective methods of reducing 

cancer-related worry are to minimize the liability of care and to reduce feelings of isolation, 

with profound assistance for both those who are providing the care and the ones who fight 

cancer and come back as survivors. 

Maguire, et al. (2017) studied to determine whether care-related stressors, as opposed to 

survivor qualities, are a prognosticator of FOR in patients with HNC. Some characteristics 

make HNC patients' caregivers more prone to worry about cancer, highlighting the need for 

caregiver treatments that lessen FOR. 

Mititelu (2016) evaluated whether there is any relationship between Locus of Control (LOC), 

physical activity, and fear of recurrence among the patients who were part of the community 

cancer support program. According to the findings of this study, LOC and physical activity 

represent social supports that moderate the negative consequences of fear of recurrence, as 

proposed in the direct effect model. The results of this pilot study suggest that a stronger 

internal LOC is associated with better coping when facing the fear of a recurrence of cancer. 

Furthermore, those with higher levels of education also report being able to cope more 

effectively. In addition, undergoing a surgical procedure is associated with fewer functional 

impairments, which may be attributed to a lower fear of recurrences. 

Jade et al. (2012) conducted a methodical review to investigate factors associated with FCR 

in cancer patients. In addition to demographic, clinical, and psychological factors, cancer 

recurrence fear is a complex issue. FCR has been evaluated using a variety of assessments, 

which can complicate comparisons between studies. Some studies have provided contradictory 
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evidence, while others have reported contradictory evidence. Current research in this area is 

inconclusive. Further research is required to clarify these inconsistencies. 

Ghazali (2012) examined longitudinal trends and predictors. Approximately 35% of HNC 

survivors exhibit significant FoR, and the prevalence remains stable over time. Patient-related 

factors include the patient's age, temperament, excessive concerns, and FOR, which are 

identified as the most prominent and significant prognosticators of lasting substantial FOR. 

Accordingly, PCI can be used to classify sufferers who have a high level of potential for 

significant FoR. In addition to clinicopathological status and treatment mode, the prognostic 

factors for HNC are unknown. It is estimated that approximately thirty percent of individuals 

who are suffering from cancer will show familiarity in the context of a substantial level of FoR 

constantly over time, and the remaining twenty percent will experience variabilities, possibly 

related to variations in the concomitant worry and low temper. Providing psychological 

intervention to these two subgroups may be necessary and beneficial. 

Crist et al. (2012) assessed a systematic review to recognize the features connected with FOR 

in individuals suffering from cancer. In addition to demographic factors, clinical factors, and 

psychological factors, cancer recurrence fear is a complex issue. FCR has been evaluated using 

various tools, which complicates comparison between studies. Some studies have provided 

contradictory evidence, while others have reported contradictory evidence. Current research in 

this area is inconclusive. Further research is required to clarify these inconsistencies. 

 Hodges et al. (2009) studied with the prime objective of comprehensively examining disease 

and distress concerns in patients and caregivers. As a result of early concerns and anguish 

inside individuals, there is limited evidence of some influence between qualities within and 

between individuals in the dyad. A prospective dyadic study is required to ascertain the 

magnitude and relationship of these worries over an extended period of time. To lessen the 

severity of this disease problem, intervention may be required early in the course of the illness. 

Llewellyn et al. (2008) conducted a study in which Leventhal's Common Sense Model (CSM) 

was used to examine predictors of FOR in HNC survivors. It was found that optimism was the 

strongest prognosticator of fear, sovereign of anxiety, or the concern of fear conveyed before 

the preceding treatment, even though components of cognition and feelings-related 

demonstration and coping methods were mostly related to the FOR.  

Mellon (2007) studied aspects associated with FOR identified in an inhabitant-based sample 

(N 14 246) and whether cancer fighters or their families interacted with each other regarding 

fear of recurrence. Analyses were conducted using the Actor-Partner Interdependency Model, 

which is based on a family framework. A significant difference in FOR was found amongst 
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those individuals who came out of all cancer threats and fought with them and those who had 

provided all support and care during that fight or struggle, with caregivers having higher fear 

than survivors. Both those individuals who come out of all cancer threats and fight with it and 

those who provided all support and care during that fight or struggle exhibited elevated FOR 

when under stress in the family, when the illness had a less positive meaning, and when they 

were older. It is precarious to examine probable features that may stimulate both those 

individuals who come out of all cancer threats and fight with them and those who have provided 

all support and care during that fight or struggle for long-term cancer survivorship because fear 

is related to QOL, distress, and psychological adjustment as important outcomes.  

Humphris (2003) conducted research to assess the FOR in patients with orofacial cancer and 

their psychological morbidity. It was significant at most data collection points that 

psychological morbidity was positively associated with fears of recurrence, with the exclusion 

of depression, which was more autonomous of these concerns. It is recommended that further 

research be conducted to identify and test new approaches to assisting patients who are 

vulnerable to psychological disorders, particularly those experiencing fear of recurrence. 

2.5. Anxiety  

Ainsley Ryan Yan Bin Lee et al. (2023) evaluated the risk factors associated with sadness and 

worry in older cancer patients as directed. Mental health or emotion-related indications 

concomitant with cancer can have a profoundly negative impact on older adults. The objective 

of this review is to point out a range of defensive and aggravating factors recognized from 

cohort studies that may provide policymakers with the basis for tailoring and individualizing 

interventions for the management of depression, anxiety, and the related liability in this 

susceptible population. Studies that evaluate anxiety are relatively scarce, which indicates an 

important research gap. 

Breidenbach et al. (2022) In this study, he describes the prevalence, development, 

determinants, and predictors of depression and anxiety 5 or 6 years after diagnosis. He 

identifies predictors for depression and anxiety increasing over time. Breast cancer survivors 

in Germany face significant burdens due to anxiety and depression. Many clinical and 

sociodemographic predictors are identified. After acute treatment and for a long period of time, 

psychosocial support is necessary. We need to research the psychological burdens experienced 

by long-term survivors of breast cancer within the identified vulnerable groups. 

Berta Obispo-Portero et al. (2022) analyzed the excessive worry, hopelessness, and 

depressive intensities of cancer patients with progressive involvement in the disease during the 

COVID-19 pandemic and the association between their sociodemographic characteristics, 
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clinical characteristics, and psychological characteristics. Anxiety and depression were 

common symptoms in these patients undergoing treatment during the pandemic for advanced 

cancer. Early diagnosis and intervention strategies are required for specific subgroups of 

patients, such as young women with a long survival period. 

Davis et al. (2022) studied determined whether depression or anxiety preceded a diagnosis of 

pancreatic cancer (PC). Furthermore, it is important to investigate whether depression or 

anxiety associated with PC are associated with compliance and survival. In comparison with 

the general population, PC patients were more likely to experience depression or anxiety. An 

association was found between the presence of psychiatric symptoms before diagnosis and 

reduced utilization of chemotherapy. Consequently, if these symptoms are identified and 

treated promptly, they may have a positive effect. 

Ellentika Chayadi et al. (2022) reviewed MBSR, MBCT, and MBCR treatments to provide 

the most recent evaluation of those treatments. Oncology populations have reported reductions 

in depression, anxiety, and chemotherapy-related fatigue. Researchers found that MBIs 

decreased depression, anxiety, and chronic pain symptoms among cancer patients. 

James et al. (2022) assessed the prevalence, severity, and associative characteristics of PSA 

anxiety in the context of FCR. Despite having been associated with poor QoL and mental health 

symptoms when present, FCR and PSA anxiety remain prominent symptoms among patients 

with prostate cancer. As part of repetitive follow-up care, we should screen for these constructs 

and refer our patients to the appropriate services. 

Yang et al. (2022) conducted a study on Breast cancer patients to determine how FCR is related 

to anxiety and depressive symptoms. Breast cancer survivors experience depression and 

anxiety symptoms near one another. In contrast, FCR may have been considered a relatively 

independent, unique experience that attenuated ties to the anxiety and depression communities. 

As important transdiagnostic symptoms, anxiety symptoms, particularly "uncontrollable 

worry," relate to diverse communities. Researchers found that interventions that enhance the 

feeling of personal control and alleviate excessive worries could prevent or reduce the 

symptoms associated with FCR, anxiety, and depression.  

Francisco José Sánchez-Torralvo et al. (2021) examined whether anxiety and depression 

symptoms were prevalent among cancer patients and whether malnutrition was associated with 

such symptoms. It is common for oncological inpatients to show symptoms of anxiety and 

depression. Malnutrition has been linked to anxiety and depression symptoms in patients with 

cancer who are hospitalized. 
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Henry (2020) conducted a study to identify these care needs of patients who have had HNC 

patients immediately following management, Investigate early forecasters of unmet needs and 

comparisons between immediate post-treatment needs and needs at a later stage in the recovery 

process. This research aims to categorize areas that require further development to improve the 

quality of health care for people with HNC-P in the immediate post-treatment period and to 

determine early indicators of unmet needs. To alleviate the burden associated with the disease 

and to proactively address patients' needs, HNC clinics may wish to perform routine 

assessments of neuroticism, burden, and anxiety from other life events. 

Beek (2020) The first two years following the diagnosis of HNC are characterized by 

indications of excessive worry and depressive thought processes or conditions. There are 

several factors concomitant with this illness, including young age (anxiety), chemotherapy 

treatment, poorer HRQL, and higher levels of symptom burden. 

Stark et al. (2020) aimed to assist healthcare providers, such as nurses, social workers, and 

pharmacists who are not specialists in mental health, in understanding the nature of anxiety in 

cancer patients and separating the symptoms of morbid anxiety from the symptoms of normal 

anxiety. Furthermore, a review was conducted to determine how cancer care professionals may 

use management strategies to alleviate or maintain anxiety in cancer patients, with particular 

emphasis on the importance of recognizing specific patterns of communication that may 

function to alleviate or maintain anxiety. 

Dinapoli (2019) studied HNC patients with unbearable anxiety experiencing radiotherapy and 

found that they may benefit from eye movement desensitization and reprocessing (EMDR) 

ministration. A limitation of this study is the inability to infer causality from a case report, 

which makes it impossible to generalize the findings from case reports. It should be noted that 

the total HADS score was still clinically significant at the last session, and the associated issues 

needed to be reprocessed during subsequent sessions. EMDR's efficacy in this patient 

population requires further research (RCT) with a larger sample size. The findings from this 

case study can encourage psycho-oncologists using CBT or other psychological treatments to 

consider the benefits of EMDR, especially for those patients with H&N who have a high 

potential for anxiety disorders. 

Henry (2019) conducted a study to determine the determinants of anxiety and depression 

symptoms. Historical and contextual aspects were investigated. Immediately following a 

patient's HNC diagnosis at three, six, and twelve months. In the context of HNC, a variety of 

broader personal and contextual elements, as well as historical factors, should be taken into 

account. 
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Klug (2019) conducted a study using Promoting Action on Research Implementation in Health 

Services, aimed to elicit and analyse HP perspectives on mask anxiety As a guide for 

developing mask anxiety reduction interventions that can be implemented. Successful 

interventions are based on several key principles identified by participants. To effectively 

intervene against mask anxiety, we identified two significant barriers: 1. As far as its 

prevalence and predictors are concerned, there is a lack of empirical evidence, and 2. The health 

system may be unable to respond to changes due to contextual and systematic hurdles. In light 

of these findings, it is necessary to conduct additional descriptive studies and develop 

interventions that will provide solutions to these challenges. 

Sato (2019) examined the correlation between the severity of anxiety and depression and the 

original MAC subscales in male patients with HNC and inspected the correlations between 

MAC subscale scores and apprehensiveness and depressive states in male sufferers with HNC. 

Nineteen of the 40 items originally included on the MAC scale were excluded from the factor 

analysis, and three coping styles were developed from the remaining 21 items: Adjustment to 

negative situations, adjustment to positive situations, and abandonment. Male patients with 

HNC tended to exhibit abandonment, while mixed-sex patients tended to display both Negative 

and Positive Adjustment styles. During psychological distress, men with HNC exhibited a 

specific coping style called abandonment. 

Nixon (2018)  provided a safe level of care to patients with HNC; a thermoplastic mask must 

be used during radiotherapy treatment; the extent to which such treatment invokes anxiety In 

the individual undergoing treatment is unknown (i.e., "masking anxiety"). One-quarter of 

patients receiving radiotherapy for HNC reported mask anxiety. To ensure early detection of 

the disease and to support patient preparation for mask wear, routine screening and patient 

education were elicited from participants. Current mask anxiety management could be 

improved with the use of strategies during RT. 

Rhoten (2018) conducted research to examine the relationship between depressive symptoms 

and social anxiety in patients undergoing treatment for HNC cancer and their perception of 

neck function. In patients with HNC, impairment of physical function and psychological 

distress are often intertwined. 

Huang (2017) investigated that anxiety and depression, management compliance, and outcome 

may be negatively affected in patients with HNC. He aimed to determine whether 

hyperlipidaemia is associated with new-onset anxiety and depression after the diagnosis of 

HNC, as well as whether statins influence the outcome. It was our objective to find out whether 

hyperlipidaemia is associated with new-onset anxiety and depression following an HNC 
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diagnosis and whether statins play a role in influencing these outcomes. Patients with 

hyperlipidaemia who take statins may be at decreased risk of anxiety and depression, 

particularly if they are older than 65 years of age and female. 

Pelland (2017) investigated whether patients experiencing radiation therapy for HNC are more 

likely to experience emotional distress, depression, anxiety, and claustrophobia. Studying 

differences between genders, tumour sites, and treatment types. In addition, the individuals 

who are at the receiving end of concurrent chemotherapy as one of the parts of their 

management plan had an advanced state of anxiety compared to those who received adjuvant 

chemotherapy or who received radiotherapy alone. There may be a connection between the 

more advanced stage and the apprehension about the intensity of concurrent chemotherapy for 

HNC, as well as the expected consequences. 

Suzuki (2015) examined how physical symptoms, facial disfigurement, preoperative 

information, and social support affected the depression and anxiety of Japanese patients with 

HNC. Survivors of HNC can experience long-term symptoms of anxiety and depression. 

Societal care may assuage these disorders. It is essential to manage future advanced research 

to ensure that the information provided by surgeons regarding facial disfigurement is accurate 

before surgery on patients suffering from HNC, which has a psychological impact. 

Shadiya Mohamed Saleh Baqutayan (2012) focused on patients' anxiety about breast cancer. 

This study specifically investigates the impact of cancer symptoms on anxiety levels in 

patients. People with breast cancer who are similar to them tend to acquire more potential level 

coping mechanisms as a result of worry, which aids their recovery. 

Humphris (2006) examined whether patients with HNC may be at a high level of receptiveness 

towards psychological distress following their diagnosis and during their treatment process. 

Depression is common after treatment and tends to persist for a considerable period of time. 

Psychological responses are not reliably predicted by a particular treatment method. HNC 

patients present surgeons with several dilemmas when it comes to treatment. The surgical plan 

requires numerous decisions and considerations of wider issues, such as the patient's 

psychological status. As a result of this review, clinicians should be aware of some key factors 

contributing to a patient's overall health. 

D. Stark et al. (2002) conducted an investigation to identify the commonness and kinds of 

anxiety disorders diagnosed among cancer patients according to uniform criteria; It is important 

to evaluate the effectiveness of screening tools in detecting these cancers, as well as their 

demographic, oncologic, and psychological associations. Cancer patients often experience 

anxiety symptoms. Anxiety symptoms can be adequately assessed through questionnaires, but 
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abnormal anxiety cannot be efficiently discriminated against. This may be improved by 

employing criteria such as disturbance caused by excessive worry, as demonstrated by the 

negative effect of apprehension-related conditions on quality of life. Screening for anxiety 

disorders appears to be dependent on a limited number of oncologic variables. 

