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Suicidal Ideation in Prostate Cancer Survivors: Understanding
the Role of Physical and Psychological Health Outcomes

Christopher J. Recklitis, PhD, MPH; Eric S. Zhou, PhD'; Eric K. Zwemer, MD?; Jim C. Hu, MD%; and Philip W. Kantoff, MD'

BACKGROUND: Epidemiological studies have shown prostate cancer (PC) survivors are at an increased risk of suicide compared with
the general population, but to the authors’ knowledge very little is known regarding what factors are associated with this increased
risk. The current study examined the prevalence of suicidal ideation (SI) and its association with cancer treatment and posttreatment
physical and emotional health in a cohort of long-term PC survivors. METHODS: A total of 693 PC survivors (3-8 years after diagno-
sis) completed a mailed survey on physical and psychological functioning, including cancer treatments, the Short Form-12 (SF-12), the
Expanded Prostate Cancer Index Composite Instrument (EPIC-26), a depression rating scale, and 8 items regarding recent suicidal
thoughts and behaviors. RESULTS: A total of 86 PC survivors (12.4%) endorsed SI, with 10 individuals (1.4%) reporting serious Sl. Seri-
ous S| was more common in this sample compared with age-adjusted and sex-adjusted normative data. SI was not associated with
most demographic variables, or with PC stage or treatments. However, SI was found to be significantly associated with employment
status, poor physical and emotional functioning, greater symptom burden on the EPIC-26, higher frequency of significant pain, and
clinically significant depression (P <.01). In an adjusted logistic model, poor physical and emotional function, including disability status
and pain, were found to be associated with SI (P<.05), even after adjusting for depression. CONCLUSIONS: A significant percentage
of PC survivors report recent Sl, which is associated with both physical and psychological dysfunction, but not PC treatments. The
results of the current study help to explain the increased risk of suicide previously reported in PC survivors and have important impli-
cations for identifying and treating those survivors at greatest risk of suicidality. Cancer 2014;120:3393-400. © 2074 American Cancer
Society.
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INTRODUCTION

Although the increased risk of suicide after cancer has most consistently been demonstrated in patients within 5 years of di-
agnosis,' ™ studies have also shown elevated suicide risk in cancer survivors decades after diagnosis.*> Misono et al exam-
ined suicides in more than 3.5 million patients from the Surveillance, Epidemiology, and End Results (SEER) registry,
and found a significantly higher suicide risk in cancer survivors compared with the general population 15 to 30 years after
diagnosis.4 Studies seeking to understand suicide risk in patients with cancer typically focus on the physical and emotional
suffering experienced during active treatment or in the context of end-of-life care.®” The persistence of increased suicide
risk long into the survivorship period, however, raises the important question of whether suicide in long-term survivors,
rather than being associated with the challenges of treatment or disease progression, is instead linked with treatment late
effects and/or impaired quality of life.

Prostate cancer (PC) survivors are a particularly important group in which to investigate the relationship between
suicidality and health outcomes. More than 230,000 patients diagnosed with PC can be expected in the United States
each year, and >95% will become long-term survivors.® Men aged >65 years represent the demographic group at greatest
risk of suicide in the general population.” Thus PC, with a median age at diagnosis of 66 years, ' affects a group already at
a high risk of suicide. Previous reports have noted that patients with PC are at an increased risk of suicide, ™! and this
increased risk does not appear to diminish even a decade or more after diagnosis.” Despite this known suicide risk, to the
best of our knowledge few, if any, studies have examined the relationship between suicidal symptoms and long-term health
in this group. Cancer registry data, which have been essential for studies of suicide risk after cancer, are not well suited for
investigating potential associations with health outcomes because registries often lack information regarding physical
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functioning after treatment. This is a critical area of inves-

tigation because a strong relationship between poor physi-

cal health and suicide risk has been reported in the general
12,13 14-16

population,

PC survivors are known to experience a decline in general

and in other cancer survivor groups.

health, as well as a variety of treatment late effects, includ-
ing long-lasting pain, erectile dysfunction, low testoster-
one, urinary incontinence, and bowel symptoms.17'19
Understanding how these medical late effects may con-
tribute to subsequent suicide risk in PC survivors would
be valuable both for identifying those survivors at highest
risk of suicide and for developing interventions to decrease
their risk.

