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INTRODUCTION
Professionals working in cancer palliative care settings are 
exposed to higher levels of stress, suffering, loss, and grief[1,2] 

which make them vulnerable to psychosocial stress and 
burnout.[3] Earlier studies have indicated that burnout and 
compassion fatigue have an adverse impact on professional 
well-being.[4-6] Quality of patient care has been seen to be 
impacted by staff well-being[7] while high well-being scores 
have been seen to be related to less compassion fatigue 
and burnout in professionals.[4] Being young, being a male, 
working for a lesser number of hours, undergoing clinical 
supervision, having satisfaction with one’s work environment, 
and having positive self-judgement are associated with 
increased well-being.[8,9] A very high secondary traumatic 
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stress and above average levels of burnout in cancer palliative 
care professionals have been reported earlier.[10] Increased 
levels of psychological distress and burnout have implications 
for both well-being of staff and for their employing 
organisations.
The best-known approach to the understanding of 
psychological well-being (PWB) is from the movement of 
positive psychology and positive functioning.[11,12] Although 
in the west, impact on well-being has been studied but no 
meaningful utilisation in research can be found because 
of inconclusive issues surrounding its measurement 
and conceptualisation.[13] Researches done in the area of 
well-being have been generally derived from two major 
perspectives: The hedonic (pleasure and positive affect) and 
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eudaimonic approach.[13] Eudaimonia captures the realisation 
of one’s true potentialand congruency of a person’s life 
activities with his/her values and when the individual is 
holistically or fully engaged.[12,14] Theoretically, PWB has been 
defined as ‘engagement with existential challenges of life’ and 
‘a person’s perception about meaning in life.’[15,16] Meaning 
in life has been seen to be related to work enjoyment and 
coping in adverse situations.[17,18] Six distinct aspects of 
human actualisation have been thought to be indicative of 
eudaimonic well-being: Autonomy, purpose in life, personal 
growth, positive relatedness, environmental mastery, and 
self-acceptance (SA).[12]

The concepts of well-being and quality of life (QoL) have 
followed an intertwined path in health sciences literature.[19] 
QoL is understood and interpreted differently as it comprises 
subjective satisfaction and feelings of well-being to physical, 
occupational, and social functioning.[20] Latha reported 
that professional caregivers of cancer patients had poor 
QoL as compared to carers of acquired immune deficiency 
syndrome (AIDS) patients.[21] There is an immense literature 
on QoL and the well-being of cancer patients and their 
informal caregivers; however, to date, we have not come 
across any published study on PWB in cancer palliative care 
professionals in India.
The aim of the present study was to assess PWB amongst 
cancer palliative care professionals. The study objectives 
were (a) to study the levels of PWB amongst professionals 
working at cancer palliative care centres and (b) to study 
the relationship of sociodemographic and professional 
characteristics with PWB amongst professionals working at 
cancer palliative care centres.

MATERIALS AND METHODS
Sample
The study was cross-sectional, descriptive, and 
quantitative. The target population for the present study 
was professionals working as full-time staff at different 
cancer palliative care centres in Bengaluru city of India. 
In the absence of any previous study estimates available, 
a purposive sampling method was followed to recruit 
65 participants who gave written informed consent for 
participation in the study.
Inclusion criteria of the participation were as follows: 
(i) Professionals (doctor, nurse, counsellor, social worker, 
psychologist, pharmacist or physiotherapist) working 
at any cancer palliative care centre in Bengaluru, (ii) 
professionals involved in direct patient care at cancer 
palliative care centre, (iii) professionals with work 
experience in palliative care for at least 6  months (to be 
able to study the relationship of duration of practice with 
outcome variables) and (iv) professionals proficient in 
English or Hindi languages (researchers understood only 
English and Hindi).

Procedure
The study commenced after taking permission from the 
four cancer palliative care centres in Bengaluru city and 
ethical approval taken from the Institute Ethics Committee. 
A  total number of 98 professionals were employed as full-
time staff at the time of the study at these four centres. 
However, 31 did not meet the criteria for the study (English/
Hindi languages not known, work experience <6  months, 
and involved in indirect care). A total of 67 cancer palliative 
care professionals who met the inclusion criteria were 
individually contacted (e-mails and phone calls) with the 
help of coordinators at each centre. Written informed 
consent for the participation was given by 65 cancer 
palliative care professionals.