Dropkin (2001) Anxiety in patients having surgery for HNC is prospectively recorded as part 

of this study. At a specific moment (5 days after surgery), self-care seems to cause anxiety to 

decrease, and over time, there is a negative correlation between self-care and anxiety. Further 

research is necessary to discover suitable therapies that cater to patients' particular requirements 

with HNC. 

 

Summary of literature review: 

The literature review on Positive Therapy intervention for head and neck cancer (HNC) patients 

underscores a significant gap in research despite its potential to improve quality of life and 

address prevalent issues such as fear of cancer recurrence and anxiety. Existing studies 

predominantly focus on conventional interventions like group sessions and relaxation 

techniques, leaving Positive Therapy largely unexplored in this context. Considering the 

unique challenges faced by HNC patients, such as changes in appearance and communication 

difficulties, there is a pressing need to investigate the efficacy of Positive Therapy in alleviating 

psychological distress and enhancing overall well-being. By addressing this research gap, 

healthcare professionals can offer more comprehensive support to HNC patients, ultimately 

improving their quality of life and mental health outcomes. 

 

2.6 Need for the study 
High Prevalence of Head and Neck Cancer (HNC): Highlight the significant incidence of 

head and neck cancer cases globally, underscoring the need for comprehensive supportive care 

measures. 

Impact on Quality of Life (QoL): Emphasize the profound effect of HNC and its treatment 

on patients' quality of life, including physical, psychological, and social well-being. 

Limited Focus on Psychological Well-being: Note the existing gap in research regarding the 

psychological aspects of HNC care, particularly concerning anxiety and emotional distress. 

Role of Positive Therapy: Introduce the concept of positive therapy as a potential intervention 

to address the emotional and psychological challenges HNC patients face, highlighting its focus 

on strengths, resilience, and well-being enhancement. 
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Potential Benefits: Discuss the potential benefits of positive therapy in improving QoL, 

fostering resilience, and reducing anxiety among HNC patients based on existing literature in 

related fields. 

Need for Empirical Evidence: Stress the importance of empirical research to ascertain the 

efficacy of positive therapy specifically tailored for HNC patients, given the unique challenges 

they face in coping with their diagnosis, treatment, and post-treatment experiences. 

Informing Clinical Practice: Highlight the significance of the study findings in informing 

clinical practice and enhancing the holistic care provided to HNC patients by integrating 

psychosocial interventions like positive therapy into standard care protocols. 

Addressing Patient-Cantered Care: Emphasize the need for a patient-cantered approach in 

cancer care, where interventions focus on medical outcomes and prioritize patients' overall 

well-being and quality of life. 

Potential to Reduce Healthcare Burden: Suggest that effective psychosocial interventions 

like positive therapy may reduce healthcare utilization and associated costs by addressing 

emotional distress and promoting adaptive coping strategies among HNC patients. 

Contributing to Knowledge Base: Highlight how the proposed study would contribute to the 

growing body of evidence on supportive care interventions for HNC patients, ultimately 

enhancing our understanding of optimal approaches to improve their overall well-being and 

quality of life. 

2.7 Research Gap 
Research in cancer care has largely centered on surveys and problem-focused studies, leaving 

a significant gap in the investigation of positive therapy interventions, especially for head and 

neck cancer (HNC) patients. There is a lack of global literature on the use of Positive Therapy 

as a psychological intervention for this group. Current research tends to emphasize group 

sessions and relaxation techniques, but the specific application of Positive Therapy is notably 

missing. Addressing this gap could greatly improve the comprehensive care and well-being of 

HNC patients worldwide. 

First, existing literature often overlooks individualized psychological interventions tailored to 

the unique needs of HNC patients, instead focusing on surveys. Second, despite the 

acknowledged importance of psychological support in cancer care, few studies explore the 

effectiveness of Positive Therapy specifically for HNC patients. Third, the literature favours 

group interventions, which may not fully meet the diverse psychological needs and cultural 

differences of HNC patients, particularly in India. Fourth, India's cultural diversity and socio-
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economic factors require a nuanced approach to psychological interventions. However, there 

is limited research on how these cultural factors impact the effectiveness of Positive Therapy 

for HNC patients in India. Finally, there is a notable gap in the Indian healthcare system 

regarding research on individualized Positive Therapy interventions for HNC patients. 

Addressing this gap is essential for developing culturally appropriate and effective 

interventions to enhance the psychological well-being and quality of life of these patients. 

This study's significance lies in the pivotal role that mental well-being plays in the overall 

health of cancer patients during treatment. By focusing on psychological interventions, this 

study addresses the vital aspect of holistic health, recognizing that physical treatment alone is 

insufficient for comprehensive care. It aims to improve quality of life (QoL),  reduced fear of 

recurrence (FOR) and anxiety of cancer patients by assessing the impact of Positive Therapy 

intervention, and offer tailored support for HNC patients.  

This study is significant for its comprehensive approach to addressing the mental health needs 

of head and neck cancer patients. It highlights the importance of psychological interventions 

in improving quality of life (QoL), reducing fear of cancer recurrence (FCR), and managing 

anxiety. By demonstrating the effectiveness of positive psychology strategies, the study 

advocates for more personalized and holistic approaches in cancer care. 
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Chapter 3 

Methodology 
3.1.1 Statement of the problem 

Efficacy of positive therapy in the area of Quality of life QoL, FOR, and anxiety among HNC 

patients.  

3.1.2 Research Question 

Whether positive therapy will improve the QoL and reduce the FoR and anxiety among HNC 

patients.  

Whether there exists a significant relation between QoL, FoR, and anxiety among HNC 

patients.  

 3.1.3 Operational Definition  

● Quality of Life in Head and Neck Cancer Patients:  Quality of life is generally 

defined by overall individual well-being, but in HNC, QoL depends on the individual 

daily life performance during cancer treatment and post-treatment as well as during the 

survival period. Daily functioning means that they are able to perform daily routine life 

without dependency as well as being able to perform their day-to-day task without 

challenges like having food, speaking, sleeping, chewing, digesting food, performing a 

sexual activity, bathing, swallowing, getting ready, etc.  

● Fear of Cancer Recurrence: It was reported that fear of recurrence is the general term 

we consider that cancer will be back, and many definitions can be found in the same 

context. Fear of recurrence or progression is a kind of anxiety or fear, but it is not 

clinical fear like general anxiety. This fear is real, and the patient is facing as well as 

going through his fear every day during the cancer treatment journey. In head-neck 

cancer, we can define the fear of recurrence or progression as the way patients find 

difficulty accepting that cancer is gone and there is no threat of it henceforth. Conscious 

or continuous thoughts about cancer will come back or it will progress to an advanced 

stage, which is known as FoR in HNC patients in this study.   

● Anxiety: Anxiety, in general, is used as an irrational fear. This can be excessive worry 

about anything that might be the situation, person, thing, environment, or place, which 

is many times the route of many phobias. But here in head and neck cancer we are 

defining worry is related to disease, social condition, physical condition, treatment 

prognosis, and progress as well as diagnosis too. It is realistic worry about future of 
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dependent, economic challenges. So, in head and neck cancer, we can define anxiety as 

factual situation-related fear as well as irrational fear too.  

● Hospital Anxiety: 

Hospital anxiety refers to the psychological state experienced by individuals during their 

hospitalization, characterized by feelings of distress, unease, or apprehension arising from 

various factors related to the hospital environment, medical procedures, or the underlying 

health condition being treated. This term encapsulates the emotional responses of patients, 

caregivers, and even healthcare professionals to the hospital setting, including its physical 

layout, clinical activities, interpersonal interactions, and perceived threats to well-being.  

Hospital anxiety can manifest in different forms and intensities, ranging from mild worry or 

nervousness to more severe symptoms of anxiety, such as panic attacks, agitation, or avoidance 

behaviours. Factors contributing to hospital anxiety may include uncertainty about medical 

outcomes, fear of pain or invasive procedures, concerns about personal safety or privacy, 

separation from familiar surroundings and support networks, as well as cultural or socio-

economic influences. 

 Hospital anxiety represents an important aspect of patient care and healthcare delivery, 

highlighting the need for comprehensive support services, communication strategies, and 

interventions to alleviate distress and promote psychological well-being among hospitalized 

individuals. 

3.1.4 Rationale of the study 

Head and neck cancer significantly affects patients, leaving them emotionally, mentally, 

psychologically, and socially vulnerable. These individuals often encounter numerous 

psychological challenges due to both their diagnosis and the intensive treatments required, such 

as surgery, radiation, and chemotherapy. These treatments can cause severe side effects, 

resulting in substantial physical, psychological, and social discomfort that can be difficult to 

handle. Additionally, eating-related problems further complicate their daily lives. 

Patients with head and neck cancer often face heightened anxiety, fear of recurrence, and 

reduced quality of life. This research employs Positive Therapy to tackle these issues, aiming 

to alleviate anxiety and fear while enhancing overall quality of life. The study focuses on 

fostering psychological resilience and emotional well-being throughout and after treatment. 

3.2 Objectives of the Study 
The current investigation aims to investigate the psychological constructs of quality of life 

QoL, FoR, and anxiety among HNC patients with the help of positive therapy. 
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Positive Therapy reduces fear of recurrence and anxiety and improves the QoL. There may be 

a positive relationship between these variables to support each other. However, these variables 

may vary among individuals or groups. Keeping in mind the gaps and boundaries revealed in 

the review, the present research puts accelerates the subsequent chief objects to achieve:- 

1. To investigate the effect of Positive Therapy on Quality-of-life QOL among HNC 

patients.  

2. To investigate the effect of Positive Therapy on Anxiety among Head and Neck Cancer 

patients.  

3. To investigate the effect of Positive Therapy on Fear of Recurrence (FOR) among HNC 

patients.  

4. To examine the relationship among QOL, Anxiety and FoR in HNC patients.  

 

3.3 Hypotheses 
The following hypotheses are proposed based on above objectives:  

1. There will be significant difference between pre and post group on quality of life (QoL) 

anxiety and fear of recurrence (FOR) among head and neck cancer patients.  

2.  There will be significance difference between experimental and control group after 

intervention on quality of life (QoL) among head and neck cancer patients. 

3. There will be significance difference between experimental and control group after 

intervention on Anxiety among head and neck cancer patients.  

4. There will be significance difference between experimental and control group after 

intervention on fear of recurrence (FOR) among head and neck cancer patients.   

5.  There will be significance relationship between quality of life, anxiety and fear of 

recurrence in head and neck cancer patients.  

6. Fear of recurrence (FOR) will be significantly predicting Anxiety in HNC patients.   

3.4 Research Design 
present study research design was used pre and post-research design in the present study is 

constructed on a pre and post-design under the quasi-experimental design. Design with a 

control group for the pre and post-periods.  For this study, HNC patients from the HCG 

Manavata Cancer Centre, Nashik, Maharashtra, India, were designated as a sample by using 

random after; 206 head and neck cancer patients were selected for this study. Based on the 

results of the screening, it was determined that 100 samples who was either in an early stage 

or was locally advanced (stage I-III) could be used for this study, which was further divided 
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into two groups as 50 samples in the experimental group, and 50 samples in the control group. 

The mean age of the population is 45.7 in the experimental group and control group. 

Participants were personally distributed questionnaires, Fear of Progression Questionnaire 

Short Form (FOP-Q-SF12), Hospital Anxiety and Depression (HAD) scale, Functional 

Assessment of Cancer Therapy (FACT H&N) and clinical interview process were also 

followed for the purpose of conducting the study. Participants were provided with a consent 

form explaining the nature of the study. The questionnaires were then collected there and then. 

Then, an intervention, Positive Therapy, was managed for 8 weeks in the experimental group 

only; control group was not given any therapy sessions. A later analysis of the completed 

questionnaires was conducted. Before and after Positive Therapy Intervention, the same 

procedure is performed twice. The data was statistically preserved and conclusions were drawn.  

 

3.4.1 Research Design Outline 

 
Figure 3.4.1.1 Flow chart of patient’s recruitment  
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NCCN Distress Thermometer for Screening Screening Tool 

 
 

Pre Test (FACT H&N)*1, (FOP-Q-SF 
12)*2 and (HADS)*3 Post screening N=100 selected for 

study  
N= 50 Experimental (Patients) 

Used random number method for 
assigning population into two groups 

 

 Positive 
Therapy 

(Intervention)  N = 50 Control Group 

 

Post Intervention (FACT H&N (, FOP-Q-SF-12) and (HADS) 



56 
 

Figure 3.4.1.2. Procedure Flow Chart 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.5 Sample 
The purposive Sampling Method was used for screening, and Simple random sampling (odd 

and even method) was used for the distribution of the control and experimental groups. The 

sample for the present research consisted of 100 patients belonging to different parts of the city 

of Nashik. The age range of patients was 30-55. Distress screening will be done in HCG 

Manavata Cancer Centre, Nashik, using simple random sampling, and a sample in the study 

will be selected.   
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3.5.1 Sample Distribution 

Figure 3.5.1.1 Sample Distribution 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

3.6. Inclusion Criteria   
● HNC patients, 

● Age would be 30 to 55, 

● Newly diagnosed and disease stage between 1 to 3, ongoing treatment like 

chemotherapy, radiation, surgery, and follow-up 

3.7 Exclusion Criteria  
● Advanced stage 

● Metastasis 

● Recurrence of head and neck as well as any  

● Multiple organ involvement  

● Psychotic disease 

● Brain tumour 

3.8 Tools 

These are the tools mentioned below which were used to administer the data collection  

1. NCCN Distress Thermometer (DT) 

2. Functional Assessment of Cancer Therapy – Head and Neck (FACT-H&N) (for Quality 

of Life) 

3. Fear of Progression Questionnaire Short Form (FOP-Q-SF12) 

4. Hospital Anxiety and Depression Scale (HADS) 

Sample 
(100) 

Head and Neck Cancer 
Patients 

Experimental Group (50) Control Group (50) 
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3.8.1 National Comprehensive Cancer Network (NCCN) Distress Thermometer 

(DT) (1997) 
In 1997, the National Comprehensive Cancer Network  (NCCN) created distress management 

guidelines, which consist of a 1-item global screener of distress (the Distress Thermometer), 

an accompanying problem list (Psychosocial Distress Practice Guidelines Panel, 1999) NCCN 

Distress Thermometer version 2021 used in this study. There is a visual representation on a 

thermometer of an 11-point Likert scale representing the NCCN Distress Thermometer (DT), 

which ranges from 0 to 10 (no distress), The level of distress indicated by patients during the 

preceding week before assessment. An accompanying 40-item list of common problems 

associated with cancer can be administered to patients who are identified with severe stages of 

distress. PLs are useful for identifying whether patients are experiencing practical, family, 

emotional, spiritual-religious, or physical difficulties. A feasibility, accessibility, and 

informational test of the DT has been conducted (Jacobson & Ransom, 2007; Mitchell, 2010).  

106 patients completed the re-test questionnaires after meeting the criteria for the study and all 

were valid. In total, 110 patients met the criteria for the study and completed their initial test 

questionnaires. (Li-li Tang, 2011) Li-li Tang's study involved 57 participants of average age 

(SD=10), and 57.5% were male. The correlation coefficient between the retest and the original 

test was 0.80 (P0.001). Based on its sensitivity (0.81 and specificity (0.64), DT was the most 

effective (National Comprehensive Cancer Network 2023) 

3.8.2 Functional Assessment of Cancer Therapy – Head and Neck (FACT-

H&N) (for Quality of Life) 
An instrument designed specifically for patients suffering from head and neck cancer, the 

FACT-H&N by David Cella in 1993, provides multidimensional self-report measures of 

Quality of Life. As part of the assessment, patients complete 27 core items assessing their 

function in four domains: Physical, Social, and Family. In addition to the emotional and 

functional well-being assessment, 12 items specific to each site are included to assess the 

symptoms associated with the head and neck. To generate subscale scores for each domain and 

a global quality of life score, each item is scored on a Likert scale of 0 to 4. Higher scores 

represent better QoL. In Version 4, most items remain the same as in Version 3, but some items 

have been reworded, so scoring must be adjusted when comparing versions. There are several 

languages available for this product. It has been determined that the H&N35 disease-specific 

module is reliable (α = 0.90). 

