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Introduction
Cancer	is	a	major	problem	for	global	public	
health	 and	 is	 on	 a	 rise.	Age	 is	 one	 of	 the	
risk	 factors	 for	 cancer,	 with	 50%	 of	 all	
cancer	 patients	 over	 the	 age	 of	 65	 years.[1]	
The	 findings	 of	 a	 study	 from	 Iran	 showed	
that	between	2001	and	2005,	5.33%	of	men	
and	 5.66%	women	 aged	 60	 years	 or	 above	
suffered	 from	 cancer,[2]	 suggesting	 that	
cancer	 in	 the	 elderly	 is	 a	 significant	 issue	
which	should	receive	more	attention.

After	 the	 diagnosis	 of	 cancer,	 patients	
start	 showing	 symptoms	 of	 psychological	
distress.[3]	 According	 to	 the	 National	
Comprehensive	 Cancer	 Network	 (NCCN),	
psychological	distress	is	a	multidimensional	
concern	 and	 an	 unpleasant	 experience	 of	 a	
psychological	 (in	 emotional,	 cognitive,	 and	
behavioral	dimensions),	social,	and	spiritual	
nature	 that	 can	 affect	 a	 person’s	 ability	 to	
cope	 with	 cancer,	 its	 physical	 symptoms,	
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and	 treatments.[1,4‑6]	 Undiagnosed	 and	
untreated	 psychological	 distress	 results	 in	
more	 pain,	 lowered	 quality	 of	 life,	 long	
stay	 in	 the	 hospital,	 reduced	 coping	 and	
compatibility	 with	 treatment,[3,7]	 suicide,	
and	 severe	 psychological	 burden	 on	 the	
families.[8]	 Nevertheless,	 distress	 is	 not	
usually	 recognized[9]	 or	 is	 neglected	 in	
patients	 with	 cancer.[10]	 NCCN	 introduced	
psychological	 distress	 as	 the	 sixth	 vital	
sign	 after	 temperature,	 blood	 pressure,	
pulse,	 respiration,	 and	 pain,	 and	 made	 it	
a	 part	 of	 routine	 investigations	 in	 nursing	
care.	 Psychological	 distress	 is	 specifically	
common	 among	 elderly	 patients	 with	
cancer,	 and	 thus,	 it	 should	 be	 considered	
as	 a	 threat	 to	 their	 health.[1]	 Studies	 show	
that	 27–48%	 of	 the	 elderly	 suffer	 from	
symptoms	 of	 psychological	 distress.[11]	 In	
developing	 societies,	 aging	 is	 a	 hidden	
issue,	 and	 this	 group	 of	 people	 are	 rather	
neglected.[12]	Most	cancer	patients	in	Iran	do	
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not	 get	 more	 than	 routine	 treatment	 such	 as	 treatment	 for	
their	psychological,	 social,	 and	 spiritual	needs;[13]	 however,	
most	 cancer	 organizations	 recommend	 screening	 patients	
for	 psychological	 distress,	 and	 a	 number	 of	 countries	
routinely	perform	screening	in	order	 to	 identify	and	reduce	
distress.[3,14,15]

Appropriate	 interaction	 with	 cancer	 patients	 is	 necessary	
for	 better	 understanding	 of	 patients,	 managing	 side	 effects	
of	 cancer	 treatment,	 and	 improving	 their	 Quality	 of	 life	
(QoL).[16,17]	 However,	 communication	 barriers	 exist	 in	
oncology	environment	leading	to	an	inappropriate	relationship	
and	 lower	 understanding	 of	 patients'QoL.[18]	 Studies	 in	 Iran	
have	also	reported	major	obstacles	in	the	interaction	between	
nurses	 and	 the	 elderly.[19]	 Nurses	 are	 responsible	 to	 use	 the	
dynamic	 and	 mutual	 process	 of	 communication	 to	 direct	
their	attention	 towards	 identifying	distress	and	satisfying	 the	
psychological	needs	of	their	patients.[20]