To better understand how health outcomes after PC
may be associated with suicidal symptoms, we conducted
a survey of physical and emotional health outcomes in a
cohort of PC survivors seen at our cancer center. In addi-
tion to describing the relationship between demographic,
disease, treatment, and health and quality-of-life outcome
variables with suicidality, the study tested the hypothesis
that survivors’ physical functioning and health status are
associated with an increased risk of suicide ideation (SI),
even after adjusting for self-reported depression.

MATERIALS AND METHODS

Participants
Participants were drawn from an existing cohort of more
than 4200 patients with PC seen at a single comprehen-
sive cancer center.”’ A total of 1500 potentially eligible
participants who were 3 to 8 years after diagnosis were
randomly selected from the cohort, and the first 1000
confirmed through hospital and publically available
records to be alive and residing in the United States were
mailed introductory letters describing the study and giv-
ing them the opportunity to opt out. Eight individuals
declined participation, and mailings to 16 others were
returned. The 979 remaining individuals were mailed a
health survey and 707 (72.4%) returned the survey. Four-
teen participants who did not report any SI but did not
respond to >1 items inquiring about SI within the past
12 months (items 2-8 in Table 1) were excluded because
of the possibility they had unreported SI. This resulted in
a final sample of 693 survivors.

Participants were on average aged 67.1 years (range,
47 years-91 years) and were 5.0 years past their diagnosis
(standard deviation, 1.7 years), and the majority were
non-Hispanic white (95.1%) and married (86.7%). The
sample was generally well educated and employed and
reported a high overall household income, with the major-
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TABLE 1. Frequency of Suicidal Ideation Items
Endorsed?®

ltem 1 (N= 668): Participants endorse the one response best
describing them (past week).

Endorsed (%)

A. No thoughts of killing themselves.

B. Thoughts of killing themselves, but
would not act on them.

C. Would like to kill themselves. 0 (0%)

D. Would kill themselves if they had the opportunity. 1(0.1%)

633 (94.8%)
34 (5.1%)

ltems 2-8: Participants report on symptoms experienced in the
past 12 months

Total Endorsed

No. (%)

2. Believed life was not worth living. 693 56 (8.1%)
3. Believed it would be better if they were dead. 693 47 (6.8%)
4. Wished to drift off to sleep and not wake up. 692 34 (4.9%)
5. Had thoughts of ending their life. 693 44 (6.3%)
6. Seriously thought about committing suicide. 692 10 (1.4%)
7. Made a plan for committing suicide. 692 4 (0.6%)
8. Attempted suicide. 693 0 (0%)

2 Classification of suicidal ideation : passive suicidal ideation: items 2, 3, or
4 only; active suicidal ideation: item 1B or item 5; serious suicidal ideation:
item 1C or 1D, or items 6, 7, or 8.

ity (57.2%) reporting receiving prostate surgery among
other treatments (Table 2).

Measures

Demographics

Survivors completed items describing marital status, eth-
nicity, education, income, employment, and other demo-
graphic variables.

Medical history health care use

Survivors completed 17 medical history items regarding
PC-related treatments (lifetime and within the prior 12
months), PC recurrence, and their experience of moderate
or severe pain. Survivors were also asked about their use of
health care services within the 12 months before the
survey.

Physical health functioning

PC-related symptoms were evaluated using the Expanded
Prostate Cancer Index Composite Instrument (EPIC-26),
a 26-item questionnaire inquiring about symptoms asso-
ciated with PC treatment in 4 domains (urinary, bowel,
sexual, and hormonal) and previously validated in studies
of patients with PC.>" Health-related quality of life was
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TABLE 2. Comparison of Demographic, Psychosocial, and Medical Characteristics of Prostate Cancer Survi-
vors by Presence/Absence of Suicidal Ideation

