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THE ROLE OF THE CLINICAL PSYCHOLOGIST
IN GYNECOLOGICAL CANCER

ELIZABETH RIEGER,* STEPHEN W. TOUYZ*
and GERARD V. WAIN†

Abstract—Gynecological cancers, which account for a substantial proportion of cancer cases in women,
can precipitate a wide range of psychological difficulties including affective disturbances, sexual prob-
lems, certain somatic symptoms, and family issues. The clinical psychologist has a unique contribution
to make in the assessment and treatment of the psychological needs of gynecological cancer patients,
while also conducting research and providing training for health professionals regarding the psychologi-
cal issues associated with gynecological cancer. Although the gynecological cancer setting affords the
clinical psychologist multiple personal benefits, strategies must usually be implemented to minimize any
negative impact arising from working in an area of considerable psychological stress.  1998 Elsevier
Science Inc.
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INTRODUCTION

Gynecological cancer and its treatment entail the possibility of altered goals, dis-
rupted relationships, body disfigurement, impaired physical functioning, and death
[1]. The diverse and potentially immense psychological problems that can emerge
in the context of gynecological cancer highlight the importance of psychological in-
terventions as an essential component of comprehensive patient care, particularly
given the fact that emotional needs are among the most frequently cited unmet needs
of cancer patients [2]. This article aims to illustrate the clinical psychologist’s unique
contribution to optimal psychological care in the gynecological cancer setting.

TYPES OF GYNECOLOGICAL CANCER

Gynecological cancers account for approximately 16% of new cancer cases and
about 11% of cancer deaths in American women [3]. The most common gynecologi-
cal cancers are, in order, those of the endometrium, ovary, and cervix. Less common
types are cancers of the vulva and vagina.

Although the incidence of endometrial cancer is relatively high (at around 7% of
new cancer cases in women), the mortality rate is low (less than 2% of cancer deaths
in women) [4]. Early diagnosis is the major factor accounting for the low mortality
rate in endometrial cancer, with nearly 80% of cases diagnosed while the tumor is
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confined to the uterus. In contrast, while the incidence of ovarian cancer is less than
that of endometrial cancer, the mortality rate is higher. Ovarian cancer is the lead-
ing cause of death from gynecological cancer, and is the fifth leading cause of all
cancer deaths in American women, following cancer of the lung, breast, colon, and
pancreas [5]. The generally poor prognosis of ovarian cancer is largely due to the
fact that approximately 70% of patients have advanced disease at the time of diag-
nosis. Unlike endometrial cancer—which has the clearly recognizable symptom of
abnormal uterine bleeding—ovarian cancer is a disease with no specific early symp-
toms. Consequently, there will frequently be months of delay in detecting the dis-
ease, with the vague symptoms of dyspepsia, abdominal discomfort, pelvic pressure,
urinary frequency, and other digestive symptoms dismissed as unimportant and pos-
sibly attributed to life stressors.

Concerning age-specific incidence rates, invasive cervical cancer constitutes the
most common form of gynecological cancer in premenopausal women, but is later
exceeded by endometrial and ovarian cancers, which demonstrate a sharp increase
in the perimenopausal years [3]. Concerning age-specific mortality rates, death from
ovarian cancer tends to be the highest at all ages, followed by cervical, endometrial,
vulvar, and vaginal cancer. The differing profiles of gynecological cancers in terms
of age of incidence and mortality rates result in differing psychological challenges
associated with these various malignancies (e.g., issues of fertility tend to be more
pronounced among cervical cancer patients given their generally younger age at di-
agnosis and more positive prognosis compared with ovarian cancer patients).

Longitudinal trends in cancer mortality indicate that mortality from cervical can-
cer has been declining in recent decades with the introduction of Pap smears as a
method of early detection [6]. However, due to the absence of any known means
of early detection, mortality from ovarian cancer has remained virtually static since
the 1950s and has become one of the major challenges in gynecological cancer [5].
The prophylactic removal of both ovaries as a method of primary prevention in
cases of suspected familial ovarian cancer itself raises complex psychological issues
(e.g., underdeveloped protocols for assessing the soundness of the decision-making
process upon which requests for prophylactic surgery are based) [7–9].