Thus	 far,	 researchers	 have	 sought	 to	 overcome	 the	
psychological	 distress	 of	 cancer	 and	 non‑cancer	 patients	
by	 implementing	 various	 interventions	 such	 as	 hope	
intervention,	 bibliotherapy	 manual,	 mindfulness‑based	
stress	 reduction,	 expressive	 writing	 intervention,	 and	
tele‑based	 psychological	 intervention,[21‑25]	 yet	 each	
method	 has	 its	 own	 limitations	 and	 recommendations	 for	
further	 studies.	 Furthermore,	 the	 existing	 literature	 shows	
that	 these	 studies	 rarely	 targeted	 elderly	 patients	 with	
cancer	 or	 were	 mostly	 performed	 on	 outpatients.[3,6,10]	
Some	 studies	 were	 also	 administered	 in	 a	 single	 centre[3,8]	
and	 recommended	 more	 extensive	 studies	 and	 sampling	
in	 multiple	 centres.	 In	 the	 current	 study,	 the	 program	
covers	 different	 aspects	 including	 physical,	 psychological,	
social,	 and	 spiritual‑existential	 aspects	 of	 patients	 and	
offers	 patient	 coping	 strategies	 for	 problems	 in	 any	 of	 the	
aforementioned	 areas.	Above	 all,	 by	 assigning	 tasks	 to	 the	
patients	and	encouraging	 them	to	do	 them	in	an	attempt	 to	
help	 them	 cope	with	 their	 problems	 and	 by	 telephonically	
tracking	 them	 between	 the	 session	 intervals,	 this	 program	
creates	 an	 applicable,	 dynamic,	 mutual,	 patient‑oriented	
interaction.	Thus,	 this	 study	 aimed	 to	 determine	 the	 effect	
of	 a	 communication	 program	on	 the	 psychological	 distress	
of	elderly	patients	with	cancer	admitted	to	two	centres.

Materials and Methods
This	 is	 a	 two‑group	 clinical	 trial	 (reg.	 code:	
IRCT2016010725897N1)	 two‑group	 with	 a	 before	 and	
after	 design	 that	 was	 administered	 in	 2015	 in	 Al‑Zahra	
and	 Seyyed‑Al‑Shohada	 hospitals	 affiliated	 to	 the	 Isfahan	
University	 of	 Medical	 Sciences.	 These	 hospitals	 were	
among	the	reference	centers	to	which	patients	from	Isfahan	
as	 well	 as	 the	 neighbouring	 provinces	 were	 referred	 for	
care	and	treatment.

The	 study	 sample	 included	 64	 patients	 (32	 patients	 in	
each	 group)	 for	 which	 the	 confidence	 level	 of	 95%	 and	

statistical	 power	 of	 80%	 were	 considered;	 the	 mean	
difference	 of	 the	 psychological	 distress	 score	 between	
the	 two	groups	had	a	 standard	deviation	 (SD)	of	7.0.	The	
inclusion	 criteria	 for	 the	 study	 included	 selecting	 elderly	
patients	 aged	 60	 years	 or	 above	with	 a	 definite	 diagnosis	
of	 cancer	 by	 an	 oncology	 expert	 recorded	 in	 the	 log	 file,	
and	with	 a	 life	 expectancy	 of	 at	 least	 6	months;	 patient’s	
awareness	 of	 the	 disease	 diagnosis;	 having	 the	 ability	 to	
talk	 and	 conduct	 verbal	 communication;	 willingness	 to	
participate	in	the	study	and	being	randomly	placed	in	either	
of	 the	 groups;	 non‑participation	 in	 other	 therapies	 such	
as	 psychotherapy,	 spiritual	 therapy,	 and	 communication	
therapy	 in	 the	 last	 six	 months;	 lack	 of	 other	 diseases	
besides	cancer,	such	as	chronic	or	acute	physical	disorders	
such	 as	 influenza,	 debilitating	 cardiovascular,	 endocrine,	
respiratory,	 liver,	 musculoskeletal,	 and	 renal	 diseases	
approved	 by	 specialist	 physicians	 and	 medical	 records;	
the	 absence	 of	 mental	 or	 psychological	 illness	 available	
in	 the	 patient’s	 record;	 lack	 of	 addiction	 to	 narcotic	 and	
psychoactive	 substances	 according	 to	 the	 patient	 and	 his	
medical	 records;	 the	 absence	 of	 distressful	 incident	 as	
told	and	confirmed	by	the	patient	in	the	last	6	months	(for	
example,	death	of	a	loved	one	such	as	a	spouse	or	a	close	
friend,	 loss	 of	 everything	 that	 is	 valuable	 for	 the	 patient,	
divorce,	 refractory	 or	 loss	 of	 limb,	 loss	 of	 jobs,	 a	 recent	
displacement	to	a	new	city	or	province,	or	severe	financial	
ruin	 or	 debt,	 imprisonment,	 argument,	 and	 persistent	
marital	discord).