No. With Suicidal No. With No Suicidal
No. Ideation (% or SD) Ideation (% or SD) P OR
Age, y 693 66.0 (8.0) 67.3 (8.0) 15 0.98
Ethnicity 689 .86
Non-Hispanic white 655 81 (94.2%) 574 (95.2%) Reference
African-American 16 2 (2.3%) 14 (2.3%) 1.01
Other 18 3 (3.5%) 15 (2.5%) 1.42
Marital status 692 .54
Married 600 72 (83.7%) 528 (87.1%) Reference
Never married 23 4 (4.7%) 19 (3.1%) 1.54
Divorced/separated 45 8 (9.3%) 37 (6.1%) 1.59
Widowed 24 2 (2.3%) 22 (3.6%) 0.67
Residential status 691 11
Lives alone 65 12 (14.1%) 53 (8.7%) Reference
Lives with partner/children/other 626 73 (85.9%) 553 (91.3%) 0.58
Education 692 .89
<High school 77 8 (9.3%) 69 (11.4%) Reference
Some college 141 16 (18.6%) 125 (20.6%) 1.10
College graduate 201 26 (30.2%) 175 (28.9%) 1.28
Postgraduate 273 36 (41.9%) 237 (39.1%) 1.31
Household income 668 .31
<$29,999 37 8 (9.5%) 29 (5.0%) 2.04
$30,000-$49,999 59 9 (10.7%) 50 (8.6%) 1.33
$50,000-$74,999 131 18 (21.4%) 113 (19.3%) 1.18
$75,000-$99,999 122 11 (13.1%) 111 (19.0%) 0.73
>$100,000 319 38 (45.2%) 281 (48.1%) Reference
Employment status 691 <.001
Employed PT or FT 327 35 (40.7%) 292 (48.3%) Reference
Unemployed 20 5 (5.8%) 15 (2.5%) 2.78
Disabled 19 11 (12.8%) 8 (1.3%) 11.47%
Retired 314 34 (39.5%) 280 (46.3%) 1.01
Other 1 1(1.2%) 10 (1.7%) 0.83
Time since diagnosis, y 693 4.8 (1.7) 5.0(1.7) .21 0.92
Medical treatment history, ever
Prostate surgery 687 .26
Yes 393 54 (62.8%) 339 (56.4%) 1.30
No 294 32 (37.2%) 262 (43.6%) Reference
Orchiectomy 687 .35
Yes 6 0 (0%) 6 (1.0%) NA
No 681 86 (100%) 595 (99.0%)
Radiotherapy 689 .94
Yes 339 42 (48.9%) 297 (49.3%) 0.98
No 350 44 (51.1%) 306 (50.7%) Reference
Hormonal therapy 687 .69
Yes 264 31 (36.5%) 233 (38.7%) 0.91
No 423 54 (63.5%) 369 (61.3%) Reference
Chemotherapy 688 .92
Yes 62 8 (9.3%) 54 (9.0%) 1.04
No 626 78 (90.7%) 548 (91.0%) Reference
Total no. of medical treatments, ever 692
Surgery, radiotherapy, hormone therapy, orchiec- 1.57 (.95) 1.53 (.94) .73 1.04
tomy, and/or chemotherapy
Total no. of medical treatments (within past 12 mo) 693
Surgery, radiotherapy, hormone therapy, orchiec- 17 (.54) .20 (.49) .70 0.91
tomy, and/or chemotherapy
Prostate cancer recurrence, ever 662 1
Yes 592 13 (15.7%) 57 (9.8%) 1.70
No 70 70 (84.3%) 522 (90.2%) Reference
Met with PCP or oncologist (within past 12 mo) 683 14
Yes 672 83 (96.5%) 589 (98.7%) Reference
No 11 3 (3.5%) 8 (1.3%) 2.66
Frequency of moderate to severe pain 688 <.001
No pain (in past mo) 520 48 (56.5%) 472 (78.3%) Reference
1-8 d/wk 94 17 (20.0%) 77 (12.8%) 2.17¢
>4 d/wk 74 20 (23.5%) 54 (9.0%) 3.64%
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TABLE 2. Continued