TREATMENT OF GYNECOLOGICAL CANCER

The treatment of gynecological cancer entails integrated multimodality therapy,
with patients often receiving a combination of surgery, radiotherapy, and/or chemo-
therapy. Each of these treatment modalities comprises interventions that differ con-
siderably in terms of the structural and functional deficits—and hence the range of
psychological reactions—induced.

Surgery
Hysterectomy combined with removal of the ovaries constitutes a common surgi-

cal procedure for gynecological malignancies, raising issues of loss of child-bearing
capacity and the management of surgically induced menopausal symptoms, in addi-
tion to the psychological reactions associated with cancer surgery in general (e.g.,
fear of anesthesia or separation from the home environment) [10–12]. Surgical pro-
cedures that involve a marked challenge to body image include pelvic exenteration
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(i.e., removal of the vagina, uterus, bladder and/or rectum, and the creation of a
stoma) and radical vulvectomy (i.e., removal of the entire vulva including the clito-
ris) [12]. The latter procedure is usually accompanied by removal of the groin lymph
nodes, with the disruption in lymphatic drainage possibly resulting in varying de-
grees of chronic leg edema, and consequently, curtailed activities.

Radiotherapy
Radiotherapy also features prominently in the treatment of gynecological can-

cers, with an estimated 60% of patients receiving external and/or internal radiation
therapy [13]. External radiation therapy involves brief (10–15 minutes), daily treat-
ments of the pelvic region extending over 5–6 weeks, whereas internal radiation
therapy involves prolonged treatments (up to 48–96 hours) with patients possibly
requiring more than one treatment. In the latter radiotherapy modality, a metal de-
vice designed to contain radioactive material is implanted in the vagina (and uterus
if a hysterectomy has not been performed) during which time mobility and access
to others is highly restricted. Emotional distress is frequently elevated preceding,
during and after internal radiation therapy given the multiple inconveniences and
challenges associated with this treatment (e.g., prolonged isolation, pain, boredom,
limited personal hygiene and mobility, difficulty eating, and reliance on others) [13].
Thus, undergoing treatment may itself present psychological demands, in addition
to possible treatment-induced side effects, whether immediate (e.g., diarrhea, fa-
tigue, and menopausal symptoms) or delayed (e.g., cystitis and fistulas) [13].

Chemotherapy
Depending on the specific cytotoxic agents employed, significant side effects (e.g.,

nausea and vomiting, fatigue, anorexia, alopecia, and peripheral neuropathy) may
also occur following chemotherapy [14]. Common misconceptions regarding the
predominance of side effects over therapeutic effectiveness may result in issues of
treatment acceptance and continued compliance assuming particular importance
in chemotherapy.

PSYCHOLOGICAL AND PHYSICAL SEQUELAE OF
GYNECOLOGICAL CANCER

The main difficulties experienced by gynecological cancer patients that are within
the clinical psychologist’s purview include affective disturbances, sexual problems,
certain somatic symptoms, and family issues.

Affective disturbance
Depression and anxiety are the most frequent types of affective disturbance in gy-

necological cancer patients, although anger, confusion, and guilt are also common
[15]. A study by Derogatis et al. [16] investigated the prevalence of psychiatric dis-
orders among 215 patients with cancer of all types. Half of the patients were judged
to be experiencing normal responses in coping with cancer, with these normal re-
sponses involving elevated levels of anxiety and depression at crisis points in rela-
tion to their disease and/or treatment [17]. The remaining half of the patients were
shown to have a psychiatric disorder, the most common of which (occurring in 32%
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of patients) were adjustment disorders with depressed, anxious, or mixed mood. Al-
though only 6% of patients in the Derogatis et al. [16] study met criteria for major
depression, the prevalence of major depression among gynecological cancer pa-
tients may be higher, with one study reporting a prevalence rate of 23% [18].