The	exclusion	criteria	 included	unwillingness	 to	participate	
in	 the	 study,	 participation	 in	 other	 communication	
programs	 during	 the	 study,	 not	 being	 able	 to	 participate	
in	 the	 meetings	 on	 a	 regular	 basis,	 missing	 two	 or	 more	
consecutive	 sessions	 of	 the	 communication	 meetings,	 and	
death	during	the	study.

The	 researcher	 referred	 to	 the	 hospitals	 and	 started	
convenience	 sampling.	 The	 participants	 were	 among	
patients	 hospitalized	 in	 all	 the	 units	 and	 departments	 of	
Seyyed‑Al‑Shohada	 and	 Al‑Zahra	 hospitals	 who	 met	 the	
inclusion	 criteria	 and	 were	 randomly	 placed	 in	 either	 of	
the	 test	 or	 control	 groups.	 First,	 the	 researcher	 introduced	
herself	 to	 the	 given	 units	 and	 explained	 the	 objectives	 of	
the	 study;	 the	 demographic	 information	 questionnaire	
was	 completed	 by	 the	 researcher	 through	 questioning	 the	
participants,	 and	 the	 files	 were	 completed.	 Moreover,	
Kessler	Psychological	Distress	questionnaire	was	explained	
to	 the	 two	 groups	 and	 was	 completed	 by	 the	 researcher	
through	questioning	the	participants	before	the	intervention	
was	performed.

In	 the	 experimental	 group,	 the	 intervention	 included	
six	 20‑minute	 communication	 sessions	 according	 to	 the	
condition	and	needs	of	 the	patients.	All	 sessions	were	held	
during	a	3‑week	period,	with	sessions	being	held	twice	per	
week	both	by	personal	attendance	and	phone	 tracking.	The	
patients	 were	 encouraged	 to	 performed	 the	 tasks	 assigned	
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to	 them,	 and	 to	 confirm	 the	 time	 of	 the	 next	meeting.	All	
sessions	were	 held	 at	 the	 hospital	where	 the	 patients	were	
hospitalized.	In	the	first	session,	an	educational	manual	was	
given	 to	 the	 test	 group	 and	 they	 were	 asked	 not	 to	 give	
it	 to	 the	 control	 group.	 It	 was	 an	 introductory	 session	 for	
mutual	 familiarity,	 expressing	 the	 goals	 and	process	 of	 the	
intervention,	 simple	and	brief	description	about	cancer,	 the	
treatment	 process,	 and	 its	 effect	 on	 the	 different	 aspects	
of	 the	 patients’	 life,	 and	 giving	 an	 opportunity	 to	 them	 to	
talk	 about	 issues	 surrounding	 their	 ambiguities,	 questions,	
worries,	 as	 well	 as	 to	 reveal	 their	 deepest	 emotions	 and	
concerns	 related	 to	 their	 experiences	 about	 their	 disease	
and	 distressful	 life	 events.	 During	 the	 interaction,	 the	
patients	 were	 evaluated	 from	 physical,	 psychological,	
social,	 and	 spiritual	 viewpoints	 as	 a	 basis	 for	 the	 theme	
of	 the	 consecutive	 sessions	 in	 order	 to	 help	 the	 patients	 to	
cope	or	to	comply	with	the	current	problem	using	the	tasks	
and	strategies	mentioned	in	the	booklet.

From	 the	 second	 to	 the	 fifth	 sessions,	 the	 patients	 were	
asked	to	talk	about	the	following	topics:

Second session:	 Effect	 of	 cancer	 on	 physical	 aspects	
including	 effects	 of	 the	 disease	 on	 the	 patients’	 physical	
conditions	 and	 beliefs,	 their	 expectations	with	 the	 disease,	
plans	 and	 hopes	 during	 the	 progression	 of	 the	 disease	
regarding	their	care.

Third session:	Psychological	distress	caused	by	the	disease,	
the	 interrelationship	 between	 patients’	 different	 emotions,	
physical	 symptoms,	 and	 disabilities	 caused	 by	 the	 disease,	
and	 patients’	 concerns	 about	 the	 ability	 to	 adapt,	 loss	
of	 control,	 and	 preparation	 to	 accept	 help,	 as	 well	 as	
discussions	surrounding	death.