No. With Suicidal

No. With No Suicidal

No. Ideation (% or SD) Ideation (% or SD) P OR
Mental health history
Depression diagnosis, ever 680 <.001
Yes 85 33 (38.9%) 52 (8.7%) 6.63%
No 595 52 (61.2%) 543 (91.3%) Reference
Anxiety disorder diagnosis, ever 677 <.001
Yes 56 21 (24.7%) 35 (5.9%) 5.22%
No 621 64 (75.3%) 557 (94.1%) Reference
Bipolar disorder diagnosis, ever 676 <.001
Yes 7 4 (4.8%) 3 (0.5%) 9.96°
No 669 79 (95.2%) 590 (99.5%) Reference
Mental health treatment (within past 12 mo) 685 <.001
Yes 179 49 (57.0%) 130 (21.7%) 4.78%
No 506 37 (43.0%) 469 (78.3%) Reference
Depression (GDS-15 >5) 692 <.001
Yes 106 46 (53.5%) 60 (9.9%) 10.472
No 586 40 (46.5%) 546 (90.1%) Reference
EPIC-26 prostate-specific quality of life
Urinary incontinence score 681 74.1 (26.2) 80.5 (24.2) <.05 0.99°
Urinary irritative/obstructive score 674 86.5 (14.9) 91.3 (11.1) <.001 0.972
Bowel total score 689 89.3 (14.9) 93.7 (12.4) <.01 0.98°
Sexual total score 687 21.2 (25.0) 33.7 (28.4) <.001 0.98%
Hormonal total score 687 74.2 (18.6) 91.2 (12.8) <.001 0.94?
SF-12 general quality of life
Physical component score 672 46.3 (11.7) 50.5 (9.0) <.001 0.96%
Mental component score 672 43.7 (11.7) 54.7 (7.3) <.001 0.89%

Abbreviations: EPIC-26, Expanded Prostate Cancer Index Composite Instrument; FT, full time; GDS-15, Geriatric Depression Scale-15; NA, not applicable; OR,
odds ratio; PCP, primary care provider; PT, part time; SD, standard deviation; SF-12, Short Form-12.

ap<.001.
bp<.01.
°P <.05.

assessed using the Short Form-12 (SF-12). The SF-12
assesses individuals’ health status, and has demonstrated
reliability and Validity.22 The SF-12 and EPIC-26 have
been used in several studies examining health outcomes
after PC."°

Suicidal ideation

Eight items were used to assess recent suicidal thoughts,
intentions, and behaviors (Table 1). The first, adapted
from the Beck Depression Inventory,> asked respondents
to select from 1 of 4 statements that best reflected their ex-
perience of suicidal thoughts within the past week. In
addition, participants completed 7 items adapted from
existing measures, > 2% indicating whether they had expe-
rienced specific suicidal symptoms in the 12 months
before the survey.

Mental health

Depression was assessed using the Geriatric Depression
Scale-15 (GDS-15), a 15-item screening instrument for
late-life depression previously used in studying PC sur-
vivors.>® As recommended, a cutoff score of >5 indicated
clinically elevated depressive symptoms.®" Lifetime men-
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tal health diagnoses (depressive, bipolar, and anxiety dis-
orders) and mental health treatment within the 12
months before the survey were also assessed.

Statistical Analyses

Descriptive statistics were used to describe participants’
demographic, medical, and mental health variables. Partic-
ipants who endorsed any of the SI items were considered
to have SI (Table 1). For descriptive purposes, survivors
with SI were further classified according to the SI items
endorsed. Survivors who endorsed only items 2, 3, or 4
were classified as experiencing passive SI. Participants who
endorsed response 1B or item 5 were classified as having
active SI. Those who endorsed response 1C or 1D or at
least one of item 6, 7, or 8 were classified as having serious
SL The percentage of the sample responding to one of the
SI items, item 6, was compared with data available from a
representative national sample’®*? using this same item
with a z-test for the difference between 2 percentages.

The relationship between SI and demographic,
treatment, and health outcome variables was evaluated
individually using logistic analyses comparing participants
endorsing any SI with those who did not endorse any SI.
A multivariable logistic regression was used to test the
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hypothesis that survivors’ physical functioning and health
status were associated with SI, even after adjusting for
depression.

RESULTS

Of the 693 survivors, 86 (12.4%) reported some SI, a per-
centage that is similar to previous studies of patients with
cancer and survivors reporting SI rates of 5% to
12%."%3%% Forty survivors (5.8%) reported passive SI
only, 36 (5.2%) reported active SI, and 10 (1.4%) reported
serious SI. In the 10 survivors reporting serious SI, 4
reported having made a plan for suicide, whereas none
reported a recent suicide attempt (Fig. 1). Although the sta-
tistical comparison of SI rates across samples is complicated
by the finding that SI differs by age and sex and according
to how ideation is measured, the percentage of survivors
endorsing “serious thoughts of committing suicide” (item 6
in Table 1) in the current study sample was compared with
normative data on 10,314,732 similarly aged men (aged
>65 years) available from the National Survey of Drug Use
and Health (NSDUH), which included this item in its
2010 and 2011 surveys. The percentage of PC survivors
(1.4%) endorsing this item in the current study sample was
significanty larger than the 0.7% of men (76,802 of
10,314,732 men) endorsing it in the combined NSDUH
samples (z = 2.14; P= .03).32%3