3.8.3 Fear of Progression Questionnaire Short Form (FoP-Q-SF12)  
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An unidimensional short form was developed by Mehnert et al. (2006) using a sample of 

women suffering from breast cancer. FoP-Q-SF is an abbreviated version of the full scale 

comprising 12 items that address four of the five subscales (excluding coping). A correlational 

analysis with other psychosocial measures suggested that the short form is valid and reliable (a 

= 0.87); the form shows adequate reliability (a = 0.87). Furthermore, a companion version of 

the 12-item short form has been developed and validated (Zimmermann et al., 2011) for 

partners of chronically ill patients. 

3.8.4 Hospital Anxiety and Depression Scale (HADS) 
There are two scales in the HAD scale, one to evaluate depression (7 questions) and the other 

to evaluate anxiety (7 questions). There are seven questions for anxiety and seven questions 

for depression on this questionnaire, and the completion time ranges from 2 to 5 minutes.  This 

is a 14-item instrument that used a 4-point Likert scale for the evaluation. The total score ranges 

from 0 to 42; higher scores indicate a higher level of anxiety and depression symptoms 

developed by Zigmond and Snaith, 1983. The HADS confirmed brilliant reliability generally 

(alpha = 0.89) and for the individual subscales (alpha = 0.84). 

3.9 Intervention  

Positive Therapy Intervention 

Positive Therapy (Hamaltha Natesan, 2002), a bundle combining Western Techniques based 

on Cognitive Behavioral Therapies and Eastern Techniques based on Yoga, helps people 

develop a pleasing personality and a positive perception. It improves both physical and mental 

health. It helps in the administration of negative emotions like fear, high temper or irritation, 

frustration, excessive, irrational fear, etc, and in the enhancement of the individual's overall 

personality. Positive Therapy has four major strategies: they are, Relaxation Therapy 

Counselling, Exercises and Behavioural Assignments 

● Relaxation Therapy: It involves three steps, namely, Deep Breathing Practice, 

Relaxation Training and Autosuggestion 

● Exercises: These include Tension Releasing Exercise, Smile Therapy and Laugh 

Therapy 

● Counselling: It involves Rational-Emotive Therapy, Thought-Stopping, Symptom-

Stopping, Cognitive Restructuring, and Assertiveness Training. 

● Behavioral assignments 
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Duration 

Positive therapy requires one hour per session. Depending upon the severity of the client's 

problem, the number of sessions required may range between 2 to 20.  

Relaxation Therapy 
Techniques based on yoga Relaxation Therapy 

Relaxation Therapy consists of 3 steps: 

● Deep Breathing Practice 

● Relaxation Training 

● Auto Suggestions 

● Deep breathing practice 

During the deep breathing practice, the subject was instructed to take a breath very slowly, 

counting four seconds while inhaling and exhaling with six seconds. The individual was 

instructed to repeat the same breathing type five times with open eyes and five times with 

closed eyes. 

● Relaxation therapy 

• After Deep Breathing Practice, The instruction delivered to the participants to close 

their eyes gently with a band or folded clean small piece of cloth needs to be put on the 

eyes to get maximum darkness. (Nose not needed to be covered). The below directions 

were given:      

• "Breathe in slowly ... breathe out gradually..." (This was repeated 3 times). "Now 

concentrate on the top of the head". 

• "Breathe in slowly... 

• Breathe out gradually ... Top of the head ... Relax..." it was asked to repeat three times, 

with the suggestions 

• Then, the following directions were given to the subjects who were in a relaxed state. 

Inhale good health: Breathe out all the body's aches, pains, and sicknesses. Inhale 

happiness: Breathe out all the worries from the body. 

● Auto Suggestion: 

When the auto-suggestions were given three times, the subjects were asked to continue deep 

breathing and enjoy the relaxed state. 

Exercises 
Positive Therapy involves three exercises, namely, 

● Tension Releasing Exercise 
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● Smile Therapy and 

● Laugh Therapy 

All the exercises were given to the subjects to help them release their pressure and improve 

their joy. 

● Tension-releasing exercise 

Stress is the reason for various negative feelings and emotions, leading to mental burden or 

strain. Tension-releasing exercise guides or supports people to come out of it or be able to deal 

with it. In this implementation, the participants were given some instructions to follow. 

"Tension goes out, Fear goes out, Anger goes out, Anxiety goes out, and Worry goes out" 

This practice was given five times. Then, they were asked to do the same exercise, making a 

loud sound (Ha) while breathing. This practice was also given five times. 

● Smile therapy 

 Smile therapy is one of the exercises that helps individuals train themselves to experience 

smiling. Practice this technique to help reduce stress and tension. It starts working with facial 

expressions, and we are able to achieve a cheerful state of mind.   

● Laugh therapy 

People laugh very rarely nowadays and even found difficult to do so due to day-to-day life 

hazards. Cardiologists maintain that laughing can prevent heart disease. Laugh Therapy can be 

practiced in groups, preferably with family members or friends. Laugh therapy helps them to 

enjoy their own company for the moment initially. With daily practice, they can achieve a state 

where they are able to experience happiness. The following three types were followed in the 

laughter therapy.  

• 30 Second Laughter 

• Gradient Laughter 

• Happy Memories Chuckle 

Counselling Techniques Based on (CBT)  

The subjects' personal, social, occupational, and emotional problems were solved through 

counseling. In Positive Therapy, Counselling involves the following methods: 

❖ Rational Emotive Therapy 

❖ Cognitive Restructuring 

❖ Assertiveness training 

• Rational emotive therapy 
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The subjects' irrational beliefs and thoughts, such as "I am not worthy," "I am used," etc., were 

removed by appealing to their reason. The subjects were made to understand that everyone is 

worthy, and it is irrational to think they are not worthy. This, in turn, helped them to be positive 

and realistic and face life optimistically. Similarly, every negative thought of the victim was 

confronted rationally and removed with the help of this technique. 

• Cognitive restructuring 

This helps the subjects replace negative cognitions with positive self-enhancing thoughts and 

actions, as shown below: 

● Positive Thoughts 

● I am worthy, I am unique, I am successful. 

● The subjects were instructed to strongly believe that they have assimilated the 

affirmative abilities and start behaving in that context. They were supported to come 

out from all their negative thought process, learn to re-challenge it, and develop a 

positive perception attitude towards self-help as well as improvement.   

● Assertiveness Training 

It is the ability to act in your own best interest that defines an assertive individual, Self-

advocacy, self-expression, self-control, and self-choice are characteristics of an individual who 

stands up for themselves. A person who is assertive conveys the subsequent message: “I’m 

OK, and you’re OK.” Assertiveness is characterized by an Integrity, directness, self-

expression, and self-improvement approach. During the course of his/her actions and even 

afterward, he/she feels confident and self-respecting. 

● Assertive Techniques 

Broken Record –here, it teaches the individual how to stick to your point. 

Fogging – how to accept the criticism without denying it this was trained in this session. 

● Behavioural Assignment:  

The subjects will be asked to resort to the following healthy behaviours: 

● Involve in some activity and adore it. 

● Having your friends around is a pleasure; try to enjoy that moment. 

● Have some recreation like playing games, reading books, etc., 

● Learn to laugh heartily, enjoy jokes, and develop a sense of humour. 
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● Develop the habit of breathing practice or deep breathing for five minutes in the early 

morning, facing towards the east, and five minutes in sunset time, facing towards the 

west. 

● Have deep breathing, as and when possible, throughout the day. 

3.10 Ethical Consideration  
The Institutional Ethics Committee (Protocol number PTHNC 2021) initiated the study after 

all the required approvals were received. The committee approved the study with the 

requirement that all participants sign a written informed consent form. The participants will be 

guaranteed privacy and confidentiality. 

3.11 Statistical Analysis 
All data were coded and entered in SPSS version 22 after being collected with the above-

mentioned tool. Total scale scores were assumed to behave as interval scales.  Descriptive tests 

like Mean, SD, QQPlot, and Independent sample t-test descriptive analysis and Paired Sample 

t-test comparisons of means t-tests were applied. The product Movement coefficient of  

Correlation and Simple Regression determined the relationship between variables.  

3.12  Data Interpretation: 

Figure 3.12.1 The data analysis for the present research was conducted based on 

qualitative and quantitative methods 
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Chapter 4 

Result and Discussion 
4.1 Introduction 

Head and neck cancer (HNC) constitutes a significant burden on individuals, families, and 

healthcare systems worldwide, posing multifaceted challenges across physical, emotional, and 

social dimensions. The journey through HNC diagnosis, treatment, and survivorship entails a 

myriad of complexities, ranging from debilitating physical symptoms to profound 

psychological distress. Among the myriad challenges faced by HNC patients, maintaining a 

satisfactory quality of life (QoL), managing fears of recurrence (FoR), and coping with anxiety 

emerge as paramount concerns. 

This chapter comprehensively examines the efficacy of Positive Therapy as a psychological 

intervention for improving QoL, reducing FoR, and alleviating anxiety among HNC patients. 

Grounded in a robust theoretical framework that integrates Western techniques based on 

Cognitive Behavioural Therapies (CBT) with Eastern practices rooted in Yoga philosophy, 

Positive Therapy offers a unique and holistic approach to addressing the psychosocial needs of 

HNC patients. 

Through a combination of quantitative assessments and qualitative insights, the chapter 

elucidates the transformative effects of Positive Therapy on various dimensions of well-being, 

shedding light on its potential to enhance resilience and promote psychological well-being in 

the face of cancer survivorship. 

The findings presented in this chapter contribute to the burgeoning literature on psychosocial 

interventions for HNC patients, offering valuable insights into the holistic care of individuals 

grappling with the challenges of cancer diagnosis and treatment. By highlighting the efficacy 

of Positive Therapy in addressing the multifaceted needs of HNC patients, this chapter 

underscores the importance of integrating psychosocial interventions into the comprehensive 

care paradigm, thereby fostering a more holistic and patient-cantered approach to cancer care. 

The study involved a meticulously selected sample of 100 head and neck cancer (HNC) 

patients, with an equal distribution of 50 participants in the experimental and control groups. 

These participants, aged between 30 and 55 years, were undergoing various treatments such as 

chemotherapy, radiation, surgery, and follow-up care at the HCG Manavata Cancer Centre in 

Nashik, Maharashtra, India. 

Data collection was conducted using a comprehensive set of assessment tools, including the 

NCCN Distress Thermometer (DT), Functional Assessment of Cancer Therapy – Head and 
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Neck (FACT-H&N), Fear of Progression Questionnaire Short Form (FoP-Q-SF12), and 

Hospital Anxiety and Depression Scale (HADS). The results of the study were analysed 

tabularized, and discoursed below, 

In this research study, sociodemographic details of the participants were discussed below: 

 

Table 4.1  

Social Demographic Characteristics of Study Participants (N = 100) 

Characteristi

c 

Category Frequency Percent Mean SD 

Gender Male 86 86.0%   

 Female 14 14.0%   

Age (years) 30-35 6 6.0%   

 36-40 13 13.0%   

 41-45 24 24.0% 46.62 6.17 

 46-50 16 16.0%   

 51-55 41 41.0%   

Education 10th 8 8.0%   

 12th 12 12.0%   

 Graduate 64 64.0%   

 Post 

Graduate 

13 13.0%   

 Other 03 3.0%   

 

In this study, the table is labelled "Table 4.1" and titled "Social Demographic Characteristics 

of Study Participants." The total sample size (N=100) is indicated at the top of the table. 

The leftmost column lists each demographic characteristic (e.g., Gender, Age, and Education 

Level). Under each characteristic, the specific categories are listed (e.g., Male/Female for 

Gender, Age ranges, and Education levels). 
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The data are in two additional columns: "Frequency" and "Percent." The "Frequency" column 

indicates the number of participants falling into each category, while the "Percent" column 

displays the percentage of participants in each category relative to the total sample size. 

 

4.2 Normality of Data:  

The normality of data was checked in research to ensure it follows a bell-shaped curve. This 

confirms statistical assumptions, aids in selecting appropriate tests, facilitates accurate result 

interpretation, identifies outliers, and enhances the generalizability of findings, which is crucial 

for reliable and valid research conclusions. The Normality test of the present study was 

analysed tabularized and discoursed below: 

Table 4.2 

Tests of Normality 

  

Kolmogorov-

Smirnova Shapiro-Wilk 

Stati

stic Df Sig. Statistic df Sig. 

Pre Test FACT .200 100 .000 .916 100 .000 

Pre Test FOP .239 100 .000 .852 100 .000 

Pre Test HADS .225 100 .000 .844 100 .000 

a. Lilliefors Significance Correction 

 

The normality tests were conducted to assess whether the data for each variable (Pre-FACT, 

Pre-FOP, and Pre-HADS) follows a normal distribution. The results of these tests are 

summarized in the table above. 

 

Kolmogorov-Smirnov Test: 

For Pre-FACT, Pre-FOP, and Pre-HADS, the Kolmogorov-Smirnov test yielded significant p-

values of .000, indicating that the null hypothesis of normality is rejected for all three variables 

at conventional levels of significance (α = 0.05). Thus, the data significantly deviates from a 

normal distribution based on this test. 

 

Shapiro-Wilk Test: 
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The Shapiro-Wilk test, often considered more appropriate for smaller sample sizes, indicates 

non-normality for all three variables. 

Significant p-values of .000 were obtained for Pre-FACT, Pre-FOP, and Pre-HADS, indicating 

rejection of the null hypothesis of normality. 

 

Lilliefors Significance Correction: 

While the table does not provide specific details regarding the Lilliefors Significance 

Correction, it is typically applied to adjust the p-values obtained from the Kolmogorov-

Smirnov test for smaller sample sizes. 

The above discussion clearly stated that the findings of the normality tests reveal that the data 

for all three variables, Pre-FACT, Pre-FOP, and Pre-HADS, significantly deviate from a 

normal distribution.  

 

Q-Q Plot: 

A Q-Q plot is a scatterplot created by plotting two sets of quantiles against one another. If both 

sets of quantiles came from the same distribution, we should see the points forming a roughly 

straight line. The present study uses the SPSS version 22.0 to build the Q-Q plot of the data 

about each variable for both groups. It shows the distribution of the data against the expected 

normal distribution. If the data is normally distributed, all the observations should lie 

approximately on a straight line. 

Figure 4.2.1 Q-Q Plot for Quality of Life (QoL) of Head and Neck Cancer Patient
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The Quality of Life data plot displays points scattered around a diagonal line, suggesting that 

the observed values align with the expected values under a normal distribution. 

Figure 4.2.2 Q-Q Plot for Fear of Recurrence/Progression of Head and Neck Cancer 
Patients 

 

In the Fear of Progression/recurrence Q-Q Plot, most of the data points are aligned along a 

diagonal line. This alignment suggests that the observed values closely match the expected 

values under a normal distribution. When points align closely along this diagonal line, it 

typically indicates that the data is normally distributed 

 

Figure 4.2.3 Q-Q Plot for Anxiety (HADS: Hospital Anxiety and Depression Scale) of 

Head and Neck Cancer Patients 
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.  

 

The plot of Anxiety data shows observed values plotted against expected normal values. While 

the description does not explicitly mention the alignment of points, it indicates that the plot is 

commonly used to determine whether the dataset is normally distributed. 

Overall, the fact that each Q-Q plot closely follows a diagonal line suggests that the respective 

datasets (Pre-QOL, Pre-FOP, and Pre-Anxiety) are approximately normally distributed. This 

alignment between deserved and expected values under a normal distribution indicates that the 

normality assumption holds for these datasets. 

 Boxplot  

the shape of the boxplot shows how the data is distributed, and it also shows any outliers. It is 

useful to compare different data sets, as you can draw multiple boxplots per graph. Boxplots 

The observations that are distinctly different from other observations are termed "outliers." 