Fourth session:	 Social	 effects	 of	 the	 disease	 including	 the	
effect	 of	 the	 disease	 on	 patients’	 behavior	 and	 ability	 to	
perform	 their	 role	 completely,	 as	 well	 as	 the	 effect	 of	 the	
disease	on	patients’	loved	ones.

Fifth session:	Spiritual	and	existential	effects	of	the	disease	
including	 discussion	 regarding	 the	 concept	 of	 the	 disease,	
suicide	 and	 death,	 ability	 to	 improve	 and	 make	 spiritual	
changes,	 compliance	 with	 self	 from	 a	 spiritual	 viewpoint,	
forgiving	others,	and	accepting	incomplete	tasks.

Sixth session: Concluding	 the	 issues	 discussed	 during	 the	
previous	sessions	and	termination	of	the	sessions.

During	each	session,	first,	the	feedback	of	the	patients	from	
the	previous	session	was	studied,	and	then,	after	conversing	
about	the	topics	discussed	in	each	session,	some	applicable	
coping	 strategies	 were	 offered	 based	 on	 the	 educational	
manual	 in	 accordance	 with	 the	 condition	 and	 problems	 of	
each	patient.	These	 strategies	 also	provided	 a	 basis	 for	 the	
assignments	given	to	the	patient,	and	they	were	required	to	

The elderly eligible for inclusion (to Seyyed-al-Shohada and Al-Zahra hospitals) in the exprimental or control groups
(N = 70)

experimental group (N = 35)
Seyyed-al-Shoahadda (N = 22)

Al-Zahra (N = 13)

Control group (N = 35)
Seyyed-al-Shohada (N= 23)

Al-Zahra (n = 12)

Completing the questionnaire and being 
involved in the intervention for

three weeks

Completing the questionnaire

Excluded (N = 3)
Failure to attend meetings (N = 2)

Interferece with a Yoga class
(N = 1)

Excluded: (N =3)
Unwillingness to continue and filling

out the questionnaire for a second time

Completing the questionnaire for the
 second time

(N = 32)

Completing the questionnaire after three
 weeks of intervention and a two-hour 

explanation of the content of the manual
(N = 32)

Figure 1: Inclusion and exclusion status of the study sample (consort chart)
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perform	 the	 tasks	 by	 the	 next	 meeting.	 Moreover,	 during	
the	session	intervals,	phone	tracking	was	used	to	encourage	
patients	 to	 perform	 the	 tasks.	 In	 the	 last	 session,	 the	
psychological	 distress	 questionnaire	 was	 completed	 again	
by	the	test	group.

The	control	group	received	routine	care,	and	after	3	weeks,	
the	questionnaire	was	completed	again	by	them.	At	the	end,	
an	 educational	manual	was	 given	 to	 the	 patients	 and	 their	
families	 in	 a	 2‑hour	 meeting;	 the	 content	 of	 the	 manual	
was	briefly	explained	to	the	control	group.	A	phone	number	
was	 given	 to	 the	 patients	 in	 the	 test	 and	 control	 groups	 so	
that	 they	can	contact	 the	 researcher	and	question	about	 the	
contents	of	 the	manual	 in	case	of	a	problem.	The	inclusion	
and	 exclusion	 status	 of	 the	 study	 sample	 is	 shown	 in	
Figure	1.

In	this	study,	data	were	collected	using	two	questionnaires.	
The	 first	 questionnaire	 was	 related	 to	 the	 patients’	
demographic	 information	 including	 age,	 sex,	 marital	
status,	 education,	 occupation,	 income,	 lifestyle,	 type	
of	 cancer,	 duration	 of	 the	 disease,	 current	 treatments	
and	 therapies,	 previous	 therapies,	 and	 usage	 of	 narcotic	
substances.	 The	 second	 tool	 was	 Kessler	 Psychological	
Distress	 Scale	 including	 10	 questions	 (K10)	 to	 be	 scored	
on	 a	 5‑point	 Likert	 scoring	 system	 (never,	 sometimes,	
rarely,	 sometimes,	 often,	 or	 always);	 thus,	 the	 total	 score	
obtained	ranged	from	10	to	50.	The	questionnaire	evaluates	
different	emotions	of	patients	including	causeless	uncaused	
fatigue,	nervousness,	frustration,	restlessness	and	agitation,	
depression,	 inability	 to	 get	 things	 done,	 and	 sadness	 and	
feeling	of	worthlessness.[26]	For	 the	purposes	of	 this	 study,	
the	mean	scores	obtained	by	patients	were	used	to	measure	
their	 psychological	 distress.	 The	 questionnaire	 can	 be	
completed	 within	 5	 minutes,	 and	 the	 patients	 should	
complete	 it	 according	 to	 their	 condition	 during	 the	 last	
4	weeks.