Tools
The tools used were as follows: (1) Sociodemographic 
and professional datasheet which was developed for the 
study by the researchers to collect information about 
sociodemographic details, professional details, and health-
related practices have been followed. (2) PWB-20 scale[13] 
is a 20-item self-report scale which consists of four factor-
based subscales with satisfactory reliability and validity 
which measure SA, mastery, and competence (MC), positive 
relations (PR) and sense of engagement and growth (EG) 
(developed through two field trials). Each of the 20 items is 
rated on a 6-point Likert scale from 1 (strongly disagree) to 
6 (strongly agree). The total PWB raw score ranges from 20 
to 120. Thus, higher scores, on the whole, indicate a higher 
PWB. Both total scores and four subscale scores can be 
calculated. The subscales and total PWB score have shown 
good internal consistency. The tools and written informed 
consent were translated and back translated in the Hindi 
language. However, all the participants were well-versed 
in the English language and only English versions of the 
tools including the informed consent form were used in the 
present study.

Data analysis
Obtained data were analysed using IBM SPSS Statistics for 
Windows, version 22.0. Armonk, NY: IBM Corp. 2. The data 
were examined for normality using the Shapiro–Wilk test 
and Q-Q plots. Descriptive statistics were used to express 
quantitative variables using mean ± standard deviation 
and range while qualitative variables using frequency 
and percentages to describe the data obtained from the 
tools used. The relationship between PWB scale domains, 
demographic and professional characteristics was assessed 
using Spearman’s rank-order correlation based on normality 
of the distribution.
Mann–Whitney U-test (two tailed) was used to examine 
differences between groups and the subgroups that 
were formed on the basis of various sociodemographic 



Kaur, et al.: Psychological well-being

Indian Journal of Palliative Care • Article in Press | 3

variables, professional, health practices, and quantitative 
measures. Kruskal–Wallis H-test (based on normality of 
the distribution) was used to examine differences between 
more than 2 groups formed on the basis of designation type, 
work experience in palliative care, and age. The significant 
relationship between PWB scale domains, demographic and 
professional characteristics was assessed using Spearman’s 
rank-order correlation. P  = 0.05 or less was deemed to be 
statistically significant.

RESULTS
Demographic and professional characteristics of the 
participants

The mean age of the study population was 32.5  years 
(SD = 11.78) ranging from 18 to 60  years of age. The 
participants of the study were women (n = 57, 88%), 
majority falling under 25 years of age (n = 24; 37%) and 29 
professionals (45%) earning equal to or <15,000 rupees per 
month. Duration of practice in palliative care ranged from 
6 months to 21 years (M = 3.8 and SD = 3.88). Cases are seen 
per week (M = 27.5 and SD = 18.04) ranged from five cases to 
87 cases depending on the designation and workplace type. 
The mean number of hours worked daily at the workplace 
was 8.1  h (SD = 0.83). Workplace type in palliative care 
included 43 professionals working at a hospice (66%) while 
22 working at hospitals (34%). The different professionals 
as per their designation type comprised 21 nurses (32%), 18 
nursing AIDS (28%), 14 doctors (21%), 6 counsellors (9%), 
3 social workers (5%), and 3 others (5%; one pastor, one 
physiotherapist, and one pharmacist). These professionals 
were grouped into three subgroups after matching their 
characteristics [Table 1].

Health practices in the participants

In terms of different health, practices followed such as self-
care, religious and spiritual practices, 48 participants (74%) 
reported following self-care practices while 17 participants 
(26%) did not follow any self-care practices. Religious 
practices reportedly were followed by 57 participants (87.7%) 
while the other 8  (12%) did not and 23 participants (34%) 
reported following spiritual practices while 43 participants 
(66%) did not do any spiritual practice.

Levels of PWB

On five domains of PWB scale, means and SD were calculated 
for the study participants. a-e superscripts mentioned in 
[Table 2] indicate the highest and lowest score which could 
be obtained on each domain. The mean for PWB total was 
87.7 (SD = 12.82), mean score for SA was 20.1 (SD = 2.92), 
mean score for MC was 20.7 (SD = 6.38), mean score for PR 
was 20.3 (SD=5.86) and mean score for EG domain was 26.5 
(SD = 3.19) [Table 2].

Table  1: Demographic and professional details of the 
participants (n=65).