Sexual difficulties
Elevated rates of sexual morbidity have been well documented among gyneco-

logical cancer patients (see refs. [19–21] for reviews). An estimated 20–90% of gy-
necological cancer patients experience significant sexual difficulties, with much of
this variability in outcome due to the extent of disease and treatment [21].

Difficulties may occur in any of the phases of the sexual response cycle. For in-
stance, a study by Andersen et al. [22] examined the frequency of sexual dysfunc-
tion among women with clinical stage I or II gynecological cancer compared to
women with benign gynecological disease and healthy women. Elevated rates of
sexual dysfunction were found among the cancer patients in the areas of desire, ex-
citement, orgasm, and dyspareunia, which were still evident at 12 months post-
treatment.

The mechanisms underlying the female sexual response may be impaired by sur-
gery, radiotherapy, and chemotherapy. These treatment modalities may result in at-
rophy of the vaginal mucosa, inadequate lubrication, vaginal irritation, the forma-
tion of vaginal adhesions, or an alteration in the depth of the vagina, each of which
may result in dyspareunia [23]. A change in cortical sensory input may occur, re-
sulting in reduced genital or pelvic sensitivity, while anorgasmia may result follow-
ing a radical vulvectomy [23, 24]. Although controversial, diminished desire may be
a consequence of hormonal changes following the loss of ovarian functioning pro-
duced by illness or treatment [25]. Physical changes not specific to genital or repro-
ductive functioning (e.g., fatigue, leg edema, the presence of an ostomy or hot
flushes) may also result in sexual difficulties [25].

In addition to physical mechanisms, psychological factors may have an adverse
effect on sexual functioning. Psychological reactions contributing to sexual diffi-
culties include disturbances of gender identity (e.g., following a loss of child-bearing
capacity); poor body image (e.g., following disfiguring surgical procedures or alope-
cia resulting from chemotherapy); impaired intimacy (e.g., following a disintegra-
tion of established patterns for achieving physical pleasure or misinformation about
sexual behaviour in relation to the disease such as the belief that radiation may be
contagious); or affective disturbances (e.g., anxiety, depression, or anger) [23].

Somatic symptoms
The clinical psychologist can also contribute to the management of certain so-

matic symptoms experienced by cancer patients such as pain and anticipatory nau-
sea and vomiting. Acute or chronic pain may occur as a result of the disease and/
or its treatment, with up to 85% of cervical cancer patients estimated to experience
marked pain [26]. Anticipatory nausea and vomiting—where the patient becomes
conditioned to respond with nausea and vomiting to previously neutral cues associ-
ated with treatment-induced side effects—has been conservatively estimated to af-
fect one third of chemotherapy patients [27]. However, the prevalence rate is even
greater among patients receiving highly emetic chemotherapeutic agents such as
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cisplatin, which is commonly used in the management of gynecological malignan-
cies, and is estimated to produce anticipatory nausea and vomiting in 65% of pa-
tients [27].

Family issues
Family members have been described as “second-order patients” [28] (p. 587),

with the experience of cancer extending beyond the individual patient to impact on
the family as a whole [29, 30]. For example, spouses of cancer patients have been
found to experience levels of distress equivalent to those of patients [31]. Moreover,
such distress may extend from 1 to 2 years after the diagnosis as spouses attempt
to support their partners, deal with their own emotional reactions, and manage dis-
ruptions to daily routines [31]. The importance of providing assistance to family
members in general and spouses in particular is emphasized by the fact that, first,
social support has been found to be associated with cancer patients’ psychological
adjustment and, possibly, length of survival [32, 33] and, second, spouses are often
the preferred source of emotional support for cancer patients [33] even though it
has been proposed that the masculine gender role may render male spouses ill-
equipped in the provision of emotional support [31].

ASSESSMENT

Assessment of risk factors for poor psychosexual outcome
In identifying patients who may require psychological intervention, several risk

factors for poor psychosexual adjustment to cancer have been documented and thus
should form part of the comprehensive assessment of the gynecological cancer pa-
tient. These risk factors include medical factors such as the stage of disease and type
of treatment, as well as the patient’s developmental stage, intrapersonal resources,
interpersonal resources, and recent or concurrent stressful life events.