In	 this	 study,	 the	Kessler	 questionnaire	was	 utilized	which	
is	 a	 nonspecific	 psychological	 distress	 measurement	 scale	
with	 high	 internal	 consistency	 and	 reliability,	 which	 is	
widely	used	in	clinical	and	epidemiologic	settings.	Because	
of	 the	 briefness	 and	 normality	 of	 the	 questions,	 this	
questionnaire	 is	 suitable	 for	 busy	 clinical	 environments,[27]	
and	 the	 brief	 assessment	 tool	 is	 an	 efficient	 means	 for	
examining	 distress	 of	 patients	 with	 cancer.[9]	 The	 use	 of	
such	 a	 questionnaire	 can	 lead	 to	 further	 validity	 of	 the	
results.

Kessler	 Psychological	 Distress	 Scale	 has	 been	 used	 in	
various	 studies.	To	determine	 the	validity	and	 reliability	of	
this	questionnaire	in	the	context	of	Iran,	it	was	administered	
to	 500	 students	 in	 Tehran	 University	 of	Medical	 Sciences	
who	 were	 selected	 by	 relative	 sampling.	 A	 Cronbach’s	
alpha	 coefficient	 of	 93%	 and	 Spearman–Brown	 reliability	
of	 91%	 were	 obtained.	 In	 a	 study	 by	 Darvishi	 et al.	
conducted	 on	 patients	 with	 obsessive‑compulsive	 disorder,	
the	Cronbach	 alpha	was	87%.[28]	 In	 studies	 among	patients	

Table 1: Comparison of the frequency of clinical and 
demographic information of the experimental and 

control groups before the intervention
PTest 

statistics
Frequency (%)Variables

ControlExperimental
Sex

0.610.5918	(46.2)21	(53.8)Male
14	(56)11	(44)Female

Marital	Status
10.10‑‑Single

25	(49)2	6	(51)Married
7	(53.8)6	(46.2)Widow

‑‑Divorced
Education	Level

0.431.9129	(53.7)25	(46.3)Literacy	as	reading	
and	writing	or	illiterate

1	(33.3)	2	(66.7)Diploma
2	(28.6)5	(71.4)College	education

Occupation
0.253.91‑‑Employee

01	(100)Self‑employed
10	(55.6)8	(44.4)Jobless
9	(37.5)15	(62.5)Retired
13	(61.9)8	(38.1)Other

Income
0.203.6415	(57.7)11	(42.3)Low	income

17	(48.6)18	(51.4)Average	income
0	(28.6)3	(48.6)High	income

Life	Style
10.351	(33.3)2	(66.7)Alone

31	(50.8)30	(49.2)With	family
‑‑Home	for	the	Aged

Duration	of	disease
0.45117	(56.7)13	(43.3)<6	month

15	(44.1)19	(55.9)>6	month
Current	treatment

10.0912	(48)13	(52)Chemotherapy
1	(50)1	(50)Radiotherapy

10	(52.6)9	(47.4)Surgery
60	(50)6	(50)Other
3	(50)3	(50)Chemotherapy,	

Radiotherapy	and	
Surgery

Previous	treatment
0.692.3411	(61.1)7	(38.9)Chemotherapy

1	(25)3	(75)Radiotherapy
2	(40)3	(60)Surgery

10	(45.5)12	(54.5)Other
8	(53.3)7	(46.7)Chemotherapy,	

Radiotherapy	and	
Surgery

Smoking
0.182.627	(35)13	(65)Yes

25	(56.8)19	(43.2)No

with	 alcohol‑related	 disorders,	 the	 Cronbach’s	 alpha	 for	
K10	was	84%.[29]	Moreover,	in	a	study	conducted	regarding	
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distress	 of	 medical	 students,	 Cronbach’s	 alpha	 for	 K10	
was	 95%,[26]	 all	 representing	 the	 high	 reliability	 of	 this	
instrument.