Demographic variables n (%)

Age (years), n (%)
<25 24 (37)
25–40 22 (34)
41–60 19 (29)

Gender, n (%)
Female 57 (87)
Male 8 (12)

Income/month, n (%)
<15,000/- 29 (45)
15,000–30,000/- 15 (23)
30,001–50,000/- 14 (21)
>50,000/- 7 (11)

Professional variables n (%)

Designation type, n (%)
Nurses and nurse AIDS 39 (60)
Counsellors, social workers and pastor 10 (15)
Doctors, physiotherapist and pharmacist 16 (25)

Workplace type, n (%)
Hospice 43 (66)
Hospital 22 (34)

Additional training taken in palliative care, n (%)
Yes 34 (52)
No 31 (48)

Table 2: Psychological well-being domains summary (n=65).

PWB domains Mean SD

PWB totala 87.7 12.82
Self-acceptanceb 20.1 2.92
Mastery and competencec 20.7 6.38
Positive relationsd 20.3 5.86
Engagement and growthe 26.5 3.19
aHigher the score, greater the total psychological well-being (score range 
20–120). bHigher the score, greater the self-acceptance (score range 
4–24). cHigher the score, greater the mastery and competence (score 
range 6–36). dHigher the score, greater the positive relations (score range 
5–30). eHigher the score, greater the engagement and growth (score range 
5–30)

Relationship of demographic, professional, and health 
practices related variables with PWB domains

In a correlation between PWB domains and demographic 
and professional characteristics, it was found that only EG 
had a significant positive correlation with age (P < 0.05) and 
income per month (P < 0.01). No significant relationship was 
seen between any other PWB measures with demographic or 
professional characteristics [Table 3].
For a better understanding of the relationship between 
PWB total score, SA, MC, PR, and EG scores with other 
important study participants’ characteristics (age, gender, 
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majority of the participants in the present study are more 
likely to have difficulty in managing everyday affairs and 
lack a sense of control over external matters in their lives. 
They may have difficulty in making efforts at managing work 
demands to accomplish the valued outcomes, dealing with 
situations, and moulding environments to suit their needs.
Nearly half of the participants have not undergone additional 
training nor have opportunities for supervision at the 
workplace, the majority being young and having feelings 
of not being able to do much for the patients or feeling of 
unpreparedness to join the field. It has been observed earlier 
in oncology nurses by Papadatou et al.[22] that having a sense 
of personal control over things that happen in life was found 
to protect nurses from burnout.
Participants obtained nearly an average score on PR with 
others, which suggests that participants had moderate levels 
of warm, satisfying, and trusting personal relationships. 
Most of them are likely to have average levels of capacity 
for empathy and intimacy. The ability to love and care can 
be viewed as a central component of mental health and 
compassionate caring itself is the main element of palliative 
care. Most of the participants were having moderate levels 
of PR which could also be interpreted with the help of 
Erikson’s[23] psychosocial development stage theory. For 
young and older adults, the achievement of close unions 
with others (intimacy) and the guidance and direction 
of others (generativity) would be important as far as the 
psychosocial stages are concerned. Thus, making efforts to 
develop and nurture relations with others through investing 
in relationships, providing support, having empathy, being 
open to seeking support, and engaging in dialogues to 
resolve conflicts is important for the life stages of most of 
the participants. However, the same components could 
make them vulnerable to developing compassion fatigue. 
Empathic feelings were observed to be important for deriving 
satisfaction for the helping professionals, but at the same 
time seen as a risk factor for compassion fatigue, especially if 
the individual lacks self-compassionate abilities.[24]

In the present study, participants obtained an above average 
score for the sense of EG. This finding is indicative of the 
majority of the participants having an insight into their 
own potential and being open to new and challenging 
experiences. They are likely to hold goals and beliefs that 
support their sense of direction in life and feel that their life 
has a purpose and meaning. In addition, the majority of the 
participants seem to have meaningful life goals and a sense 
of directedness. They may feel that there is meaning to their 
lives and they hold beliefs that give a purpose in their lives. 
Earlier studies[7,25,26] have addressed the importance of a 
sense of meaning and purpose in life to function well as a 
professional, to be able to provide quality care to the patients. 
The need to ‘actualise’ oneself and realise one’s potentialities 
is central to their personal growth.

Table  3: Relationship of psychological well-being domains with 
sociodemographic and professional characteristics.