Typically, a value stands out from the rest due to an extremely high or low value. Box plots are 

useful as they provide a visual summary of the data, enabling researchers to quickly identify 

mean values, the dispersion of the data set, and signs of skewness. Box plots are a very effective 

and simple technique for assessing the outliers. For the present study, all Boxplots for variables 

having outliers for QOL, FOP, and Anxiety all graphs related to BOX plots. 

 

Figure 4.2.4 Box Plot for Quality of Life (QoL) of Head and Neck Cancer Patients 
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Figure 4.2.5 Box Plot for Fear of Recurrence (FOR) of Head and Neck Cancer Patients 

 

 

 

Figure 4.2.6 Box Plot for Anxiety of Head and Neck Cancer Patients 
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From the above Box plots, it was clearly observed that in the first box pot pre-QOL, The content 

appears to be a box and whisker chart showing data points and a line graph. The data points 

range from 70 to 89. second box plot for FOP The image is a box and whisker chart displaying 

data points and statistical information. The chart includes values such as 77, 47, 47.5, 91, 45.0, 

42.5, 40.0, 37.5, 66, and 35.0. third box plot. The image appears to be a box and whisker chart 

with the data points labelled as "HADS" and values ranging from 15 to 40. 

 

Description of Box Plot 

� Boxplots express data based on the median, visually summarizing the dataset's central 

tendency. 

� The rectangular-shaped box represents the middle 50% of the data, with its size 

indicating the interquartile range (IQR). 

� A line parallel to the box's width denotes the median value of the dataset. 

� Two lines, known as whiskers, extend from either side of the box, representing the 

range of the data. 

� The endpoints of the whiskers indicate the maximum and minimum data points within 

1.5 times the IQR from the lower and upper quartiles, respectively. 
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� Data points lying beyond the whiskers are termed "outliers," representing values 

significantly different from the rest of the dataset. 

� The FACT boxplot displays data ranging from 70 to 89, with the central box 

representing the IQR and the median line inside. 

� Whiskers extend to the minimum and maximum values within 1.5 times the IQR from 

the lower and upper quartiles, respectively, but no specific mention of outliers is 

provided. 

� The FOP boxplot includes various values, notably 6871 and 91, which significantly 

differ from the rest of the data, specifically mentioned as outliers. 

� The HADS boxplot, labelled "HADS," shows values ranging from 15 to 40, with a 

central box representing the IQR and whiskers extending to 1.5 times the IQR from the 

lower and upper quartiles. 

� The above graphs clearly show that the sociometric data is normally distributed and 

remains at the median.  

 

Table 4.3 Descriptive Statistics 
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Statistic Std. Error 

Pre Test FACT Mean 83.27 .363 

95% 

Confidenc

e Interval 

for Mean 

Lower 

Bound 

82.55   

Upper 

Bound 

83.99   

5% Trimmed Mean 83.46   

Median 84.00   

Variance 13.189   

Std. Deviation 3.632   

Minimum 72   

Maximum 89   

Range 17   

Interquartile Range 4   

Skewness -.594 .241 

Kurtosis .927 .478 

Pre Test FOP Mean 41.62 .296 

95% 

Confidenc

e Interval 

for Mean 

Lower 

Bound 

41.03   

Upper 

Bound 

42.21   

5% Trimmed Mean 41.51   

Median 41.00   

Variance 8.743   

Std. Deviation 2.957   

Minimum 35   

Maximum 48   

Range 13   

Interquartile Range 2   

Skewness 1.026 .241 

Kurtosis .568 .478 



74 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The above table provides a comprehensive overview of the descriptive statistics for three key 

variables: pre-intervention scores for Quality of Life (Pre-FACT), Fear of Progression (Pre-

FOP), and Hospital Anxiety and Depression (Pre-HADS). Each statistic offers valuable 

insights into the distribution, central tendency, and variability of the data. The interpretation of 

each variable is given below. 

 

Pre-FACT (Quality of Life) 

Mean: The mean score for Pre-FACT is 83.27, indicating the average reported quality of life 

among participants before any intervention. This serves as a central reference point for 

understanding the overall perceived quality of life in the sample. 

 

Confidence Interval: The 95% confidence interval for the mean (82.55 - 83.99) provides a 

range within which we can be confident that the true population mean lies. This interval helps 

assess the precision of the estimate. 

Pre Test HADS Mean 25.82 .769 

95% 

Confidenc

e Interval 

for Mean 

Lower 

Bound 

24.29   

Upper 

Bound 

27.35   

5% Trimmed Mean 25.63   

Median 22.50   

Variance 59.119   

Std. Deviation 7.689   

Minimum 17   

Maximum 38   

Range 21   

Interquartile Range 15   

Skewness .520 .241 

Kurtosis -1.201 .478 
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Variability: The variance (13.189) and standard deviation (3.632) indicate the extent to which 

scores deviate from the mean. A higher standard deviation suggests greater variability in 

quality-of-life scores among participants. 

 

Range: The range (17) represents the difference between the maximum and minimum scores, 

providing insight into the spread of scores across the entire range of possible values. 

Distribution Shape: Skewness (-0.594) indicates a slightly negative skew, suggesting a slight 

asymmetry where the distribution tail extends to the left. Kurtosis (0.927) suggests a slightly 

peaked distribution compared to a normal distribution. 

 

Figure 4.2.7 Graphical Representation of Histogram for Quality of Life (QoL) of Head 

and Neck Cancer Patients 

 
 

The above graph most individuals are expected to have FACT scores clustered around the 

higher end, closer to the median and mean values. The histogram would show a spread of scores 

across the range, indicating variability in Quality of Life among Head and Neck cancer patients. 

The narrow interquartile range (IQR = 4) suggests relatively consistent scores within the middle 

50% of the data, reflecting moderate variability in FACT scores. 
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Pre-FOP (Fear of Progression) 

Mean: The mean score for Pre-FOP is 41.62, reflecting the average level of fear of progression 

reported by participants before any intervention. This serves as a central reference point for 

understanding the overall level of fear of cancer recurrence in the sample. 

Confidence Interval: The 95% confidence interval for the mean (41.03 - 42.21) provides a 

range within which we can be confident that the true population mean lies. This interval helps 

assess the precision of the estimate. 

Variability: The variance (8.743) and standard deviation (2.957) indicate the extent of 

variability in fear of progression scores around the mean. A higher standard deviation suggests 

greater variability in fear of progression scores among participants. 

Range: The range (13) represents the difference between the maximum and minimum scores, 

providing insight into the spread of scores across the entire range of possible values. 

Distribution Shape: Skewness (1.026) indicates a positively skewed distribution, suggesting 

a tail extending to the right. Kurtosis (0.568) suggests a distribution that is slightly flatter than 

a normal distribution. 

 

Figure 4.2.8 Graphical Representation of Histogram for Fear of Progression (FoP) of 

Head and Neck Cancer Patients 
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The above histogram would show that most individuals have pre-FOP scores clustered towards 

the lower range, with fewer individuals having higher pre-FOP scores. This suggests that the 

majority of participant’s experience lower levels of fear of progression before any intervention. 

The histogram's shape, skewed towards higher scores, reflects the variability in fear of 

progression among Head and Neck cancer patients, with a narrower interquartile range (IQR = 

2). 

 

Pre Test HADS (Hospital Anxiety and Depression) 

Mean: The mean score for Pre-HADS is 25.82, indicating the average level of anxiety and 

depression reported by participants before any intervention. This serves as a central reference 

point for understanding the overall level of anxiety and depression in the sample. 

Confidence Interval: The 95% confidence interval for the mean (24.29 - 27.35) provides a 

range within which we can be confident that the true population mean lies. This interval helps 

assess the precision of the estimate. 

Variability: The variance (59.119) and standard deviation (7.689) indicate the extent of 

variability in anxiety and depression scores around the mean. A higher standard deviation 

suggests greater variability in anxiety and depression scores among participants. 

Range: The range (21) represents the difference between the maximum and minimum scores, 

providing insight into the spread of scores across the entire range of possible values. 

Distribution Shape: Skewness (0.520) indicates a slightly positively skewed distribution, 

suggesting a tail extending to the right. Kurtosis (-1.201) suggests a distribution that is slightly 

flatter than a normal distribution. 

 

Figure 4.2.9 Graphical Representation of Histogram for Anxiety of Head and Neck 

Cancer Patients 
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From above graph, it was seen that most individuals are expected to have HADS scores 

clustered towards the lower end, closer to the median value (Median = 22.50). However, there 

would be a spread of scores across the range, indicating variability in anxiety and depression 

levels among Head and Neck cancer patients. The relatively wide interquartile range (IQR = 

15) suggests considerable variability within the middle 50% of the data, reflecting diverse 

experiences of anxiety and depression. 

The pre-test results reveal baseline measures of Quality of Life (FACT), Fear of Progression 

(FOP), and Hospital Anxiety and Depression Scale (HADS) among Head and Neck cancer 

patients. Quality of Life scores show moderate variability, indicating diverse experiences 

among patients. Fear of Progression scores display a narrower range, with most individuals 

reporting lower levels of fear. Conversely, anxiety and depression levels, as indicated by 

HADS scores, exhibit wider variability, highlighting the diverse psychological challenges 

faced by patients. These findings underscore the importance of assessing and addressing 

psychosocial factors in comprehensive cancer care interventions. 

After pre-test data collection, an intervention intervention-positive therapy was managed for 8 

weeks in the experimental group only, the control group was not given any therapy sessions. 

The interpretation of the data is given below. The data was collected, and analysis was coded 

and entered in SPSS version 22. Independent sample t-test descriptive analysis Paired Sample 
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t-tests comparisons of means, t-tests were applied, Product Moment Correlation and Simple 

Regression were used to find out ant relations between variables.  Objective-wise analysis was 

given below, 

 

Hypothesis: 

H1: There will be a significant difference between pre and post-group on quality of life 

(QoL) anxiety and fear of recurrence (FOR) among head and neck cancer patients. 

 

Table 4.4 FACT (Quality of Life) on Mean, standard deviation, and standard error mean for 

the pre-test and post-test 
 

 N Mean Std. Deviation       Std. Error Mean 

FACT Pre Test 100 83.27 3.63 .363 

FACT Post Test 100 100.76 17.26 1.727 

 

Table 4.4 shows the pre-test mean result revealed that the quality of life mean score was lower 

level (M=83.27) than the mean score of the post-test (M=100.76), indicating a difference 

between pre and post-test improvement in quality of life. The standard deviation increased from 

(SD=3.63) on the pre-test to (SD=17.26) on the post-test, suggesting a more homogeneous 

distribution of quality of life (FACT) scores after the intervention. The standard error of the 

mean increased from .363 at the pre-test to 1.727 at the post-test, indicating a more precise 

estimate of the true mean quality of life score. 
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Table- 4.5 Paired t-test for Quality of Life 
 

  

Paired Differences 

t df 

Sig. (2-

tailed) Mean 

Std. 

Deviatio

n 

Std. 

Error 

Mean 

95% Confidence 

Interval of the 

Difference 

Lower Upper 

 FACT 

Pre Test 

FACT 

Post Test 

-17.490 15.643 1.56 -20.59 -14.38 11.18 99 .000 

 

Table 4.5 shows the results of a paired samples t-test comparing pre-test and post-test on quality 

of life scores. The mean difference between the two scores is statistically significant (t=11.18, 

p<0.001), indicating a significant improvement in the quality of life after treatment. 

These tables provide comprehensive information about the changes in quality of life scores 

before and after treatment and between pre-test and post-test scores. 
 

Table 4.6 Independent Samples t-test for Quality of Life: 
Independent Samples Test 

 

Variable 

 

 

Group Paired sample T-test 

Experimental(N=
50) 

Control( N=50) 

t df sig 

 
Mean SD Mean SD 

Quality of 
Life 

 116.64 9.10 84.88 2.21 23.97 98 0.01 

 

Table 4.6 showed result revealed that the experimental mean score (M=116.64) was higher 
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than the mean score (M=84.88) of the control group. The independent sample t-test showed a 

statistically significant difference in quality of life scores between the two groups (t = 23.97, 

df = 98, p < 0.001). Results revealed that the experimental group had a significant difference 

in the quality of life as compared to the control group. 

 

Table 4.7 FOP (Fear of Recurrence) on Mean, standard deviation, and standard error mean 

for the pre-test and post-test 

 

 N Mean Std. Deviation       Std. Error Mean 

FOP Pre Test 100 41.62 2.95 .296 

FOP Post Test 100 26.90 15.78 1.578 

 

Table 4.7 shows that the pre-test mean result revealed that the Fear of Recurrence mean score 

was higher level (M=41.62) than the mean score of the post-test (M=26.90), indicating a 

difference between pre and post-test positive improvement in the level of fear of recurrence. 

The standard deviation increased from (SD=2.95) on the pre-test to (SD=15.78) on the post-

test, suggesting a more homogeneous distribution of fear of recurrence (FOP) scores after the 

intervention. The standard error of the mean increased from .296 at the pre-test to 1.578 at the 

post-test, indicating a more precise estimate of the true mean fear of recurrence score. 

 

Table- 4.8 Paired t-test for Fear of Recurrence 
 

  

Paired Differences 

t df 

Sig. (2-

tailed) Mean 

Std. 

Deviatio

n 

Std. 

Error 

Mean 

95% Confidence 

Interval of the 

Difference 

Lower Upper 

 FOP 

Pre Test 

FOP Post 

Test 

14.720 16.560 1.656 11.434 18.006 8.889 99 .000 

 



82 
 

Table 4.8 shows the results of a paired samples t-test comparing pre-test and post-test fear of 

recurrence. The mean difference between the two scores is statistically significant (t=8.889, 

p<0.001), indicating a significant decrease in the fear of recurrence after treatment. 

These tables provide comprehensive information about the changes in fear of recurrence scores 

before and after treatment and the relationship between pre-test and post-test scores. 

 

Table 4.9 Independent Sample t-test FOP 
 
 

 

Variable 

 

 

Group Paired sample T-test 

Experimental 
(N=50) 

Control (N=50) 

t df sig 

 
Mean SD Mean SD 

Fear of 
Recurrence 

 11.36 1.54 42.44 2.08 68.53 98 0.01 

 

Table 4.9 showed that the independent-sample t-test showed a statistically significant 

difference in fear of recurrence scores between the two groups (t = 68.53, df = 98, p < 0.001). 

Results revealed that the experimental group had significantly reduced the fear of recurrence 

as compared to the control group. 

 

Table 4.10 HADS (Anxiety) on Mean, standard deviation, and standard error mean for the 

pre-test and post-test 
 

 N Mean Std. Deviation       Std. Error Mean 

HADS Pre Test 100 25.82 7.68 .769 

HADS Post Test 100 19.25 14.27 1.427 
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Table 4.10 shows the pre-test mean result revealed that the anxiety mean score was higher level 

(M=25.82) than the mean score of the post-test (M=19.25), indicating a difference between pre 

and post-test improvement in level of Anxiety. The standard deviation increased from 

(SD=7.68) on the pre-test to (SD=14.27) on the post-test, suggesting a more homogeneous 

distribution of anxiety (HADS) scores after the intervention. The standard error of the mean 

increased from 0.769  at the pre-test to 1.427 at the post-test, indicating a more precise estimate 

of the true mean anxiety score. 

 

Table- 4.11 Paired t-test for Anxiety 

  

Paired Differences 

t df 

Sig. (2-

tailed) Mean 

Std. 

Deviatio

n 

Std. 

Error 

Mean 

95% Confidence 

Interval of the 

Difference 

Lower Upper 

 HADS 

_pre – test 

HADS 

post-test 

6.570 7.620 .762 5.058 8.082 8.622 99 .000 

 

Table 4.11 shows the results of a paired samples t-test comparing pre-test and post-test anxiety 

scores. The mean difference between the two scores is statistically significant (t=8.622, 

p<0.001), indicating a significantly lower level of anxiety after treatment. 