To	 analyse	 that	 the	 data	 obtained	 from	 this	 study	were	 of	
continuous	 quantitative	 and	 qualitative	 (nominal,	 ordinal)	
type,	the	Statistical	Package	for	the	Social	Sciences	(SPSS)	
version	 18	 (SPSS	 Inc.,	 Chicago,	 IL,	 USA)	 was	 used,	 and	
descriptive	 and	 inferential	 statistical	 methods	 (Chi‑square	
and	 paired	 and	 independent	 t‑test)	 were	 performed.	 The	
significant	level	was	set	at P <	0.05.

Ethical considerations

Approval	for	conducting	the	study	was	received	from	ethics	
committee	 of	 the	 Isfahan	 University	 of	Medical	 Sciences.	
After	 offering	 the	 recommendation	 letter	 to	 the	 hospital	
staff,	 written	 informed	 consent	 was	 provided	 by	 patients;	
the	participants	could	withdraw	from	the	study	at	any	 time	
if	they	so	desired.

Results
The	 study	 sample	 included	 64	 patients	 with	 a	 mean	
age	 of	 69.86	 (SD	 =	 6.6).	 The	 experimental	 and	 control	
groups	 were	 homogeneous	 in	 terms	 of	 demographic	 and	
disease‑related	characteristics	(P	>	0.05)	[Tables	1	and	2].	
The	 difference	 in	 the	 psychological	 distress	 scores	 of	
the	 elderly	 patients	 with	 cancer	 in	 the	 experimental	 and	
control	 groups	 was	 significant	 (P	 <	 0.001)	 before	 and	
after	 the	 intervention,	 whereas	 the	 mean	 score	 between	
the	 two	 groups	 before	 the	 intervention	 did	 not	 have	
a	 significant	 difference	 (P	 <	 0.05)	 [Table	 3].	 In	 the	

experimental	 group,	 the	 mean	 score	 of	 psychological	
distress	was	 lower	after	 the	 intervention	20.5	(SD	=	6.2),	
t	 =	 7.96,	 and P <	 0.001,	 whereas	 in	 the	 control	 group,	
the	mean	 of	 psychological	 distress	 score	 had	 an	 increase	
32.56	 (SD	 =	 7.50),	 t	 =	 −5.85	 and P <	 0.001	 after	 the	
intervention.

Discussion
This	study	is	one	of	 the	first	studies	 to	examine	the	impact	
of	 an	 intervention	on	 the	 level	of	psychological	distress	of	
the	 elderly	 with	 cancer	 in	 Iran.	 The	 results	 indicated	 that	
there	 was	 no	 statistically	 significant	 difference	 between	
demographic	 variables	 and	 clinical	 information	 of	 the	
elderly	 before	 the	 intervention,	 and	 thus,	 the	 two	 groups	
were	 homogeneous.	 The	 findings	 indicated	 that	 the	 mean	
score	of	psychological	distress	in	the	test	group	significantly	
decreased	 after	 the	 intervention	 compared	 to	 the	 control	
group,	 suggesting	 that	 the	 intervention	 can	 reduce	
psychological	distress	of	 the	 elderly	 suffering	 from	cancer.	
The	 current	 intervention	 program	 can	 easily	 be	 applied	 by	
nurses	 and	 the	care	 team,	and	 it	 is	 acceptable,	 satisfactory,	
and	 within	 the	 patience	 levels	 of	 the	 elderly.	 Moreover,	
this	 program	 covers	 different	 aspects	 including	 physical,	
psychological,	 social,	 and	 spiritual‑existential	 aspects	 of	
patients	and	offers	coping	strategies	for	problems	in	any	of	
the	aforementioned	areas.	Above	all,	by	giving	tasks	 to	 the	
patients	and	encouraging	 them	to	do	 them	in	an	attempt	 to	
help	 them	to	cope	with	 the	current	problems	and	by	phone	
tracking	between	the	session	intervals,	this	program	creates	
an	applicable,	dynamic,	mutual,	patient‑oriented	interaction.