Variables Age Income/
month

Number of 
years in PC

Cases/
week

PWB total 0.13 0.19 0.08 0.07
SA 0.21 0.20 0.13 –0.01
MC 0.04 0.09 –0.09 0.25
PR –0.02 0.04 0.09 –0.10
EG 0.29* 0.34** 0.15 0.16
*P<0.05; **P<0.01 (Spearman’s rank-order correlation coefficient). 
PWB: Psychological well-being, SA: Self-acceptance, MC: Mastery and 
competence, PR: Positive relations, EG: Engagement and growth,  
PC: Palliative care

additional training taken, workplace types, duration of work 
experience, religious practices, spiritual practices, and self-
care practices), Mann–Whitney U-test and Kruskal–Wallis 
H-test were carried out after Shapiro–Wilk normality test.
The comparison between the three groups of participants 
based on age (in years) showed that professionals having 25–
40 years of age had significantly higher EG (χ2 = 6.11, P = 0.04) 
than the 18–24 years professionals. Participants (n = 49) who 
follow/perform self-care practices had significantly higher 
PWB total (Z = –3.03, P = 0.002), MC (Z = –2.12, P = 0.03), 
PR (Z = –2.27, P = 0.02) and EG (Z = –1.97, P = 0.04) than 
participants (n = 16) who did not follow/perform any self-
care practices. The two groups (who practiced self-care and 
who did not practice self-care) did not differ significantly 
on the SA domain. There were no significant differences 
found on PWB domains based on gender, additional 
training taken in palliative care, workplace type, duration of 
work experience, religious practices followed and spiritual 
practices followed.

DISCUSSION
PWB is an intricate construct. The present study focuses on 
the eudaimonic approach which focuses on meaning and 
self-realisation and defines PWB in terms of a person’s sense 
of EG, PR with others, SA, and sense of MC.[12,13]

In the present study, participants obtained an above 
average score for SA which suggests that majority of the 
participants held a positive attitude toward themselves. They 
are most likely to possess a positive attitude toward the self; 
acknowledge and accept multiple aspects of self, including 
both good and bad qualities and feel positive about their 
past. It has been observed earlier that participants with a 
higher tendency for self-judgement were less compassionate 
toward both themselves and others, had reduced well-being, 
and reported greater burnout and compassion fatigue.[4]

On MC, the present study participants obtained a below 
average score which is indicative of a below average sense of 
MC in managing the environment and being able to control 
an array of external activities around. This suggests that the 
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The total score for PWB was found to be average, which 
suggests that the majority of the participants seem to have 
moderate levels of positive psychological functioning. This 
finding needs to be seen in the light of studies that have 
indicated that burnout and compassion fatigue have an 
adverse impact on professionals’ well-being.[4-6]

The comparison based on age (in years) showed that 
professionals in the present study belonging to 25–40 years of 
age, and 40 years and above had a significantly higher sense 
of EG in comparison to professionals in the 18–24 years age 
group. This would mean participants in the age range of 
25–40 years would have a better sense of EG than participants 
of any other age group. The high sense of EG in the group of 
age range 25–40 years could be understood in terms of their 
attainment of identity development and maturity to be able to 
seek purpose and meaning in their life goals as per Erikson’s 
theory[23] of psychosocial development. Furthermore, 25–
40  years would be the most productive period between 
mid-life crisis/afternoon of life (above 40 years) and identity 
development/morning of life (around 18–20  years) as per 
Jung’s[27] interpretation of youth and ageing. In addition to 
these explanations, being 50 years or lesser has been observed 
to be linked to better well-being in professionals.[8]

Professionals who reported carrying out self-care practices 
(activities undertaken with the intention of enhancing 
health, preventing disease, limiting illness, and restoring 
health) were observed to have better overall PWB, MC, PR, 
and sense of EG, as compared to those who did not engage 
in any self-care practices. The findings from the present study 
are in accordance with several studies which suggested that 
engagement in self-care practices promoted better well-being 
of the professionals.[4,25,28-31]

In addition, self-care has been defined differently by different 
researchers as it involves three components: Inner/spiritual 
care, social care, and personal care.[2] Personal care usually 
involves physical or pleasurable activities. Further, no significant 
differences were observed on any of the PWB domains among 
professionals who practice religious and spiritual strategies for 
self-care and those who do not practice it at all. This finding 
is contrary to findings of a larger systematic review of 850 
studies that involved professionals providing mental healthcare 
and stated that the higher levels of religious involvement were 
associated positively with indicators of PWB (life satisfaction, 
positive affect, happiness, and higher morale).[32]