Stage of disease. Regarding stage of disease, the prevalence of depression in can-
cer patients has been found to increase as the severity of illness increases [34, 35].
Each clinical course (i.e., complete cure; a disease-free interval followed by recur-
rence and progressive disease; or no disease-free interval characterized by progres-
sive disease and death) is associated with distinct psychological challenges [36]. For
instance, concerning the patient who will eventually be cured, the immediate post-
treatment period may be dominated by anxiety related to the possibility of a cancer
recurrence [37]. For the patient who initially responds well to treatment followed
by a recurrence, the emotional turmoil tends to be even greater than at the time of
the initial diagnosis, with higher levels of depression and anger [15]. Here, in the
context of treatment aimed at disease control rather than cure, the patient faces the
prospect of dying and death. For patients in which there is no disease-free interval,
the rapid onset of illness, aggressive treatment, and physical deterioration—arising as
a sudden deviation from usual health—is typically emotionally overwhelming [36].

Treatment. The type and extent of treatment also mediates psychosexual out-
come. For example, two surgical procedures that have a particularly negative prog-
nosis concerning sexual morbidity are radical vulvectomy and pelvic exenteration,
with level of sexual activity at the third and second percentiles for vulvectomy and
exenteration patients, respectively, and body image at the fourth and fifth percen-
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tiles [24, 38]. Even though vaginal reconstruction following pelvic exenteration of-
fers the possibility of intercourse, it is by no means a panacea (e.g., the cavity may
be too large, too small, or associated with a chronic discharge) [19].

Developmental stage. As a risk factor, developmental stage refers to the fact that
the impact of cancer is partially dependent on the point at which the patient is in
relation to the life cycle and to what extent specific developmental tasks are threat-
ened by illness [39]. In the case of the younger patient, for example, one of the ma-
jor challenges of gynecological cancer and its treatment may relate to its feared or
actual association with diminished attractiveness or loss of child-bearing capacity
and hence the ability to establish or maintain a sexual relationship [40].

Intrapersonal resources. Several intrapersonal variables have been found to pre-
dict poor adjustment to cancer, including a psychiatric history, substance abuse, and
certain coping styles [41]. Although research on the effectiveness of various coping
styles has yielded contradictory results, a robust relationship appears to exist be-
tween a helpless, pessimistic coping style and poor psychological health [41, 42].

Interpersonal resources. Limited interpersonal resources also feature as a risk factor
given the association between social support and better adjustment to cancer [33].

Stressful life events. Finally, it has been suggested that adjustment to cancer may
be compromised when intra- and interpersonal resources are already taxed by the
existence of other stressful life events [41]. One life event that is particularly impli-
cated in cancer patients’ perception of their disease and ultimate psychological ad-
justment is previous personal experience with cancer (e.g., the patient who has ex-
perienced the death of a relative from cancer may be more vulnerable to a
depressive response following their diagnosis) [39].

Methods of assessment
Tovian [43] aptly describes the clinical interview as the core method of assess-

ment for cancer patients, not only as a means of eliciting information regarding the
patient’s risk factors for poor psychosexual outcome and present psychosexual func-
tioning, but also as a means of establishing a strong therapeutic alliance with the pa-
tient and significant others. The latter function is especially important among cancer
patients who, in contrast to psychiatric patients, may not have sought or expected
contact with a mental health professional and may have misconceptions regarding
such contact (e.g., fearing that such contact confirms the patient’s belief that he/she
is going crazy) [1].