The	 findings	 of	 this	 study	 are	 consistent	with	 those	 of	 the	
similar	 studies	 addressing	 psychological	 distress	 among	
cancer	 and	 non‑cancer	 patients.	 For	 example,	 Chamber	
et al.	 conducted	 a	 study	with	 the	 goal	 of	 reducing	distress	
in	 patients	 with	 cancer	 by	 a	 telephonic	 psychological	
intervention,	 and	 observed	 that	 the	 psychological	 distress	
reduced	 after	 the	 intervention	 in	 the	 experimental	 group.	
The	 present	 study	 was	 similar	 to	 that	 study	 in	 that	 the	
intervention	was	a	combination	of	both	personal	attendance,	
phone	 tracking,	 and	 assigning	 tasks	 to	 the	 patients	 to	
perform;	however,	the	fact	that	the	intervention	were	carried	
out	 by	 a	 nurse	 in	 one	 group	 and	 by	 psychologists	 in	 the	
other	 group	 could	 have	 influenced	 the	 results.	 Moreover,	
the	 study	had	no	control	group[25]	while	 the	 intervention	 in	
this	 study	was	 carried	 out	 by	 the	 same	 person	 in	 both	 the	
groups	and	the	study	also	had	a	control	group.

Johnson	 et al.	 studied	 the	 effectiveness	 of	 expressing	
emotions	 in	 a	 written	 mode	 on	 the	 cancer‑related	 distress	
of	 patients	 who	 survived	 from	 breast	 cancer	 while	 only	
phone	 interventions	 were	 involved.	After	 the	 intervention,	
the	 psychological	 symptoms	 in	 both	 the	 groups	 reduced;	
however,	 because	 the	 patients	 were	 those	 who	 survived	
from	 cancer,	 the	 researchers	 called	 for	 a	 need	 to	 conduct	
further	 studies	 to	 reveal	 the	 impact	 of	 cancer‑related	

Table 2: Comparison of the frequency of cancer type 
in the experimental and control groups before the 

intervention
PTest 

statistics
Frequency (%)Type of cancer

ControlExperimental
0.7112.763	(75)1	(25)Lung

10	(40)15	(60)Gastrointestinal	
2	(33.3)4	(66.7)Kidney	and	Prostate

01	(100)Skin
1	(33.3)2	(66.7)Liver
3	(50)3	(50)Uterine,	ovarian,	

and	breast
12	(70.6)5	(29.4)Leukemia
1	(50)1	(50)Bone

Table 3: Comparison the psychological distress of elderly 
patients’ mean scores and mean differences between the 

two groups before and after the intervention
Group 
Time

Mean (SD) Paired t‑test 
t (P‑Value)Test Control

Pretest 25.91	(9.10) 28.41	(9.52) −1.07	(0.29)
Posttest 20.50	(6.02) 29.84	(8.59) −5.39	(<0.001)
Difference 5.41	(3.84) −1.44	(1.39) 9.47	(<0.001)
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distress.[22]	 While	 the	 participants	 of	 our	 study	 were	
struggling	 with	 cancer	 during	 the	 study,	 it	 is	 likely	 that	
changes	in	the	level	of	distress	be	more	cancer‑related.

The	 study	 by	 Schellekens	 et al.	 aimed	 to	 reduce	 distress	
in	 patients	 with	 lung	 cancer.	 To	 this	 end,	 they	 dealt	 with	
tranquilizing	 the	 patients’	 mind	 by	 reducing	 their	 distress	
by	 giving	 them	 educational	 CDs	 and	 tasks	 to	 perform.	
Although	the	intervention	reduced	the	level	of	distress	in	the	
patients,	 studying	 patients	with	 lung	 cancer	 imposed	 some	
limitations	 on	 the	 results;	 many	 patients	 were	 excluded	
from	 the	 study	 given	 the	 fluctuation	 in	 health	 status	 and	
poor	 health	 during	 chemotherapy	 and	 radiotherapy.[23]	This	
has	 been	 conducted	 among	 patients	 with	 different	 cancer	
types.

A	similar	study[10]	compared	the	effect	of	two	interventions,	
i.e.,	 cognitive	 behavioral	 therapy	 and	 aromatherapy,	 on	
the	 distress	 of	 cancer	 patients.	 The	 results	 showed	 that	
through	 both	 the	 methods,	 the	 patients’	 distress	 reduced	
significantly	 after	 the	 intervention	 with	 routine	 care.	 In	 a	
longitudinal	 study,[21]	 hope‑oriented	 intervention	 reduced	
psychological	distress	 in	patients	with	cancer.	Further,	 in	a	
study[24]	conducted	on	people	suffering	from	depression,	the	
level	of	distress	in	the	experimental	group	was	significantly	
lower	than	that	in	the	control	group;	hence,	the	results	were	
consistent	with	those	of	the	present	study.