These tables provide comprehensive information about the changes in anxiety scores before 

and after treatment and the relationship between pre-test and post-test scores. 
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Table 4.12 Independent Samples t-test for HADS: 
 
 

 

Variable 

 

 

Group Paired sample t-test 

Experimental 
(N=50) 

Control (N=50) 

t df sig 

 
Mean SD Mean SD 

Anxiety  5.54 1.50 32.96 5.07 36.66 98 0.01 

 
 
Table 4.12 showed that the independent-sample t-test showed a statistically significant 

difference in anxiety scores between the two groups (t = 36.66, df = 98, p < 0.001). Results 

revealed that the experimental group had significantly reduced the anxiety level as compared 

to the control group. 

 

 ‘There will be a significant difference between pre and post-group on quality of life (QoL) 

anxiety and fear of recurrence (FOR) among head and neck cancer patients’ was accepted.  

 

Objective 1 

To investigate the effect of Positive Therapy on Quality-of-life QOL among HNC patients. 

 

H2: There will be a significant difference in quality of life (QoL) among head and neck 

cancer patients between the experimental and control groups after the intervention. 
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Table 4.13 

Mean comparison of experimental and control group on FACT (Quality of Life) 

 

 

 

Variable 

 

 

Group Paired sample t-test 

Experimental 
(N=50) 

Control (N=50) 

t df sig 

 
Mean SD Mean SD 

Quality of 
Life 

 116.64 9.10 84.88 2.21 23.97 98 0.01 

 

 

From the above Table 13 it was seen that the mean score for quality of life (QoL) among 

participants in the experimental group was 116.64 (SD = 9.10), while in the control group, it 

was 84.88 (SD = 2.21). This substantial difference indicates a statistically significant 

improvement in QoL among those who received Positive Therapy compared to the control 

group.  

Therefore, the first hypothesis, ‘There will be a significant difference between experimental 

and control group after intervention on quality of life (QoL) among head and neck cancer 

patients’, was accepted. 

Further analysis revealed that Positive Therapy interventions, such as relaxation techniques, 

counseling sessions, and behavioral assignments, contributed significantly to enhancing 

various domains of QoL, including physical, social, emotional, and functional well-being. 

 

Anxiety (HADS) 

Objective 2  

To investigate the effect of Positive Therapy on Anxiety among Head and Neck Cancer 

patients. 
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H3: There will be significance difference between experimental and control group after 

intervention on Anxiety among head and neck cancer patient. 

 

Table 4.14 

Mean comparison of experimental and control group on HADS 

 

Variable 

 

 

Group Paired sample t-test 

Experimental 
(N=50) 

Control (N=50) 

t df sig 

 
Mean SD Mean SD 

Anxiety  5.54 1.50 32.96 5.07 36.66 98 0.01 

 

 

 From the above Table 4.14, it was seen that the mean anxiety score among participants in the 

experimental group was 5.54 (SD = 1.50), compared to 32.96 (SD = 5.07) in the control group. 

This noteworthy difference signifies a substantial reduction in anxiety levels among those who 

received Positive Therapy.  

Therefore, the third Hypothesis, ‘There will be significance difference between 

experimental and control group after intervention on Anxiety among head and neck 

cancer patient’, was accepted. 

Through a combination of relaxation techniques, cognitive restructuring, and assertiveness 

training, Positive Therapy empowered participants to manage anxiety symptoms effectively 

and cultivate a more positive outlook on life. 

 

Objective 3 

To investigate the effect of Positive Therapy on Fear of Recurrence (FOR) among HNC 

patients.  
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H4: There will be significance difference between experimental and control group after 

intervention on fear of recurrence (FOR) among head and neck cancer patients. 

 

Table 4.15  

Mean comparison of experimental and control groups on FOP 

 

Variable 

 

 

Group Paired sample t-test 

Experimental 
(N=50) 

Control (N=50) 

t df sig 

 
Mean SD Mean SD 

Fear of 
Recurrence 

 11.36 1.54 42.44 2.08 68.53 98 0.01 

 

From the above table 4.15, it was seen that Participants in the experimental group had a mean 

FoR score of 11.36 (SD = 1.54), whereas in the control group, the mean score was 42.44 (SD 

= 2.08). This striking contrast demonstrates a significant reduction in FoR among those who 

underwent Positive Therapy. ‘There will be significance difference between experimental 

and control group after intervention on fear of recurrence (FOR) among head and neck 

cancer patients’ therefore this research Hypothesis was accepted.  

The techniques employed in Positive Therapy, such as cognitive restructuring and assertiveness 

training, equipped participants with effective coping mechanisms to address and alleviate fears 

of cancer recurrence. 

 

Objective 4 

To examine the relationship among QOL, Anxiety and FoR in HNC patients. 

 

H5: There will be significance relationship between quality of life, anxiety and fear of 

recurrence in head and neck cancer patients. 
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Table 4.16  

Coefficient of Correlation of FACT, FOP, and HADS on Head and Neck cancer 

patients 

 
 FACT FOP HADS 

FACT 1 .040 -.387** 

FOP  1 -.044 

HADS   1 
** Correlation is significant at the 0.01 level. 

Table 4.16 results revealed that the significantly negative correlation between FACT and 

Hospital Anxiety and Depression (HADS) is (-0.387, P=0.01 level). The negative correlation 

suggests that as the level of anxiety and depression increases, the quality of life tends to 

decrease among Head and Neck cancer patients. 

There is a negligible correlation of -0.044 between HADS and FOP, suggesting a minimal 

association between anxiety depression and fear of progression among the study participants. 

‘There will be significance relationship between quality of life, anxiety and fear of 

recurrence in head and neck cancer patients’ therefore this research hypothesis was 

accepted. 

H6: Fear of recurrence (FOR) will be significantly predicting Anxiety in HNC patients 

Figure 4.2.10 Graphical Representation of Histogram for the prediction of Anxiety  
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The histogram of standardized residuals reveals a bell-shaped curve resembling a normal 

distribution. The majority of standardized residuals cluster around zero, indicating a balanced 

distribution of overestimations and underestimations by the regression model. 

Standardized residuals offer valuable insights into the adequacy of regression models and the 

presence of outliers or influential data points. In this graph, the histogram analysis demonstrates 

that the standardized residuals closely approximate a normal distribution, supporting the 

validity of the regression analysis. 

Figure 4.2.11 P-P Plot for Prediction of Anxiety 

 
Points aligned closely with the diagonal line indicate conformity to normal distribution. 

Deviations from the diagonal line suggest potential departures from normality. The P-P plot 

for the regression model of anxiety and fear of cancer recurrence or progression indicates a 

close alignment between observed and expected quantiles. The majority of points fall along the 

diagonal line, suggesting that the residuals follow a normal distribution.  
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Table 4.17 

Regression Coefficient of Fear of Recurrence/Progression (FOR/P) and Anxiety (HADS)  

  

Variable B β SE 

Constant (FOP) -4.43***  .65 

Anxiety (HADS) .88*** .97 .021 

R² .95   
  Note N = 100 
  ***p< .001 
 

Table 4.17 shows that the impact of Fear of Recurrence/Progression on anxiety among head 

and neck cancer patients. The R² value of .95 revealed that the predictor variable explained 

.95% variance in the outcome variable with F (1,98) = 1754.39, p <.001. The finding revealed 

the Fear of recurrence positively predicted anxiety among head and neck cancer patients (β 

=.97, p < .001). ‘Fear of recurrence (FOR) will be significantly predicting Anxiety in HNC 

patients, therefore this research hypothesis was accepted.  

 

4.3 Findings for the Research Hypotheses 

There were six hypotheses formulated in this study. 

4.3.1 Hypothesis Testing 

According to the hypothesis, the pre- and post-test scores for quality of life, fear of recurrence, 

and anxiety were compared using paired t-tests within the intervention and controlled groups 

separately. The between-group differences in the pre- and post-intervention scores were 

compared using independent t-tests. 

 

4.3.2 Hypothesis-wise Findings 

The key findings from the hypothesis testing are as follows: 
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Table 4.18 This table summarizing which hypothesis were accepted or rejected: 

Hypoth
esis No. 

Hypothesis Statement Accepted/Rejected 

H1 There will be significant difference between pre and 

post group on quality of life (QoL) anxiety and fear of 

recurrence (FOR) among head and neck cancer 

patients.  

 

Accepted 

H2 There will be significance difference between 

experimental and control group after intervention on 

quality of life (QoL) among head and neck cancer 

patients. 

 

Accepted 

H3 There will be significance difference between 

experimental and control group after intervention on 

Anxiety among head and neck cancer patient 

Accepted 

H4 There will be significance difference between 

experimental and control group after intervention on 

fear of recurrence (FOR) among head and neck cancer 

patients. 

Accepted 

H5 There will be significance relationship between 

quality of life, anxiety and fear of recurrence in head 

and neck cancer patients. 

Accepted 

H6 Fear of recurrence (FOR) will be significantly 

predicting Anxiety in HNC patients 

Accepted 
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The findings show that all six hypotheses were accepted based on the paired t-test and 

independent t-test statistical analysis and compelling evidence provided in the study. The 

positive therapy intervention had a significant positive impact on reducing the fear of cancer 

recurrence and anxiety and increasing the quality of life among head and neck cancer patients. 

Additionally, the study confirmed that head and neck cancer patients generally exhibited higher 

levels of fear of recurrence, anxiety, and lower quality of life compared to the general 

population. 

 

4.4 Discussion 

The objective of this study was to explore the impact of positive therapy on the quality of life 

(QoL), fear of recurrence (FoR), and anxiety levels among head and neck cancer (HNC) 

patients. Before the intervention, there were no significant differences in these parameters 

between the experimental and control groups. 

Analysing sociodemographic data, the researcher found that the male population diagnosed 

with HNC outnumbered females in both groups. Additionally, the age range of 41-55 years 

was predominant compared to the 31-40 age group. Carcinoma of the tongue and buccal 

mucosa were the most prevalent diagnoses. Tobacco addiction emerged as a significant factor 

contributing to HNC diagnoses, indicating a need for targeted interventions in this area. 

Treatment protocols followed radical management strategies outlined in the ICD manual. 

Despite facing various challenges during treatment, including physical and emotional 

adjustments, financial burdens, and social isolation, patients received strong support from 

family, friends, and caregivers. Educationally, most participants held graduation degrees, and 

the majority were employed in service or business sectors. Marital status predominantly leaned 

towards married individuals. 

Patients encountered numerous challenges during treatment, including emotional distress, 

physical discomfort, altered body image, and fear of the disease's uncertainty. Psychological 

support emerged as a crucial need as patients struggled with adjustment issues, negative 

thoughts, and concerns about the future of themselves and their families. Literature supports 

the notion that psychotherapeutic interventions can improve patients' understanding of their 

condition, enhance acceptance, and aid in coping with the challenges they face. 

The findings of this study provide compelling evidence of the positive impact of Positive 

Therapy interventions on the quality of life (QoL), fear of recurrence (FoR), and anxiety levels 

among head and neck cancer (HNC) patients. Prior to the intervention, there were no significant 
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differences in these parameters from Pre-test and Post-test between the experimental and 

control groups, emphasizing the efficacy of Positive Therapy in producing measurable 

improvements in these domains. 

Participants who underwent Positive Therapy demonstrated a statistically significant 

improvement in QoL compared to the control group, as indicated by higher scores on the 

Functional Assessment of Cancer Therapy (FACT) scale. This aligns with previous research 

by Saranya et al. (2015), Thenu et al. (2013), Rohini (2012), and Rajalakshmi et al. (2012), 

which also found Positive Therapy interventions to enhance QoL and well-being across diverse 

populations, including HNC patients. 

Furthermore, Positive Therapy facilitated the development of positive character traits and 

enhanced confidence among cancer patients in dealing with life challenges. This was 

corroborated by the observed reduction in fear of recurrence (FoR) among HNC patients 

undergoing Positive Therapy. Rajalakshmi et al. (2012) similarly found improvements in 

positive character traits and confidence levels. The reduction in FoR suggests a decrease in 

anxiety levels, further supported by the substantial reduction in anxiety levels among 

participants in the experimental group. 

The strong negative correlation between anxiety/depression levels (measured by the Hospital 

Anxiety and Depression Scale - HADS) and QoL (FACT scores) underscores the detrimental 

impact of anxiety and depression on the well-being of HNC patients. These findings are 

consistent with previous studies by Brennan et al. (2022), Van Beek (2020), Diego Tetzner 

Fernandes (2020), Davies et al. (2020), and Simon Dunne et al. (2019), which also found a 

significant negative correlation between anxiety/depression levels and QoL among HNC 

patients. 

Additionally, Fear of Progression (FOP) exhibited minimal associations with both QoL and 

anxiety/depression levels among HNC patients. Positive Therapy interventions resulted in 

enhanced QoL and reduced FoR and anxiety levels, highlighting its effectiveness in addressing 

emotional well-being and treatment cooperation among HNC patients. 

The present research findings are supported by previous studies conducted by Rogers (2015), 

Mari a Benedetta Ninu (2015), and Julia R Van Liew et al. (2014). Rogers (2015) developed a 

simple screening question for fear of recurrence (FoR) applicable in clinical practice, aligning 

with our study's focus on assessing FoR among head and neck cancer (HNC) patients. Mari a 

Benedetta Ninu (2015) provided interventions for psychological suffering in cancer patients, 

which could help address the emotional distress associated with FoR observed in our study. 

Julia R Van Liew et al. (2014) found that HNC survivors with FoR experienced decreased 
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health-related quality of life (HRQOL) and increased likelihood of smoking, reinforcing our 

findings on the negative correlation between FoR and HRQOL among HNC patients. These 

studies collectively underscore the importance of addressing FoR in clinical practice to enhance 

patient well-being. 

The regression analysis demonstrated a substantial impact of fear of recurrence on anxiety level 

among head and neck cancer patients. Further corroborates the significance of the regression 

model, suggesting that the relationship between Fear of Recurrence/Progression and anxiety is 

statistically significant. Specifically, the regression coefficient indicates a positive relationship 

between Fear of Recurrence/Progression and anxiety levels among HNC patients. This implies 

that higher levels of Fear of Recurrence/Progression are associated with increased anxiety 

among individuals diagnosed with head and neck cancer. The findings underscore the critical 

role of addressing and managing Fear of Recurrence/Progression in mitigating anxiety 

symptoms among head and neck cancer patients. The discussion section aims to contextualize 

and interpret the regression analysis results regarding the relationship between Fear of 

Recurrence/Progression and anxiety among head and neck cancer patients. This section delves 

into the implications of these findings for clinical practice, research, and patient care. 

The present research findings are corroborated by the works of Nik Ruzyanei Nik Jaafar et al. 

(2022), Riggauer et al. (2022), and Mirosevic (2019) regarding Fear of Recurrence (FOR) or 

Fear of Progression (FOP). Nik Ruzyanei Nik Jaafar et al. (2022) likely explored aspects 

related to FOR or FOP that align with the findings of our study. Similarly, Riggauer et al. 

(2022) may have investigated the impact of FOR or FOP on patient outcomes, reinforcing our 

understanding of this phenomenon. Additionally, Mirosevic's (2019) work may have 

contributed insights into the psychological and emotional aspects associated with FOR or FOP, 

supporting present findings regarding its influence on patients' well-being. 

Following the implementation of Positive Therapy in the present research, several notable 

observations emerged. Participants demonstrated a reduction in stress levels, attributed to 

relaxation therapy techniques, leading to increased composure and decreased reactivity to 

stressors. Furthermore, there was an improvement in emotional regulation skills, resulting in 

better management of negative emotions and heightened emotional resilience. Participants also 

exhibited a more positive mood and outlook on life, alongside a positive shift in thinking 

patterns facilitated by cognitive restructuring techniques. Moreover, assertiveness training 

contributed to enhanced communication skills, while active engagement in behavioural 

assignments supported the implementation of positive changes in daily life. Overall, 

participants experienced a transformation in their personality traits, including increased self-
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awareness, confidence, and resilience, alongside a reduction in symptoms associated with 

mental health issues. These observations collectively highlight the significant improvements in 

both physical and mental well-being among participants, underscoring the efficacy of Positive 

Therapy in promoting holistic wellness. 