Covariates of S/

SI was not found to be associated with most demographic
variables, including age, ethnicity, marital status, educa-
tion, or income, but was significantly associated with
employment status (Table 2). Specifically, disabled survi-
vors were more likely to report SI compared with the
employed survivors (odds ratio, 11.5; P<.001). None of
the PC treatment variables, including treatment types,
time since PC diagnosis, total number of medical treat-
ments (ever and within the past 12 months), PC recur-
rence, or health care use were found to be significantly
associated with SI (Table 2). The health outcome varia-
bles, by contrast, were consistently related to SI. Survivors
who endorsed SI reported worse functioning across the
EPIC-26 and SF-12 scales (P < .05). In addition, survi-
vors with SI were more likely to report more frequent
moderate or severe pain (< .001). Similarly, survivors
reporting SI were more likely to endorse clinically elevated
levels of depression on the GDS-15 (scores >5), and were
also more likely to report a prior diagnosis of depression,
anxiety, or bipolar disorder and receipt of mental health
treatment within the prior 12 months (all 2<.001). De-
spite the significant relationships between mental health
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and SI, it is interesting to note that a majority of PC survi-
vors with SI reported no previous diagnosis of depression
(61.2%), and nearly one-half of those with SI (46.5%)
did not report current depressive symptoms considered to
be in the clinical range.

To examine the relative association between physical
and emotional health variables and SI, a logistic model
was applied to determine whether physical health varia-
bles would be significantly associated with SI even after
adjusting for depression. In this model (Table 3), employ-
ment status, frequency of moderate to severe pain, SF-12
mental component score, and EPIC-26 hormonal total
score remained significant predictors of SI even after
adjusting for depression.

DISCUSSION

Although the majority of PC survivors in the current
study reported no S, a significant minority experienced
thoughts of ending their lives. This is cause for serious
concern, particularly in a group of older men for whom
the risk of completed suicide is already high.”?*>® Dis-
cussions of suicide and cancer are often limited to newly
diagnosed patients or patients with a poor prognosis,®”**’
but these are of limited relevance for PC survivors, who
are most often cured of their cancer. The results of the cur-
rent study demonstrate that SI in PC survivors is associ-
ated with poor health and emotional functioning,
including common late effects of treatment. Although
several previous studies have documented an increased
risk of suicide in these men,*'! our novel findings begin
to shed light on what aspects of PC may lead to suicidality
in long-term survivors.

Consistent with known links between mood disor-
ders and suicidal symptoms,40 SI in the current study
sample was associated with elevated levels of current
depressive symptoms. However, we noted that SI was
endorsed by many survivors who denied significant
depression. Moreover, in the multivariate model, elevated
depression was not found to be significantly associated
with SI once disability status and physical health symp-
toms were adjusted for. These findings should serve as an
important reminder that SI does occur in PC survivors
without significant depression. Efforts to identify and
treat suicidality in this group will be more effective if they
move beyond conceptualizing suicidality solely as a mani-
festation of severe depression.

As hypothesized, poor physical health was associated
with SI. Pain and disability status were also strongly asso-
ciated with SI, in both univariate and logistic analyses.
These findings are consistent with reports that pain and
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All participants
N=693

/\

Suicidal ideation No suicidal ideation

N=86 N=607
Serious ST Active SI Passive SI
N=10 N=36 N=40
With plan Without plan
N=4 N=6

Figure 1. Classification of participants by suicidal ideation
(SI) is shown.

chronic medical conditions are a significant risk factor for
suicide and SL.'*'? Similarly, hormonal symptoms were
also found to be significantly associated with SI in all anal-
yses. This suggests that low testosterone levels, known to
affect many men after PC,*! may be a risk factor for SI.
Contrary to expectations, SI was not found to be associ-
ated with PC treatments, despite the finding that medical
symptoms associated with treatments were tied to SI. This
seeming inconsistency may reflect a broad measurement
of treatment history, without clear distinctions between
treatment intensities or subtypes. It may also reflect the

finding that even within similar treatments, different
patients may develop a range of medical late effects, or
may experience different degrees of bother even with the
same symptom picture.