In a correlation between PWB measures and demographic 
and work-related characteristics [Table 3], it was found that 
only EG had a significant positive correlation with age; and 
EG also had a significant positive correlation with income per 
month. These findings indicate that having goals and beliefs 
that support meaningfulness of life and a sense of direction 
and purpose in life increase with increasing age and better 
salary provided from the workplace. In some studies, carried 
out on different populations, zero-order correlations have 

been observed between income and well-being frequently in 
the vicinity of 0.10–0.20.[33,34] Similarly, in the present study, 
income per month was seen to have no significant correlations 
in the vicinity of 0.04–0.20 except for the EG domain.
While this is the first known study on PWB amongst cancer 
palliative care professionals in India, it is limited by its 
small sample size and having participants who were fluent 
in English or Hindi languages and working in Bengaluru 
city. More sample size with diversity could have added to 
the generalisability of the results. Furthermore, the levels of 
PWB were assessed cross-sectionally using only one scale, 
there is a possibility that an individual’s assessment of his/
her perceptions can change overtime due to individual work-
related conditions.
This is an initial attempt toward understanding the PWB 
amongst cancer palliative care professionals. Similar studies 
are required in other parts of India to explore the construct 
better. More studies are needed to understand the relationship 
between PWB and self-care practices. The impact of better 
PWB on the quality of patient care could be explored and 
ways to enhance PWB could be studied.

Acknowledgement
The authors would like to thank Senior Officials from 
Karunashraya-Bangalore Hospice Trust; Palliative Care 
Department Heads from St. John’s Medical College and 
Hospital, Kidwai Memorial Institute of Oncology and 
Bangalore Baptist Hospital. The authors would also like to 
thank Dr. Seema Mehrotra from National Institute of Mental 
Health And Neuro Sciences, Bengaluru for sharing the PWB-
20 tool and preliminary fingings from an unpublished study.

CONCLUSION
Findings from the present study suggest that professionals 
working at cancer palliative care centres experience 
moderate levels of PWB suggestive of positive psychological 
functioning. This also suggests the need to develop relevant 
psychological interventions which could target enhancing 
PWB in cancer palliative care professionals.

Declaration of patient consent
Patient’s consent not required as there are no patients in this 
study.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

REFERENCES
1. Vargas RM, Mahtani-Chugani V, Pallero MS, Jiménez BR, Domínguez RC, 

Alonso VR. The transformation process for palliative care professionals: The 
metamorphosis, a qualitative research study. Palliat Med 2016;30:161-70.

2. Sansó N, Galiana L, Oliver A, Pascual A, Sinclair S, Benito E. Palliative care 



Kaur, et al.: Psychological well-being

Indian Journal of Palliative Care • Article in Press | 6

professionals’ inner life: Exploring the relationships among awareness, self-
care, and compassion satisfaction and fatigue, burnout, and coping with 
death. J Pain Symptom Manage 2015;50:200-7.

3. Sherman AC, Edwards D, Simonton S, Mehta P. Caregiver stress and 
burnout in an oncology unit. Palliat Support Care 2006;4:65.

4. Beaumont E, Durkin M, Martin CJ, Carson J. Compassion for others, 
self-compassion, quality of life and mental well-being measures and their 
association with compassion fatigue and burnout in student midwives: 
A quantitative survey. Midwifery 2016;34:239-44.

5. Dalgard OS, Sorensen T, Sandanger I, Nygård JF, Svensson E, Reas DL. Job 
demands, job control, and mental health in an 11-year follow-up study: 
Normal and reversed relationships. Work Stress 2009;23:284-96.

6. Kase SM, Waldman ED, Weintraub AS. A  cross-sectional pilot study of 
compassion fatigue, burnout, and compassion satisfaction in pediatric 
palliative care providers in the United States. Palliat Support Care 
2019;17:269-75.

7. Ablett JR, Jones RS. Resilience and wellbeing in palliative care staff: 
A qualitative study of hospice nurses’ experience of work. Psychooncology 
2007;16:733-40.

8. Shanafelt TD, Novotny P, Johnson ME, Zhao X, Steensma DP, Lacy MQ,  
et al. The well-being and personal wellness promotion strategies of medical 
oncologists in the North Central Cancer Treatment Group. Oncology 
2005;68:23-32.

9. Mills J, Wand T, Fraser JA. Palliative care professionals’ care and compassion 
for self and others: A narrative review. Int J Palliat Nurs 2017;23:219-29.

10. Kaur A, Sharma MP, Chaturvedi SK. Professional quality of life among 
professional care providers at cancer palliative care centers in Bengaluru, 
India. Indian J Palliat Care 2018;24:167.