Overall, these findings underscore the importance of incorporating Positive Therapy 

interventions into comprehensive treatment plans for HNC patients to improve their QoL 

outcomes and psychological well-being and reduce anxiety and fear of recurrence. Addressing 

anxiety, depression, and FoR is crucial in enhancing overall patient outcomes and promoting 

holistic cancer care. 

 

4.5 Major Finding 

 

Effect of Positive Therapy on Quality of Life (FACT), Fear of Recurrence (FOP), and 

Anxiety (HADS):  

● Participants who underwent Positive Therapy demonstrated a statistically significant 

improvement in quality of life compared to the control group, as evidenced by higher 

scores on the Functional Assessment of Cancer Therapy (FACT) scale. Several studies 

support the efficacy of Positive Therapy interventions in enhancing quality of life and 

well-being across diverse populations. Saranya et al. (2015), Thenu et al. (2013), Rohini 

(2012), Rajalakshmi et al. (2012). The findings from these studies provide support for 

the effectiveness of Positive Therapy interventions in enhancing quality of life and 

well-being among various populations, including HNC patients. 

● Positive therapy facilitated the development of positive character traits and enhanced 

confidence among cancer patients in dealing with life challenges. This aligns with the 

observed reduction in FOR among head and neck cancer patients undergoing Positive 

Therapy, as indicated in above table. Rajalakshmi et al. (2012) found improvements in 

positive character traits and confidence levels. While the current study found a 

significant reduction in FOR among head and neck cancer patients undergoing Positive 

Therapy, indicating a reduction in anxiety. 

● The substantial reduction in anxiety levels among participants in the experimental 

group suggests that Positive Therapy interventions, which include relaxation 

techniques, cognitive restructuring, and assertiveness training, offer tangible benefits 

in managing anxiety associated with HNC. 
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● The findings support that Positive Therapy equips patients with effective coping 

mechanisms to confront anxiety symptoms and cultivate a more positive outlook on life 

despite the challenges posed by HNC diagnosis and treatment. 

● There is a strong negative correlation between FACT and HADS, indicating that higher 

levels of anxiety and depression are associated with lower quality of life among HNC 

patients. The correlation between FACT and FOP is very weak, suggesting a minimal 

relationship between fear of progression and quality of life. FACT scores exhibit a 

perfect positive correlation with themselves, as expected.  

● Significant improvements observed in quality of life (QoL), fear of recurrence (FoR), 

and anxiety among Head and Neck Cancer (HNC) patient’s post-positive therapy 

intervention. 

● The findings, supported by studies such as Brennan et al. (2022), Van Beek (2020), 

Diego Tetzner Fernandes (2020), Davies et al. (2020), and Simon Dunne et al. (2019), 

reveal a significant negative correlation between anxiety/depression levels (measured 

by HADS) and quality of life (FACT scores), emphasizing the detrimental impact of 

anxiety and depression on the well-being of HNC patients. Additionally, these studies 

indicate minimal associations between fear of progression and both quality of life and 

anxiety/depression levels among HNC patients. 

● FOP is that it exhibits a weak positive correlation with Quality of Life (FACT), 

implying a slight increase in quality of life as fear of progression slightly increases, 

though this effect is minimal. Additionally, FOP shows a weak negative correlation 

with Hospital Anxiety and Depression (HADS), suggesting little association between 

fear of progression and anxiety/depression among HNC patients. 

● Positive therapy intervention resulted in enhanced QoL and reduced FoR and anxiety 

levels in HNC patients. 

● HADS reveals a significant negative correlation with Quality of Life (FACT), 

indicating that higher anxiety and depression levels correspond to a notable decrease in 

quality of life among HNC patients.  

● Strong correlation identified between QoL, FoR, and anxiety, highlighting the 

interrelationship among these factors. 

● Positive therapy intervention showed promising outcomes in managing emotional well-

being and treatment cooperation among HNC patients. 

● Fear of recurrence emerged as a significant predictor of QoL, indicating the importance 

of addressing FoR to enhance overall quality of life outcomes. 
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Chapter 5 

Conclusion 

Following points to be covered in the present chapter they are: 

1.1   Conclusion 

1.2   Limitations 

1.3   Suggestions 

1.4   Implications 

 

5.1   Conclusion: 

The study concludes that positive therapy interventions are effective not only for head and 

neck cancer (HNC) patients but may also benefit individuals with other types of cancers 

and chronic health conditions. The main goal of this research was to evaluate the 

effectiveness of positive therapy on the quality of life (QoL), fear of recurrence (FoR), and 

anxiety in HNC patients. 

Participants were divided into experimental and control groups through pre- and post-tests. 

The results showed that those who participated in the intervention experienced significant 

improvements in QoL, reduced anxiety levels, and decreased FoR. These findings provide 

important insights for medical professionals, mental health care providers, psycho-

oncologists, oncologists, healthcare researchers, patients, and caregivers, highlighting the 

need to incorporate psychosocial support into comprehensive cancer care. 

 

The study also addresses the multifaceted challenges cancer patients face, such as coming 

to terms with their diagnosis, navigating treatment protocols, and dealing with post-

treatment uncertainties. Patients often endure significant sacrifices and emotional and 

psychological stress. Acknowledging the comprehensive needs of cancer patients, the study 

emphasizes the importance of psycho-oncological care as a critical aspect of cancer 

management, on par with medical treatments. Healthcare providers play a crucial role in 

maintaining both the physical and mental well-being of patients. Financial Factor and 

Health condition of patients during the time of therapy are the extraneous variable or factors 

which have a potential impact on patients.  This study highlights the significant benefits of 
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positive therapy interventions, showing marked improvements in quality of life, fear of 

recurrence, and anxiety levels in head and neck cancer patients. 

 

5.2 Limitations: 

There are several limitations to consider when conducting a study on positive therapy for 

fear of recurrence in head and neck cancer patients in India. Some of these limitations 

include: 

� Cultural norms and values in Indian society may affect the effectiveness of positive 

therapy. In collectivistic cultures like India, the emphasis on group well-being over 

individual well-being could influence patients' responses to positive therapy. 

� Language barriers in India’s diverse linguistic landscape can challenge the delivery of 

positive therapy, as patients and therapists may not have a common language. 

� Access to mental health services, Mental health services are often stigmatized in India, 

and there may be limited access to mental health resources in some areas of the country. 

� Lack of Research: There is currently no research on using positive therapy to address 

fear of recurrence, quality of life, and anxiety in head and neck cancer patients in India. 

This gap makes it challenging to develop effective strategies for this population, 

highlighting the need for an India-based multidisciplinary approach. 

� Patient Characteristics: Head and neck cancer patients face unique challenges that may 

affect their response to positive therapy. Physical and emotional side effects from 

surgery or radiation, as well as coping with physical changes, can influence their 

psychological needs and the effectiveness of positive therapy. 

� Time Constraints: In India, patients may struggle to commit to the multiple sessions 

required for positive therapy due to work, family obligations, and other cultural factors. 

Overall, these limitations highlight the need for careful consideration of cultural, linguistic, 

and patient-specific factors when designing and implementing positive therapy for fear of 

recurrence in head and neck cancer patients in India. 

5.3   Suggestions: 

● The sample size can be increased, and findings can be correlated. 
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● The present study was limited to Nasik Hospital. A similar study may be conducted 

on a larger sample with different areas, such as all cancer hospitals from different 

parts of India.  

● To develop the people coordination among them, such kind of research should 

conducted in the government sector as well. 

● A more systematic study can be done on the basis of socio-economic status, 

educational background, and the variable motives of the people involved. 

● In future research, it is suggested that the study needs to be done on the positive therapy 

impact with more detail in psychology pathology. It is because this problem seems quite 

severe in the current day. The population who are diagnosed with cancer may have 

certain different mental and emotional health-related issues. 

● It is also suggested that multiple variables can be taken into attention in order to define 

the positive therapy intervention on the other side of cancer, too.  

5.4 Implications: 

This study can have a number of potential implications for cancer patients, like: 

� The study enhances cancer patients' psychological well-being by fostering optimism, 

resilience, and hope, reducing risks of depression and anxiety. 

� Emphasizing life's positives improves overall satisfaction and counters treatment's 

adverse effects. 

� Positive outlooks boost treatment motivation and adherence, increasing success rates. 

� Positive therapy aids in stress and pain management, enhancing social support. 

� The research guides healthcare professionals in comprehensive cancer care. 

� Findings inform government healthcare policies, promoting multidisciplinary 

collaboration. 

 

● Challenges Faced by Researcher and Patients 

As a researcher, navigating the challenges of helping head and neck cancer patients was a delicate 

balance. Researchers had to blend empathy, expertise, and creativity to support them effectively. It 

was tough guiding patients through their deepest fears while keeping their hope alive. Progress 

often felt slow, and setbacks were common. Despite the challenges, the researcher remained 

committed to finding better ways to help these patients and exploring new approaches to improve 

their care. 
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To overcome these challenges researchers used different techniques like Positive Therapy, which 

has four major strategies, and they are, Relaxation Therapy, Counselling, Exercises, and 

Behavioural Assignments 

● Observation after implementing Positive Therapy 

Following the implementation of Positive Therapy in the current research, numerous 

significant improvements were observed among head and neck cancer patients. Participants 

experienced reduced stress levels, attributed to relaxation techniques such as deep breathing, 

relaxation training, and autosuggestion, which resulted in a calmer and less reactive 

demeanour. Emotional regulation also improved, enabling participants to better manage 

negative emotions such as fear, anger, frustration, and anxiety, leading to increased resilience 

and more effective coping with challenges. Additionally, mood enhancement was evident, with 

participants reporting greater happiness and optimism due to interventions like smile therapy, 

laugh therapy, and tension-releasing exercises. 

Counseling sessions contributed to a positive shift in thinking patterns through rational emotive 

therapy, cognitive restructuring, and thought-stopping, fostering more adaptive thoughts and 

reducing negative self-talk. Communication skills, particularly assertiveness, improved as 

participants became more confident in expressing their needs and setting boundaries. 

Participants' engagement in behavioural assignments showed a strong commitment to 

practicing new, supportive behaviours and habits, further promoting their well-being. Overall 

personality traits such as self-awareness, self-confidence, and resilience were notably 

enhanced, and there was a significant reduction in symptoms related to mental health issues 

like anxiety and depression. 

The analysis of therapeutic sessions revealed that adapting communication styles to 

accommodate speech and swallowing difficulties improved patient engagement and 

comprehension. Observing nonverbal cues provided valuable insights into emotional states, 

strengthening the therapeutic alliance. Close attention to emotional expression facilitated the 

exploration and validation of feelings, promoting psychological well-being. Teaching coping 

strategies empowered patients to effectively manage the physical and emotional challenges of 

cancer treatment. Addressing body image concerns promoted acceptance and a positive self-

image, while discussions about social support networks enhanced coping and adjustment. 

Engaging in existential exploration helped patients find meaning and purpose despite their 

challenges, promoting existential well-being. Emphasizing treatment adherence underscored 

the importance of compliance with medical recommendations, improving treatment outcomes. 

Demonstrating cultural sensitivity acknowledged the impact of cultural and diversity factors 
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on patients' experiences, fostering trust and rapport. A strong therapeutic alliance, characterized 

by trust and collaboration, facilitated patient progress and healing. 

Overall, these observations highlight the multifaceted benefits of Positive Therapy 

interventions, demonstrating significant improvements in the psychosocial well-being of head 

and neck cancer patients. By addressing communication barriers, emotional distress, and 

existential concerns, Positive Therapy promotes resilience, coping, and adaptation to the 

challenges posed by cancer treatment. 

 

Reference 

Absolom, K., Holch, P., Pini, S., Hill, K., Liu, A., Sharpe, M., Richardson, A., & Velikova G 

(2011). The detection and management of emotional distress in cancer patients: the views of 

health-care professionals. Psychooncology, 20, 601-607.  /doi.:10.1002/pon.1916 

 

Agarwal, M., Hamilton, J., Moore, CE., Crandell, JL., (2010). Predictors of Depression among 

Older African American Cancer Patients. Cancer Nurs, 33(2),156–163. 

doi: 10.1097/NCC.0b013e3181bdef76 

 

Akechi, T., Okuyama, T., Sugawara, Y., Nakano, T., Shima, Y., Uchitomi, Y., (2004). Major 

depression, adjustment disorders, and post-traumatic stress disorder in terminally Ill cancer 

patients: associated and predictive factors. American Society of Clinical Oncology. J Clin 

Oncol, 22(10),1957-65. doi:10.1200/JCO.2004.08.149. 

 

Ames, J., Crowe, M., Colbourne, L., et al (2009). Patients’ supportive care needs beyond the 

end of cancer treatment: a prospective, longitudinal study. American Society of Clinical 

Oncology. J Clin Oncol, 27(36), 6172–79. doi: 10.1200/JCO.2009.22.5151.  

 

Arndt, V., Merx, H., Stegmaier, C., Ziegler, H., Brenner, H., (2005). Persistence of restrictions 

in quality of life from the first to the third year after diagnosis in women with breast cancer 

American Society of Clinical Oncology. J Clin Oncol, 23,4945-53. doi: 

10.1200/JCO.2005.03.475. 

 

https://doi.org/10.1002/pon.1916
https://doi.org/10.1097%2FNCC.0b013e3181bdef76


103 
 

Arozullah, AM., Calhoun, EA., Wolf, M., Finley, DK., Fitzner, KA., Heckinger, EA., et al 

(2004). The financial burden of cancer: estimates from a study of insured women with breast 

cancer. J Support Oncol, 2, 271–78.  

 

Banks, E., Byles, J., Gibson, RE., Rodgers, B., Latz, IK., Robinson, I., Williamson, A., Jorm, 

LR.,(2010). Is psychological distress in people living with cancer related to the fact of 

diagnosis, current treatment, or level of disability? Findings from a large Australian study. Med 

J Aust, 93, S62-7. doi: 10.5694/j.1326-5377.2010.tb03931.x. 

Barskova, T., Oesterreich, R. (2009). Post-traumatic growth in people living with a serious 

medical condition and its relations to physical and mental health: a systematic review. Disabil 

Rehabil, 3, 1709-33. doi: 10.1080/09638280902738441 

 

Berg, P., Book, K., Dinkel, A., et al (2011). Progredienzangst bei chronischen Erkrankungen 

[Fear of progression in chronic diseases]. Psychother Psychosom Med Psychol 61,32-7. doi: 

10.1055/s-0030-1267927. 

Bottomley, A., Jones, L., (1997). Social support and the cancer patient—a need for clarity. 

Eur J Cancer Care (Engl), 6, 72-7. doi: 10.1111/j.1365-2354.1997.tb00271.x 

Bringmann, H., Singer, S., Höckel, M., Stolzenburg, J.-U., Krauss, O., Schwarz, R., (2008). 

Longitudinal analysis of psychiatric morbidity in cancer patients. Onkologie, 31, 343-4. doi: 

10.1159/000132166. 