It should be acknowledged that the results of the cur-
rent study are limited. First, the sample in the current
study is from a single cancer center and the findings may
not be generalizable to PC survivors from different demo-
graphic backgrounds. In addition, although the study
used well-validated self-report measures, clinical inter-
views may provide more detailed measures of medical
conditions and symptoms, including SI. Furthermore, we
chose to inquire about ST within the year before the survey
because this approach has been used in previous epidemi-
ological studies of suicide,””** and because PC survivors
commonly follow up with medical providers on a yearly
basis and therefore the results could approximate what
providers could expect if they inquired about SI as part of
an interval history. Nonetheless, the 12-month period
and our cross-sectional design mean that we were not able
to investigate changes in SI over time, or study the tempo-
ral relationship between SI and physical health. Finally,
we examined factors associated with suicidal thoughts
rather than suicide attempts or completions. Although it
is only one aspect of a spectrum of suicidal symptoms, SI
is critical to understand both because it is an indicator of

TABLE 3. Adjusted Logistic Regression Model Incorporating All Covariates Significantly Associated With

Suicidal Ideation (N=617)

% (No.) or Mean (SD)

Variables

Suicidal Ideation (N=78)

No Suicidal Ideation (N=539) OR

Employment status

Employed/retired/other 82.1% (64)
Unemployed 6.4% (5)
Disabled 11.5% (9)

Frequency of moderate/severe pain
None in past mo
1-3 d/wk in past mo
>4 d/wk in past mo
Clinically elevated depression (GDS-15)
Yes 48.7% (38)
No 51.3% (40)
Prostate-specific quality of life (EPIC-26)
Urinary incontinence score
Urinary irritative/obstructive score
Bowel total score
Sexual total score
Hormonal total score
General quality of life (SF-12)
Physical component score
Mental component score

60.0% (46)
19.2% (15)
21.8% (17)

74.5 (SD, 26.0)
87.2 (SD, 14.6)
90.5 (SD, 14.0)
22.1 (SD, 26.0)
75.2 (SD, 18.6)

46.9 (SD, 11.7)
44.2 (SD, 11.6)

96.5% (520) Reference
2.2% (12) 1.58
1.3% (7) 3.92%

79.2% (427) Reference

12.1% (65) 1.42
8.7% (47) 2.712
9.3% (50) 1.71

90.7% (489) Reference

80.9 (SD, 23.7) 1.00

91.3 (SD, 11.1) 1.00

94.0 (SD, 11.9) 1.02

34.0 (SD, 28.4) 1.00

91.6 (SD, 12.6) .98°

50.6 (SD, 8.9) 1.00

54.9 (SD, 7.2) 93P

Abbreviations: EPIC-26, Expanded Prostate Cancer Index Composite Instrument; GDS-15, Geriatric Depression Scale-15; OR, odds ratio; SD, standard devia-

tion; SF-12, Short Form-12.
2P <.05.
°p<.01.
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emotional suffering and a significant risk factor for self-
destructive behaviors.*>** Unlike other segments of the
population, older men often move very quickly from hav-

thoughts  to lethal

attempts.**> Consequently, to be successful, suicide pre-

ing suicidal making highly
vention in PC survivors will need to focus on identifying
those men with suicidal thoughts before these thoughts
are acted on.

Despite these limitations, the findings of the current
study add significantly to our understanding of the rela-
tionship between PC and SI. The association with poor
physical functioning has significant implications for iden-
tifying PC survivors at risk of suicide, and ultimately for
developing interventions to decrease suicide deaths in this
group. Medical providers know assessing survivors™ pain,
physical functioning, and prostate-related symptoms is
critical to addressing their physical health concerns, but
may not be aware that this is also important for identify-
ing those individuals at risk of suicidal symptoms. Direct
assessment of suicidal thoughts has been recommended
for patients with cancer””; the current study results indi-
cate health care providers should consider the routine
assessment of SI for PC survivors, especially those facing
significant health problems or functional limitations.

The treatment of suicidal symptoms is multifac-

46,4
d,6’7

ete and for PC survivors it may be essential to

include medical care and rehabilitation programs to
address their treatment-related symptoms. Integration of
physical and mental health care can be challenging, but
these findings serve as an important reminder that a com-
prehensive view of the cancer survivor is critical to under-
standing and treating their complex needs.
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