11. Gillham JE, Seligman ME. Footsteps on the road to a positive psychology. 
Behav Res Ther 1999;37 Suppl 1:S163-73.

12. Ryff CD. Happiness is everything, or is it-explorations on the meaning of 
psychological well-being. J Pers Soc Psychol 1989;57:1069-81.

13. Mehrotra S, Tripathi R, Banu H. Psychological well-being: Reflections 
on an elusive construct and its assessment. J  Indian Acad Appl Psychol 
2013;39:189-95.

14. Seligman ME, Pawelski JO. Positive psychology: FAQS. Psychol Inq 
2003;14:159-63.

15. Keyes CL, Shmotkin D, Ryff CD. Optimizing well-being: The empirical 
encounter of two traditions. J Pers Soc Psychol 2002;82:1007.

16. Frankl VE. Man’s Search for Meaning. New York, United States: Simon and 
Schuster; 1985, 2006. p. 99.

17. Bonebright CA, Clay DL, Ankenmann RD. The relationship of workaholism 
with work-life conflict, life satisfaction, and purpose in life. J Couns Psychol 
2000;47:469-77.

18. King LA, Hicks JA, Krull JL, Del Gaiso AK. Positive affect and the 

experience of meaning in life. J Pers Soc Psychol 2006;90:179-96.
19. Salvador-Carulla L, Lucas R, Ayuso-Mateos JL, Miret M. Use of the 

terms “Wellbeing” and “Quality of Life” in health sciences: A  conceptual 
framework. Eur J Psychiatry 2014;28:50-65.

20. Chaturvedi S. What’s important for quality of life to Indians-in relation to 
cancer. Indian J Palliat Care 2003;9:62-70.

21. Latha V. Stress, Coping and Quality of life among Staff Working in Palliative 
Care, Unpublished Master’s Thesis. Bangalore, India: National Institute of 
Mental Health and Neuro Sciences (NIMHANS); 2005.

22. Papadatou D, Anagnostopoulos F, Monos D. Factors contributing to 
the development of burnout in oncology nursing. Br J Med Psychol 
1994;67:187-99.

23. Erikson EH. Identity: Youth and Crisis. New  York, United States: WW 
Norton & Company; 1968.

24. Duarte JF. Mindfulness and Compassion: An Exploration of Related 
Concepts and Implications for Psychological Well-Being (Doctoral 
Dissertation No. 00500: Universidade de Coimbra).

25. Hotchkiss JT. Mindful self-care and secondary traumatic stress mediate 
a relationship between compassion satisfaction and burnout risk among 
hospice care professionals. Am J Hosp Palliat Care 2018;35:1099-108.

26. Olthuis G, Dekkers W. Quality of life considered as well-being: Views from 
philosophy and palliative care practice. Theor Med Bioeth 2005;26:307-37.

27. Jung CG. Man and His Symbols Garden City. New  York: Doubleday and 
Company; 1964.

28. Coster JS, Schwebel M. Well-functioning in professional psychologists. Prof 
Psychol 1997;28:5.

29. Cook-Cottone CP, Guyker WM. The development and validation of the 
mindful self-care scale (MSCS): An assessment of practices that support 
positive embodiment. Mindfulness 2018;9:161-75.

30. Mills J, Wand T, Fraser JA. Self-care in palliative care nursing and medical 
professionals: A cross-sectional survey. J Palliat Med 2017;20:625-30.

31. Rizo‐Baeza M, Mendiola‐Infante SV, Sepehri A, Palazón‐Bru A, Gil‐Guillén VF, 
Cortés‐Castell E. Burnout syndrome in nurses working in palliative care units: 
An analysis of associated factors. J Nurs Manag 2018;26:19-25.

32. Moreira-Almeida A, Neto FL, Koenig HG. Religiousness and mental health: 
A review. Braz J Psychiatry 2006;28:242-50.

33. Cummins RA. Personal income and subjective well-being: A  review. 
J Happiness Stud 2000;1:133-58.

34. Diener E, Biswas-Diener R. Will money increase subjective well-being? Soc 
Indic Res 2002;57:119-69.

How to cite this article: Kaur A, Sharma MP, Chaturvedi SK. Psychological 
well-being amongst cancer palliative care professionals working in 
Bengaluru, India. Indian J Palliat Care, doi: 10.25259/IJPC_115_21

View publication statsView publication stats