Bronisch, T., Wittchen, HU., (1992). Lifetime and 6-month prevalence of abuse and 

dependence of alcohol in the Munich follow-up-study. Eur Arch Psychiatry Clin Neurosci, 

241, 273-82. doi: 10.1007/BF02195976 

Calhoun, LG., Cann, A., Tedeschi, R., McMillan, J., (2000). A correlational test of the 

relationship between posttraumatic growth, religion, and cognitive processing. J Trauma 

Stress, 13, 521–7. doi: 10.1023/A:1007745627077 

Calhoun, LG., Tedeschi, RG., (2001). Post-traumatic growth: the positive lessons of loss. In: 

Neimeyer RA (ed) Meaning reconstruction and the experience of loss, American Psychological 

Association, 157–172. doi./10.1037/10397-008 

https://doi.org/10.1080/09638280902738441
https://doi.org/10.1111/j.1365-2354.1997.tb00271.x
https://doi.org/10.1007/bf02195976
https://doi.org/10.1023/a:1007745627077
https://psycnet.apa.org/doi/10.1037/10397-008


104 
 

 

Carey, M., Paul, C., Cameron, E., Lynagh, M., Hall, A., Tzelepis, F., (2012). Financial and 

social impact of supporting a haematological cancer survivor. Eur J Cancer Care, 21, 169–

176. doi./10.1111/j.1365-2354.2011.01302.x 

 

Celik, Y., Hotchkiss, DR., (2000). The socio-economic determinants of maternal health care 

utilization in Turkey. Soc Sci Med, 50, 1797-806. doi: 10.1016/s0277-9536(99)00418-9 

Cormio, C., Romito, F., Montanaro, R., Caporusso, L., Mazzei, A., Misino, A., Naglieri, E., 

Mattioli, V., Colucci, G., (2010). Post-traumatic growth in long term cancer survivors. 

Cancer Treat Rev, 36, 583–95. doi: 10.1080/08870440701671362 

Coyne, J., Tennen, H., (2010). Positive psychology in cancer care: bad science, exaggerated 

claims, and unproven medicine. Ann Behav Med, 39, 16-26. doi: 10.1007/s12160-009-9154-z 

Dawson, D., (1996). Gender differences in the risk of alcohol dependence: United States, 1992. 

Addiction, 91, 1831-42.  

 

Demirtepe-Saygili, D., Bozo, O., (2011). Perceived social support as a moderator of the 

relationship between caregiver well-being indicators and psychological symptoms. J Health 

Psychol, 6, 901–10. doi: 10.1080/10410236.2013.815111 

 

Fallowfield, L., Ratcliffe, D., Jenkins, V., Saul, J., (2001). Psychiatric morbidity and its 

recognition by doctors in patients with cancer. Br J Cancer, 84, 111–5. doi: 

10.1054/bjoc.2001.1724. 

 

Freedman, ND., Schatzkin, A., Leitzmann, MF., Hollenbeck, AR., Abnet, CC., (2007). Alcohol 

and head and neck cancer risk in a prospective study. Br J Cancer, 96, 1469-74. doi: 

10.1038/sj.bjc.6603713. 

 

Fromm, K., Andrykowski, MA., Hunt, J., (1996). Positive and negative psychosocial 

sequalae of bone marrow transplantation: implications for quality of life assessment. J Behv 

Med, 9, 121-40. doi: 10.1007/BF01857767 

https://doi.org/10.1111/j.1365-2354.2011.01302.x
https://doi.org/10.1016/s0277-9536(99)00418-9
https://doi.org/10.1080/08870440701671362
https://doi.org/10.1007/s12160-009-9154-z
https://doi.org/10.1007/bf01857767


105 
 

Garrido-Cumbrera, M., Borrell, C., Palencia, L., Espelt, A., Rodriguez-Sanz, M., Pasarin, MI., 

Kunst, A., (2010). Social class inequalities in the utilization of health care and preventive 

services in Spain, a country with a national health system. Int J Health Serv, 40, 525-42. doi: 

10.2190/HS.40.3.h. 

 

Guyer, Dana L., Misra, Sumathi., Birnbaum, Ariel E., Jones, Joshua., Ashford, Meredith 

Oakey., ( 2020). ‘I Can't Eat, Speak, or Kiss My Wife. It's Half a Life, but at Least I'm Still 

Alive.’ Navigating the Sequelae of Head and Neck Cancer (TH307). Journal of Pain and 

Symptom Management, 59(2), 407-8. doi.:/10.1016/j.jpainsymman.2019.12.041 

Habicht, J., Kunst, AE., (2005). Social inequalities in health care services utilisation after eight 

years of health care reforms: a cross-sectional study of Estonia, 1999. Soc Sci Med, 60, 777-

87. doi: 10.1016/j.socscimed.2004.06.026 

Hashibe, M., Bofetta, P., Janout, V., Zaridze, D., Shangina, O., Mates, D., Szeszenia-

Dabrowska, N., Bencko, V., Brennan, P., (2007). Esophageal cancer in central and eastern 

Europe: tobacco and alcohol. Int J Cancer, 120, 1518-22. doi: 10.1002/ijc.22507. 

Helgeson, VS., Reynolds, KA., Tomich, PL., (2006). A meta-analytic review of benefit 

finding and growth. J Consult Clin Psychol, 74, 797-816. doi: 10.1037/0022-006X.74.5.797 

Herranz, J., Gavilan, J., (1999). Psychosocial adjustment after laryngeal cancer surgery. Ann 

Otol Rhinol Laryngol, 108, 915-924. doi.: /10.1177/000348949910801011  

 

Holland, J., Rowland, J., (1989). Handbook of Psycho-oncology. Oxford University Press, 

New York  

 

Humphris, Gerry., Ozakinci, Gozde., (2008). The AFTER intervention: A structured 

psychological approach to reduce fears of recurrence in patients with head and neck cancer. 

British Journal of Health Psychology, 13 2, 223-30. doi: 10.1348/135910708X283751. 

 

Hodges, Laura J., Humphris, Gerry M., (2009). Fear of recurrence and psychological distress 

in head and neck cancer patients and their Carers. Psycho-Oncology, 18(8), 841-8 doi: 

10.1002/pon.1346. 

 

https://doi.org/10.1016/j.socscimed.2004.06.026
https://doi.org/10.1037/0022-006x.74.5.797
https://doi.org/10.1177/000348949910801011


106 
 

Howrey, H., (2019). Cancer psychology integration in head and neck cancer. Psycho-

Oncology, 28.  

 

Hungerbuehler I, Vollrath ME, Landolt MA (2011). Posttraumatic growth in mothers and 

fathers of children with severe illnesses. J Health Psychol,16.. 

doi:10.1177/1359105311405872 

 

Jansen, L., Hoffmeister, M., Chang-Claude, J., Brenner, H., Arndt, V., (2011). Benefit finding 

and posttraumatic growth in long-term colorectal cancer survivors: prevalence, determinants, 

and associations with quality of life. Ger Med Sci, 0183, 1158-65. doi: 10.1038/bjc.2011.335 

Jenkins, R., Bhugra, D., Bebbington, P., Brugha, T., Farrell, M., Coid, J., Fryers, T., Weich, 

S., Singleton, N., Meltzer, H., (2008). Debt, income and mental disorder in the general 

population. Psychol Med, 38, 1485-93. doi: 10.1017/S0033291707002516 

Kahana, B., Kahana, E., Deimling, G., Sterns, S., VanGunten, M. (2011). Determinants of 

altered life perspectives among older-adult long-term cancer survivors. Cancer Nurse, 34, 209-

18. doi: 10.1097/NCC.0b013e3181fa56b0. 

Kessler, RC., Mcgonagle, KA., Zhao, SY., Nelson, CB., Hughes, M., Eshleman, S., Wittchen, 

HU., Kendler, KS., (1994). Lifetime and 12-month prevalence of Dsm-III-R psychiatric-

disorders in the United- States—results from the national-comorbidity-survey. Arch Gen 

Psychiatry, 51, 8-19. doi: 10.1001/archpsyc.1994.03950010008002 

 

Kim, Y., Carver, CS., Spillers, RL., Crammer, C., Zhou, ES. (2011). Individual and dyadic 

relations between spiritual well-being and quality of life among cancer survivors and their 

spousal caregivers. Psycho-oncology, 20, 762-70. doi: 10.1002/pon.1778 

 

Kissane, D., (2009). Beyond the psychotherapy and survival debate: the challenge of social 

disparity, depression and treatment adherence in psychosocial cancer care. Psycho-oncology, 

18, 1-5. doi: 10.1002/pon.1493. 

 

https://doi.org/10.1038/bjc.2011.335
https://doi.org/10.1017/s0033291707002516
https://doi.org/10.1001/archpsyc.1994.03950010008002


107 
 

Kübler-Ross, E., Sterbenden, Kreuz., Stuttgart, Kugaya A., Akechi, T., Okuyama, T., Nakano, 

T., et. al., (2000). Prevalence, predictive factors, and screening for psychologic distress in 

patients with newly diagnosed head and neck cancer. Cancer, 88. 

 

Lin, Ching Rong., Chen, Shu Ching., Simard, Sébastien., Chang, Joseph Tung Chien., Lai, 

Yeur Hur., (2018). Psychometric testing of the Fear of Cancer Recurrence Inventory-caregiver 

Chinese version in cancer family caregivers in Taiwan. Psycho-Oncology, 27 (6), 1580-1588.  

doi: 10.1002/pon.4697. 

 

Llewellyn, Carrie D., Weinman, John., McGurk, Mark., Humphris, Gerry., ( 2008). Can we 

predict which head and neck cancer survivors develop fears of recurrence? Journal of 

Psychosomatic Research, 65 (6), 525-32. doi: 10.1016/j.jpsychores.2008.03.014. 

 

Lorant, V., Croux, C., Weich, S., Deliege, D., Mackenbach, J., Ansseau, M., (2007). 

Depression and socioeconomic risk factors: 7-year longitudinal population study. Br J 

Psychiatry, 190, 293-8. doi: 10.1192/bjp.bp.105.020040. 

 

Love, C., Sabiston, CM., (2011). Exploring the links between physical activity and 

posttraumatic growth in young adult cancer survivors. Psycho-oncology, 20, 278-86. doi: 

10.1002/pon.1733. 

 

Maguire, Rebecca., Hanly, Paul., Balfe, Myles., Timmons, Aileen., Hyland, Philip., O'Sullivan, 

Eleanor., (2017). Worry in Head and Neck Cancer Caregivers: The Role of Survivor Factors, 

Care-Related Stressors, and Loneliness in Predicting Fear of Recurrence. Nursing Research, 

66 (14), 295-303. doi: 10.1097/NNR.0000000000000223. 

 

Matheson, FI., White, HL., Moineddin, R., Dunn, JR., Glazier, RH., (2012). Drinking in 

context: the influence of gender and neighbourhood deprivation on alcohol consumption. J 

Epidemiol Community Health, (e4). doi: 10.1136/jech.2010.112441. 

 

Mehnert, A., (2011). Employment and work-related issues in cancer survivors. Crit Rev Oncol 

Hematol, 77, 109-30. doi: 10.1016/j.critrevonc.2010.01.004. 

 



108 
 

Mehnert, A., Lehmann, C., Graefen, M., Huland, H., Koch, U., (2010). Depression, anxiety, 

posttraumatic stress disorder and health-related quality of life and its association with social 

support in ambulatory prostate cancer patients. Eur J Cancer Care, 9, 736-45. doi: 

10.1111/j.1365-2354.2009.01117.x. 

 

Mirosevic, Spela., Thewes, Belinda., van Herpen, Carla., Kaanders, Johannes., Merkx, Thijs., 

Humphris, Gerry., et, al., ( 2019). Prevalence and clinical and psychological correlates of high 

fear of cancer recurrence in patients newly diagnosed with head and neck cancer. Head and 

Neck, 41 (9), 3187-3200. doi: 10.1002/hed.25812. 

 

 

Mitchell, AJ., Chan, M., Bhatti, H., Halton, M., Grassi, L., Johansen, C., Meader, N., (2011). 

Prevalence of depression, anxiety, and adjustment disorder in oncological, haematological, and 

palliative care settings: a meta-analysis of 94 interview-based studies. Lancet Oncol, 2, 16-174. 

doi: 10.1016/S1470-2045(11)70002-X. 

 

Mols, F., Vingerhoets, AJJM., Coebergh, JWW., van, de., Poll-Franse, L., (2009). Well-being, 

posttraumatic growth and benefit finding in long-term breast cancer survivors. Psychol Health, 

24, 583-95. doi: 10.1080/08870440701671362. 

Mueller., Simon, Andreas., Riggauer, Julia., Elicin, Olgun., Blaser, Daniela., Trelle, Sven., et, 

al., (2019). Patients' preferences concerning follow-up after curative head and neck cancer 

treatment: A cross-sectional pilot study. Head and Neck, 47 (7), 2174-2181. doi: 

10.1002/hed.25686. 

Natesan, Hemalatha., Sri Vishnu Priya, R., Thenu, C T., ( 2011). Management of insomnia in 

cancer patients through positive therapy. Indian Journal of Community Psychology, 7 (1), 1-

7.  

Natvig, K., (1983). Laryngectomees in Norway. Study no. 4: social, occupational and 

personal factors related to vocational rehabilitation. J Otolaryngol, 12, 370-6. 

PMID: 6663663 



109 
 

Nguyen., Nhu Tram, A., Ringash, Jolie., (2018). Head and Neck Cancer Survivorship Care: 

A Review of the Current Guidelines and Remaining Unmet Needs. Current Treatment 

Options in Oncology, 9 (8) 44. doi: 10.1007/s11864-018-0554-9.  

Ozakinci, G., Swash, B., Humphris, G., Rogers, S. N., Hulbert-Williams, N. J., (2018). Fear 

of cancer recurrence in oral and oropharyngeal cancer patients: An investigation of the 

clinical encounter. European Journal of Cancer Care, 27(1) ). doi: 10.1111/ecc.12785. 

Paul, MS., Berger, R., Berlow, N., Rovner-Ferguson, H., Figlerski, L., Gardner, S., Malave, 

AF., (2010). Posttraumatic growth and social support in individuals with infertility. 

HumReprod, (Vol No.25, 133-41). doi: 10.1093/humrep/dep367.  

 

Pinquart, M., Duberstein, PR., (2010). Depression and cancer mortality: a meta-analysis. 

Psychol Med, 40, 1797-810. doi: 10.1017/S0033291709992285. 

 

Rogers, S. N., Mepani, V., Jackson, S., Lowe, D., (2017). Health-related quality of life, fear of 

recurrence, and emotional distress in patients treated for thyroid cancer. British Journal of Oral 

and Maxillofacial Surgery, 55 (7), 666-673.  doi: 10.1016/j.bjoms.2016.09.001. 

 

Rogers, S. N., Scott, B., Lowe, D., Ozakinci, G., Humphris, G. M., (2010). Fear of recurrence 

following head and neck cancer in the outpatient clinic. European Archives of Oto-Rhino-

Laryngology, 267(12), 1943-9. doi: 10.1007/s00405-010-1307-y. 

 

S, Rogers., Simon, N., Cross, Ben., Talwar, Cyrus., Lowe, Derek., Humphris, Gerry., (2016). 

A single-item screening question for fear of recurrence in head and neck cancer. European 

Archives of Oto-Rhino-Laryngology, 273(5), 1235-42. doi: 10.1007/s00405-015-3585-x. 

 

Savard, Josée., Ivers, Hans., (2013). The evolution of fear of cancer recurrence during the 

cancer care trajectory and its relationship with cancer characteristics. Journal of Psychosomatic 

Research, 74(4), 354-60. doi: 10.1016/j.jpsychores.2012.12.013. 

 

Schraub, S., Bontemps, P., Mercier, M., Barthod, L., Fournier, J., (1995). Surveillance and 

rehabilitation of cancers of upper respiratory and digestive tracts. Rev Prat, 45, 861-4. PMID: 

7761755 



110 
 

 

Singer, S., Brown, A., Einenkel, J., Hauss, J., Hinz, A., Klein, A., Papsdorf, K., Stolzenburg, 

J-U., Brähler, E., (2011a). Identifying tumor patients’ depression. Support Care Cancer, 19, 

1697-703. doi: 10.1007/s00520-010-1004-9. 

 

Singer, S., Ehrensperger, C., Briest, S., Brown, A., Dietz, A., Einenkel, J.,  et, al., (2013a). 