The	 results	 of	 this	 study	 showed	 that,	 in	 the	 control	
group,	 the	 psychological	 distress	 score	 increased	 after	
the	 intervention.	 One	 of	 the	 probable	 reasons	 for	 the	
increase	 in	 the	 psychological	 distress	 score	 of	 the	 control	
group	 can	 be	 the	 acuteness	 of	 the	 cancer	 and	 worsening	
physiological	 condition	 of	 the	 elderly	 in	 the	 course	 of	
three	weeks,	because	during	cancer,	patients	are	confronted	
with	 increasing	 psychological	 pressures.[9]	 Similarly,	 in	
a	 study[30]	 that	 evaluated	 the	 psychological	 distress	 of	 the	
elderly	 with	 lung	 cancer	 who	 were	 under	 treatment	 with	
palliative	 radiotherapy	 before	 and	 after	 the	 intervention,	
a	 worsening	 trend	 in	 psychological	 distress	 was	 identified	
after	 treatment,	 however,	 the	 results	 were	 not	 statistically	
significant.

It	is	likely	that	talking	to	the	test	group	over	3	weeks,	apart	
from	 psychological	 distress	 intervention,	 could	 have	 been	
responsible	 for	 the	 reduction	 of	 the	 psychological	 distress	
scores	 of	 the	 elderly.	 In	 a	 similar	 study[31]	 examining	
the	 impact	 of	 nurse–patient	 relationship,	 patients	 in	 the	
intervention	 group	 showed	 a	 decrease	 in	 the	 level	 of	 their	
distress	 after	 the	 intervention	 which	 was	 not	 statistically	
significant,	whereas	 in	 the	present	 study,	 the	psychological	
distress	 of	 the	 experimental	 group	 decreased	 significantly	
after	the	intervention.

The	 findings	 of	 this	 study	 should	 be	 considered	 along	
with	 its	 limitations.	 First,	 the	 presumption	 underpinning	
the	 study	 was	 that	 all	 the	 patients	 involved	 in	 the	 study	
had	 similar	 perceptions	 regarding	 the	 questions	 in	 the	

questionnaire.	 However,	 because	 some	 of	 the	 patients	
were	 illiterate,	 the	 questions	 were	 read	 and	 explained	
to	 them,	 and	 hence,	 their	 perception	 might	 be	 different	
from	 the	 perception	 of	 those	 who	 read	 and	 completed	 the	
questionnaire	 by	 their	 own.	 Second,	 there	 is	 no	 awareness	
about	 whether	 there	 is	 a	 difference	 between	 the	 distress	
level	 among	 those	 who	 agreed	 to	 participate	 in	 the	 study	
and	 those	who	did	 not.	Third,	 one	 of	 the	 inclusion	 criteria	
was	 the	 ability	 of	 the	 elderly	 to	 talk	 and	 communicate	
verbally,	 so	 people	 with	 poor	 physical	 performance	 and	
advanced	 stages	 of	 cancers	were	 excluded	 from	 the	 study;	
therefore,	 the	 results	 may	 not	 be	 generalizable	 to	 patients	
with	 more	 advanced	 stages	 of	 cancer.	 Fourth,	 the	 sample	
of	the	current	study	suffered	from	different	types	of	cancer,	
but	 the	effect	of	 the	 type	of	cancer	on	 the	 level	of	distress	
was	 not	 evaluated,	 which	 needs	 to	 be	 addressed	 in	 future	
studies.	 Finally,	 due	 to	 possible	 mortality	 problems	 in	
the	 elderly,	 follow‑up	 tracking	 was	 not	 done	 this	 study,	
and	 hence,	 it	 is	 recommended	 that	 future	 studies	 include	
follow	ups.

Conclusions
The	findings	of	this	study	indicated	that	the	communication	
program	 had	 a	 positive	 and	meaningful	 effect	 on	 reducing	
the	 psychological	 distress	 among	 elderly	 patients	 with	
cancer.	 This	 program	 which	 focuses	 on	 the	 different	
aspects	 of	 distress	 can	 be	 an	 effective,	 safe,	 affordable,	
and	 applicable	 solution	 to	 reduce	 psychological	 distress	 of	
elderly	 patients	 suffering	 from	 cancer,	 preventing	 further	
worsening	of	 their	 condition.	 It	 is	 recommended	 that	more	
extensive	 longitudinal	 studies	with	 a	 lasting	 impression	 be	
conducted	 to	 strengthen	 the	 current	findings	 and	overcome	
the	limitations	of	the	current	study.
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