Questionnaires comprise useful adjuncts in assessing gynecological cancer pa-
tients and can be employed to screen patients for referral to psychological services
or to provide additional information about patients identified as requiring psycho-
logical intervention on clinical interview [44]. There are, however, certain caveats
regarding the utilization of questionnaires among gynecological cancer patients.
First, both time and physical limitations may render the administration of lengthy
questionnaires inappropriate, although more concise instruments (such as the Hos-
pital Anxiety and Depression Scale [45]) have been constructed in an attempt to cir-
cumvent this problem. Second, instruments developed on nonmedical psychiatric
patients may result in artificially elevated scores when used with cancer patients due
to a confounding of psychological and cancer-related symptoms (e.g., somatic items
such as weight loss and fatigue in the assessment of depressive symptomatology us-



Review 207

ing the Beck Depression Inventory) [46]. Instruments devoid of somatic items (e.g.,
Profile of Mood States [47]) assist in minimizing any confounding of symptoms. A
third limitation in the use of questionnaires with gynecological cancer patients is the
lack of instruments constructed and/or normed specifically on this population. One
exception is the Sexual Function after Gynecological Illness Scale [48], although the
psychometric properties of this instrument have received only minimal investi-
gation.

PSYCHOLOGICAL INTERVENTIONS

A diverse range of psychological interventions has been employed among cancer
patients, with interventions varying in terms of the number and duration of sessions
(e.g., from a single session to open-ended treatment lasting more than 1 year),
the timing of intervention (e.g., preceding, during, or following medical treatment),
the therapy format (e.g., individual versus group therapy), the type of therapist
(e.g., clinical psychologist, psychiatrist, or social worker), and the type of therapy
(e.g., educational, supportive counseling or cognitive behavior therapy) (see refs.
49–51 for reviews). The diverse and changing psychological needs of gynecologi-
cal cancer patients and their families necessitate flexibility in selecting the mode
of intervention.

In contrast to interventions with nonmedical patients, psychological interventions
with cancer patients may involve frequent interruptions both within and between
sessions (e.g., due to fluctuations in physical status or treatment demands) and
changes in the intervention goals as the patient’s needs change (e.g., a temporary
or permanent cessation of sex therapy following a cancer recurrence). Tovian [43]
suggests that the psychologist working with cancer patients may also need to deviate
from more traditional approaches in terms of demonstrating greater support and
self-disclosure, offering physical assistance (e.g., assisting a patient in and out of
bed), and being prepared for rapid alterations in patients’ appearance (e.g., alopecia
following chemotherapy). In working with gynecological cancer patients, a pilot sur-
vey undertaken in our unit suggested that the gender of the psychologist may be im-
portant (with patients tending to report a preference for female therapists), al-
though this requires formal investigation (as does the impact of other therapist
variables, such as age, on the therapeutic relationship).

Cognitive behavior therapy
Expertise in the implementation of cognitive behavioral interventions is typically

in the domain of clinical psychologists and serves in part to distinguish psychologists
from other health professionals in the gynecological cancer setting [50]. Cognitive
behavioral techniques have a role in each of the areas of disturbance experienced
by gynecological cancer patients; that is, affective disturbances, sexual difficulties,
somatic symptoms and family issues.

Affective disturbance. Various behavioral interventions have been successfully
employed to reduce affective disturbances among cancer patients including relax-
ation techniques, pleasant activity scheduling, problem solving, assertiveness and
communication training, goal setting, imaginal rehearsal, graduated exposure, and
systematic desensitization [49–57]. Research suggests that, at least for brief inter-
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ventions, treatment entailing instruction in these coping skills may be more effec-
tive in the reduction of negative affect among cancer patients than unstructured
supportive therapy involving the discussion of feelings and concerns [57]. In con-
trast to behavioral techniques, the efficacy of cognitive interventions designed to
ameliorate emotional distress in cancer patients requires further investigation with
preliminary research yielding mixed results [53]. Because cognitive restructuring
aims to modify irrational cognitions [58, 59], it will not be applicable to those pa-
tients experiencing realistic cognitions and emotional distress in response to trau-
matic events [60].