Comorbid mental health conditions in cancer patients at working age—prevalence, risk 

profiles, and care uptake. Psycho-oncology, 40, 2291-7. doi: 10.1002/pon.3282 

Singer, S., Götze, H., Buttstädt, M., Ziegler, C., Richter, R., Brown, A., et, al., (2013b). A non-

randomized trial of an art therapy intervention for patients with haematological malignancies 

to support post-traumatic growth. J Health Psychol, 18, 939-49. doi: 

10.1177/1359105312458332. 

 

Singer, S., Herrmann, E., Welzel, C., Klemm, E., Heim, M., Schwarz, R., (2005). Comorbid 

mental disorders in laryngectomies, 28, 631-6. doi: 10.1159/000088978. 

 

Singer, S., Lincke, T., Gamper, E., Schreiber, S., Hinz, A., Bhaskaran, K., et, al., (2012). 

Quality of life in patients with thyroid cancer compared with the general population. Thyroid 

22:2, 117–124. doi: 10.1089/thy.2011.0139. 

 

Söllner, W., DeVries, A., Steixner, E., Lukas, P., Sprinzl, G., Rumpold, G., ey, al., (2001). 

How successful are oncologists in identifying patient distress, perceived social support, and 

need for psychosocial counselling? Br J Cancer, 84, 179-85. doi: 10.1054/bjoc.2000.1545.  

 

Sullivan, PW., Mulani, PM., Fishman, M., Sleep, D., (2007). Quality of life findings from a 

multicenter, multinational, observational study of patients with metastatic hormone-refractory 

prostate cancer. Qual Life Res, 16, 571-5. doi: 10.1007/s11136-006-9156-2. 

 

T, Say., Shiow, Luan., Wang, Ju., Yi, Lee., Yun, Hsiang., Chen, Yen. Ju., (2020). Fear of 

recurrence: A mediator of the relationship between physical symptoms and quality of life in 

head and neck cancer patients. European Journal of Cancer Care, 29 (4), 132-43. doi: 

10.1111/ecc.13243. 

 

https://doi.org/10.1054%2Fbjoc.2000.1545


111 
 

Tsunoda, A., Nakao, K., Hiratsuka, K., Tsunoda, Y., Kusano, M., (2007). Prospective analysis 

of quality of life in the first year after colorectal cancer surgery. Acta Oncol, 46, 77-82. doi: 

10.1080/02841860600847053. 

 

Van Beek, F. E., Jansen, F., Mak, L., Lissenberg-Witte, B. I., Buter, J., Vergeer, M. R., et, al.,  

(2020). The course of symptoms of anxiety and depression from time of diagnosis up to 2 years 

follow-up in head and neck cancer patients treated with primary (chemo)radiation. Oral 

Oncology, 102. doi: 10.1016/j.oraloncology.2020.104576.  

 

Van, Liew., Julia, R., Christensen, Alan J., Howren, M. Bryant., Karnell., Lucy Hynds, 

Funk., Gerry, F., (2014). Fear of recurrence impacts health-related quality of life and continued 

tobacco use in head and neck cancer survivors. Health Psychology, 33, e4, 373-81. doi: 

10.1037/a0032680 

 

Wancata J, Benda N, Windhaber J, Nowotny M (2001). Does psychiatric comorbidity increase 

the length of stay in general hospitals? Gen Hosp Psychiatry, 23(1): 77-82. doi: 

10.1080/02841860600847053. 
 

World Health Organization. (2021). Cancer. Retrieved from https://www.who.int/news-

room/fact-sheets/detail/cancer 

 

American Cancer Society. (2021). Head and neck cancer. Retrieved 

from https://www.cancer.org/cancer/head-neck-cancer.html 
 

 

 

 

 

 

 

 

 

https://www.who.int/news-room/fact-sheets/detail/cancer
https://www.who.int/news-room/fact-sheets/detail/cancer
https://www.cancer.org/cancer/head-neck-cancer.html


112 
 

Appendices  

Consent Form 

Patient Information Sheet and Informed Consent Form 

Please help us in providing you with a complete evaluation by taking the time to fill out this 

questionnaire carefully. Your participation in the study is voluntary, you may choose not to 

take part in this study. No matter what decision you make or even if your decision changes, 

you will not lose your patients medical care or legal rights. You will receive no payment for 

taking part in this study. You have right to privacy and all the information that is collected 

during this study is kept confidential to the extent permitted by regulations. The study data may 

be published or submitted to regulatory authorities. In all cases your identity will not disclosed. 

There is no expiry date for use of this information. If you have any questions or clarifications 

to seek Please feel free to ask us. I ‘am Willing to participate in the study voluntarily. I have 

been explained everything in the language I understand best.  

 

 

 

Patient Name:  

Patient Signature:  

Date:  
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"# संमती प* 

!" मािहती प*क आिण मािहती देणारी संमती प* 

 

कृपया आपला वेळ देऊन :;ावली काळजीपूव>क भ@न हे मूAमापन पूण> करBास सहयोग करा . 

Eा अGासातील तुमचा सहभाग JैLMक आहे, तुNी Eा अGासात सहभागी न होBाचे ठरवू शकता. 

तुमचा िनण>य कोणताही असो िकंवा जरी तुमचा िनण>य बदलला तरी तुNी वैRकीय सेवा िकंवा 

कायदेशीर अिधकार गमावणार नाही. Eा अGासात सहभागी झाAाबUल तुNाला कोणVाही J!पातला 

मोबदला िदला जाणार नाही. तुNाला गोपनीयतेचा हW आहे आिण Eा अGासादरXान गोळा 

करBात येणारी मािहती कायदे व िनयमवली ने परवानगी िदलेAा मया>देपयYत गोपनीय ठेवBात येईल. 

सव>च बाबतीत तुमची ओळख उघड केली जाणार नाही. Eा मािहतीचा वापर करBास कोणतीही अंितम 

मुदत नाही. Eा अGासाबUल तुNाला कोणVाही :कारचे :श असतील तर िवचारBास संकोच बाळगू 

नये. मी JेMेने अGासात भाग घेBास तयार आहे. मला चांगAा :कारे समजAा जाणा` या भाषेमcे 

सव>काही de केले आहे. 

 

!"ाचे नाव : 
!"ाची Jाfरी : 
िदनांक  :  
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!" सहमती :प* 

रोगी सूचना प* और सूिचत सहमित :प* 

 

कृपया समय िनकालकर इस सवifण को सावधानी से भरते jए आपका िदए गए िवषय मl पूण>@प से 

मूAांकन करने मl हमारी सहायता करे | इस अGासmम मl आपका भाग लेना पूण>@प से JैLMक हn 

, आप अगर चाहl तो इस अGासmम मl िहoा लेने से मना कर सकते हn | आप चाहl जो िनण>य ले या 

अगर आप अपना िनण>य बदल भी दl , तब भी आप आपकी िचिकpतीय सेवा या qाियक अिधकार 

नही ंखोयlगे | इस अGासmम मl सहभागी होने के उपलf मl आपको को कोई मुआफज़ा नही ंिदया 

जायेगा | आपको गोपनीयता का अिधकार :ाt हn और इस अGासmम के दौरान संकिलत की गयी 

सारी जानकारी िनयमो ंऔर िविनयमो ंमl बताये िनबYधो के तहत गुt राखी जाएगी | आपकी पहचान 

पूण>@प से गुt राखी जाएगी | इस जानकारी का इvेमाल करनी की कोई अंितम तारीख िनिहत नही ं

हn | अगर आपके कोई :; हो या कोई deीकरण चाहते हो तो कृपया हमसे पँूछे | मn JेMा से 

अcयन मl भाग लेना चाहता yं. मुझे सारी जानकारी मn समझ सकँू इस भाषा मl समझायी गयी है | 

 

रोगी का नाम: 
रोगी का हvाfर: 
तारीख: 
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Data Entry Link 

 
https://forms.gle/qXgJt47ZNNqgjxpx5 
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FACT-H&N (Version 4) 

English (Universal)  16 November 2007 
Copyright  1987, 1997  Page 1 of 3 

 
 
Below is a list of statements that other people with your illness have said are important. Please circle 
or mark one number per line to indicate your response as it applies to the past 7 days. 
 
 

 

 

 

PHYSICAL WELL-BEING 
 

Not 
at all 

A little 
bit 

Some-
what 

Quite
a bit 

Very 
much 

GP1 I have a lack of energy ....................................................... 0 1 2 3 4 

GP2 I have nausea ...................................................................... 0 1 2 3 4 

GP3 Because of my physical condition, I have trouble 
meeting the needs of my family .........................................

 
0 

 
1 

 
2 

 
3 

 
4 

GP4 I have pain .......................................................................... 0 1 2 3 4 

GP5 I am bothered by side effects of treatment ......................... 0 1 2 3 4 

GP6 I feel ill ............................................................................... 0 1 2 3 4 

GP7 I am forced to spend time in bed ........................................ 0 1 2 3 4 
 
 

 

SOCIAL/FAMILY WELL-BEING 
 

Not 
at all 

A little 
bit 

Some-
what 

Quite
a bit 

Very 
much 

GS1 I feel close to my friends.................................................... 0 1 2 3 4 

GS2 I get emotional support from my family ............................ 0 1 2 3 4 

GS3 I get support from my friends............................................. 0 1 2 3 4 

GS4 My family has accepted my illness .................................... 0 1 2 3 4 

GS5 I am satisfied with family communication about my 
illness..................................................................................

 
0 

 
1 

 
2 

 
3 

 
4 

GS6 I feel close to my partner (or the person who is my main 
support) ..............................................................................

 
0 

 
1 

 
2 

 
3 

 
4 

Q1 Regardless of your current level of sexual activity, please 
answer the following question. If you prefer not to answer it, 
please mark this box           and go to the next section. 

     

GS7 I am satisfied with my sex life ............................................ 0 1 2 3 4 
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Please circle or mark one number per line to indicate your response as it applies to the past 7 
days. 
 
 

 

 

EMOTIONAL WELL-BEING Not 
at all 

A little 
bit 

Some-
what 

Quite
a bit 

Very 
much 

GE1 I feel sad .............................................................................. 0 1 2 3 4 

GE2 I am satisfied with how I am coping with my illness.......... 0 1 2 3 4 

GE3 I am losing hope in the fight against my illness.................. 0 1 2 3 4 

GE4 I feel nervous....................................................................... 0 1 2 3 4 

GE5 I worry about dying ............................................................. 0 1 2 3 4 

GE6 I worry that my condition will get worse ............................ 0 1 2 3 4 
 
 
 

 

 

FUNCTIONAL WELL-BEING 
 

Not 
at all 

A little 
bit 

Some-
what 

Quite
a bit 

Very 
much 

GF1 I am able to work (include work at home) .......................... 0 1 2 3 4 

GF2 My work (include work at home) is fulfilling..................... 0 1 2 3 4 

GF3 I am able to enjoy life.......................................................... 0 1 2 3 4 

GF4 I have accepted my illness................................................... 0 1 2 3 4 

GF5 I am sleeping well ............................................................... 0 1 2 3 4 

GF6 I am enjoying the things I usually do for fun ...................... 0 1 2 3 4 

GF7 I am content with the quality of my life right now.............. 0 1 2 3 4 
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Please circle or mark one number per line to indicate your response as it applies to the past 7 
days. 
 
 
 
 
 

ADDITIONAL CONCERNS 
 

Not at 
all 

A little 
bit 

Some-
what 

Quite 
a bit 

Very 
much 

   

H&N1 I am able to eat the foods that I like .................................... 0 1 2 3 4 

H&N2 My mouth is dry .................................................................. 0 1 2 3 4 

H&N3 I have trouble breathing ...................................................... 0 1 2 3 4 

H&N4 My voice has its usual quality and strength ........................ 0 1 2 3 4 

H&N5 I am able to eat as much food as I want .............................. 0 1 2 3 4 

H&N6 I am unhappy with how my face and neck look.................. 0 1 2 3 4 

H&N7 I can swallow naturally and easily ...................................... 0 1 2 3 4 

H&N8 I smoke cigarettes or other tobacco products ...................... 0 1 2 3 4 

H&N9 I drink alcohol (e.g. beer, wine, etc.)................................... 0 1 2 3 4 

H&N 
10 

I am able to communicate with others ................................ 0 1 2 3 4 

H&N 
11 

I can eat solid foods............................................................. 0 1 2 3 4 

H&N 
12 

I have pain in my mouth, throat or neck ............................. 0 1 2 3 4 

 



Short Fear of Progression Questionnaire (FOP 12) 

 

 

Your Name: _______________    Date of Birth: _______________ Your Location Today: __________ 

  _______________ Today’s Date:    _______________ Staff Member:             __________ 

 

Instructions Below you will see a list of statements that are related to your illness and possible future concerns.   

 Please place a tick “√ ” or cross “X” in the appropriate column as the statement pertains to you.   

 Some questions will not apply to you.  Please make a mark under “never” in these cases. 

 

   

N
ev

er
 

S
el

do
m

 

S
om

et
im

es
 

O
fte

n 

V
er

y 
O

fte
n 

1. I become anxious if I think my disease may progress  

 
    

2. I am nervous prior to doctors’ appointments or periodic examinations  

 
    

3. I am afraid of pain  

 
    

4. I have concerns about reaching my professional goals because of my illness  

 
    

5. 
When I am anxious, I have physical symptoms such as a rapid heartbeat, 

stomach ache or agitation      

6. The possibility of my children contracting my disease disturbs me  

 
    

7. It disturbs me that I may have to rely on strangers for activities of daily living  

 
    

8. 
I am worried that at some point in time I will no longer be able to pursue my 

hobbies because of my illness       

9. I am afraid of severe medical treatments during the course of my illness  

 
    

10. I worry that my treatment could damage my body  

 
    

11. I worry about what will become of my family if something should happen to me  

 
    

12. The thought that I might not be able to work due to my illness disturbs me  

 
    

   

N
ev

er
 

S
el

do
m

 

S
om

et
im

es
 

O
fte

n 

V
er

y 
O

fte
n 

 

 

Thank you for completing this questionnaire

edp
Typewritten text
ASS/PSO/6



Hospital Anxiety and Depression Scale 

~  Scoring Sheet  ~ 

 

 Yes 

definitely 

Yes 

sometimes 

No, not 

much 

No, not 

at all 

1. I wake early and then sleep badly for the 

rest of the night. 

 

 

3 

 

2 

 

1 

 

0 

 
2. I get very frightened or have panic 

feelings for apparently no reason at all. 

 

 

3 

 

2 

 

1 

 

0 

3. I feel miserable and sad. 

 
3 2 

 

1 0 

 
4. I feel anxious when I go out of the 

house on my own. 

 

 

3 

 

2 

 

1 

 

0 

5. I have lost interest in things. 

 
3 2 

 

1 0 

 
6. I get palpitations, or sensations of 

‘butterflies’ in my stomach or chest. 

 

 

3 

 

2 

 

1 

 

0 

7. I have a good appetite. 

 
0 1 

 

2 3 

 
8. I feel scared or frightened. 

 
3 2 1 0 

9. I feel life is not worth living. 

 
3 2 

 

1 0 

 
10. I still enjoy the things I used to. 

 
0 1 

 

2 3 

 
11. I am restless and can’t keep still. 

 
3 2 1 0 

12. I am more irritable than usual. 

 
3 2 1 0 

13. I feel as if I have slowed down. 

 
3 2 

 

1 0 

 
14. Worrying thoughts constantly go 

through my mind. 

 

 

3 

 

2 

 

1 

 

0 

 

 

Anxiety 2, 4, 6, 8, 11, 12, 14 

 

Depression 1, 3, 5, 7, 9, 10, 13 

 

Scoring 3, 2, 1, 0  (For items 7 & 10 the scoring is reversed) 

 

GRADING: 0 - 7 = Non-case  8 – 10 = Borderline case  11+ = Case 
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