Sexual difficulties. Cognitive behavioral interventions have been found to be ef-
fective in the treatment of sexual dysfunction (see refs. 61 and 62 for reviews). Ap-
plied to medical patients, these interventions typically include various combinations
of education (to assist couples in understanding the impact of cancer and its treat-
ment on sexual functioning and to offer practical suggestions as a means of reducing
this impact); cognitive restructuring of negative beliefs about the self, partner, or
relationship that impair sexual functioning (e.g., “No man would want a woman
with an ostomy”); graduated sexual task assignment such as sensate focus exercises
(e.g., to provide a gradual, unpressured return to sexual activity disrupted by cancer
and its treatment); enhancing couple communication skills (e.g., when temporary or
permanent alterations in the couple’s sexual relationship necessitate the explora-
tion of new modes of obtaining sexual satisfaction); and the use of fantasy and at-
tention-focusing skills (e.g., to minimize the tendency for negative beliefs to distract
the patient from attending to sexual cues and body sensations) [25, 62]. Because re-
lationship difficulties are one of the most significant predictors of failure in sex ther-
apy [62], interventions designed to enhance the general relationship may need to be
implemented prior to the instigation of sex therapy [63–65].

Somatic symptoms. Cognitive behavioral techniques can also facilitate the man-
agement of pain and anticipatory nausea and vomiting in conjunction with pharma-
cological, surgical, and/or radiological treatments [26, 66]. The specific interventions
that aim to modify these somatic symptoms and the circumscribed lifestyle con-
structed in response to somatic distress include pain diaries, relaxation and imagery
techniques, distraction, coping statements, cognitive restructuring of dysphoric
thoughts that exacerbate the pain experience (e.g., thoughts that associate pain with
death), systematic desensitization, graded exposure, management of social contin-
gencies, and graded task assignment [27, 66]. There is, however, evidence to suggest
that the efficacy of psychological interventions in the management of somatic symp-
toms may be more limited in cases of severe pain and postchemotherapy (as op-
posed to anticipatory) nausea and vomiting [27, 67].

Family issues. Cognitive behavioral interventions for families remain underdevel-
oped, with the field of family therapy dominated by alternative approaches (e.g.,
Minuchin’s [68] structural family therapy). Cognitive behavioral therapy is distin-
guished from many other family therapy approaches by its brevity and skills-train-
ing structure. Generalizing from the application of cognitive behavioral therapy in
other patient populations (e.g., the work of Kavanagh et al. [69] with the families
of individuals with schizophrenia), such an approach with gynecological cancer pa-
tients and their families might include education about cancer and its treatment (to
reduce uncertainty and establish realistic expectations), goal setting and problem
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solving (to minimize the disruptive effects of cancer on family functioning), and
communication training (given the unique challenges to effective communication
posed by cancer such as avoidance of open discussion) [70]. Cognitive behavioral
interventions for bereavement have also been proposed, with an emphasis on grad-
uated involvement in roles and activities, cognitive restructuring of excessively neg-
ative cognitions (e.g., related to guilt or personal worthlessness), maximizing social
support and controlling drug and alcohol use (e.g., teaching alternative methods to
manage distress and sleeping difficulties such as relaxation training) [71]. While
promising, the efficacy of cognitive behavioral interventions in managing the prob-
lems experienced by the families of cancer patients remains to be evaluated.

RESEARCH AND TRAINING

Research
In addition to working in a clinical capacity, training in the scientist-practitioner

model provides the psychologist with the critical, methodological and statistical ex-
pertise to perform sound research [43]. These skills enable the psychologist to over-
come common limitations in psycho-oncology research (e.g., the use of instruments
with questionable reliability and/or validity, heterogeneous samples, and inade-
quate control groups) and thus assist in elucidating the biopsychosocial determi-
nants of cancer risk and early detection, the biopsychosocial mechanisms mediating
adjustment and survival in gynecological cancer, and the effective components of
both medical and psychological treatment services [72].

Training and support
The clinical psychologist may also contribute to the training and professional de-

velopment of students and staff from various disciplines including psychology, med-
icine, and nursing regarding the psychological concomitants of gynecological cancer
and their management. For instance, psychologists have contributed to the develop-
ment of teaching programs to enhance the communication skills of medical students
[73–76]. The need for improved doctor communication skills when breaking bad
news is supported by research indicating that misperceptions by doctors in relation
to the informational and emotional needs of cancer patients are not uncommon [77–
80], even though aspects of doctor–patient communication are associated with im-
portant outcomes in cancer patient care such as emotional distress [81] and the
adoption of unproven cancer treatments [82]. The psychologist can provide training
in general communication skills (e.g., techniques for effective information gather-
ing, emotion management, and information transfer to maximize patient recall and
compliance) as well as skills specific to breaking bad news (e.g., how much informa-
tion to disclose and techniques for enhancing patients’ hopefulness) [83–85].

Closely aligned with the provision of educational input is the clinical psycholo-
gist’s role in providing support for staff confronted with the multiple stresses en-
tailed in working with cancer patients such as the task of breaking bad news. Led-
erberg [86] recommends regular staff support groups (ranging from highly
structured educational sessions to flexible meetings for the expression of concerns
and support) to reduce the negative impact of such tasks. In facilitating groups or
conducting individual sessions, Lederberg [86] further suggests that a psychologist
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actively involved in a particular cancer unit will be in a position to offer greater staff
support as compared with an outside consultant, due to a more thorough under-
standing of the unit’s operation.

MODELS OF SERVICE PROVISION

At least two models of service provision are available to the clinical psychologist
working with gynecological cancer patients. Specifically, the psychologist may be an
integral member of the gynecological cancer team who routinely sees all patients,
or act in a liaison capacity on the basis of referrals made by other health profession-
als. The advantages associated with the former model include greater facilitation in
normalizing psychological difficulties in the context of cancer (because all patients
are routinely seen by a psychologist), the potential to prevent or minimize psycho-
logical morbidity (because interventions are implemented prior to the development
of marked psychological deterioration), a reduction in the possibility of other health
professionals underdiagnosing psychological morbidity, and increased opportunity
to educate team members regarding psychological issues in gynecological cancer.
This model, however, may prove to be disadvantageous if the psychologist’s pres-
ence is perceived by medical staff as obsolving them of their own role in addressing
the psychological needs of patients. This tendency will be minimized by conducting
educational sessions designed to, first, highlight the complementary roles of all
health professionals in meeting the psychological needs of patients and, second, to
provide skills in meeting these needs.

Minimal research has been conducted to evaluate the relative effectiveness of al-
ternative models of service provision in meeting the psychological needs of gyneco-
logical cancer patients, although Cull et al. [77] found that a reliance on the liaison
psychology model was associated with a substantial proportion of undetected psy-
chological problems in cancer patients. That is, 30% of cancer patients had unde-
tected anxiety and 23% had undetected depression warranting further assessment.

CONCLUSION

The diverse psychological issues raised by gynecological cancer present the clini-
cal psychologist with the opportunity for much variety in clinical practice, while
working in a multidisciplinary format provides frequent exchange of information
from other fields. Gynecological cancer also invites innovation from psychologists
in clinical management and research, especially given the relatively recent integra-
tion of clinical psychologists into medical settings [87], including cancer [88].

This recency, however, also presents difficulties in that psychologists, tradition-
ally trained to have a central role in the treatment of physically healthy individuals
with psychological problems, may be faced in cancer with the lack of a well-defined
role, an absence of psychologically oriented peers and a sense that “one is an out-
sider working in someone else’s specialty” [88] (p. 679). One particularly potent
stressor faced by clinical psychologists working in cancer is a sense of helplessness
stemming from repeated exposure to the losses of patients and their families, a vul-
nerability often heightened for psychologists compared with other cancer health
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professionals due to the level of involvement entailed in the therapeutic relation-
ship [88].

Several factors assist in mitigating the difficulties experienced by psychologists in
gynecological cancer. These include a cohesive team approach entailing mutual re-
spect and support between members of different disciplines, engaging in research
to counterbalance the clinical demands, increased training for intern clinical psy-
chologists in medical settings, and opportunities for regular supervision and/or
peer review.
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