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Summary

Objectives: This study aimed to investigate whether there are differences in depression, anxiety, pain and styles of coping 
with pain between cancer patients with and without awareness of their cancer diagnosis.
Methods: In this study, 30 cancer patients aware of their diagnosis and 30 cancer patients unaware of their diagnosis, all of 
whom visited a clinic for pain treatment, were enrolled in this study. A sociodemographic information form, a questionnaire 
comprising questions about pain severity and related variables, Hospital Anxiety Depression Scale, and the Pain Coping Ques-
tionnaire were administered to the patients.
Results: No significant association was observed between the patients with awareness or unawareness of cancer with respect 
to anxiety, depression, pain severity, or coping with pain. Pain intensity was significantly associated with depression in both 
the patient groups.
Conclusion: The study enrolled patients who were admitted for pain treatment, and the sampling group was small. However, 
this is the first study to investigate the effects of the awareness of cancer diagnosis on pain and its management.
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Özet

Amaç: Bu çalışmada, tanısını bilen ve bilmeyen kanser hastaları arasında depresyon, anksiyete, ağrı ve ağrı ile başa çıkma tar-
zında farklılık olup olmadığının araştırılması amaçlamıştır.
Gereç ve Yöntem: Ağrı kliniğine tedavi için başvuran, tanısını bilen 30 ve tanısını bilmeyen 30 kanser hastası çalışmaya alındı. 
Ağrı şiddeti ve ağrı ile ilişkili değişkenleri sorgulayan sosyodemografik bilgi formu, Hastane Anksiyete Depresyon Ölçeği, Ağrı 
ile Başa Çıkma Ölçeği uygulandı.
Bulgular: Tanısını bilen ve bilmeyen kanser hastaları arasında anksiyete, depresyon, ağrı şiddeti veya ağrı ile başa çıkma tarzı 
açısından anlamlı bir farklılık bulunamadı. Ağrı şiddeti her iki grupta da depresyon ile anlamlı düzeyde ilişkiliydi.
Sonuç: Çalışmaya, ağrı tedavisi için başvuran küçük bir örneklem grubu dahil edilmiştir. Fakat çalışmamız kanser tanısını bil-
menin ağrı ve ağrı tedavisi üzerindeki etkilerini araştıran ilk araştırmadır.

Anahtar sözcükler: Anksiyete; kanser; depresyon; tanı; ağrı.

Introduction
Cancer is an important public health care problem 
because of its increasing incidence due to the pro-
longation of human life.[1] Psychological problems 
in cancer patients are expected to varying degrees. 
Occasionally, these problems can be part of the reac-
tion to a cancer diagnosis in patients. However, the 

psychological problems may be ongoing in most pa-
tients, which leads to negative consequences, such 
as discontinuation of therapy, difficulties in control-
ling symptoms, delays in hospitalization and nega-
tive treatment compliance.[2] The rates of psychiatric 
morbidity in cancer patients have been reported to 
be between 9–60%, although studies using stan-



dardized interviews and diagnostic criteria deter-
mined a rate of 10–30%.[3] Anxiety and depression 
are the most common psychiatric disorders in cancer 
patients.[2,3]

More than 50% of cancer patients with metastasis 
and more than 90% of patients with advanced can-
cer experience pain. Cancer pain has a negative im-
pact on the patient’s physical and mental status and 
sociability; thus, it impairs the quality of life and con-
stitutes a vicious circle.[4] It has been suggested that 
a cancer patient views pain as an indicator of his/her 
disease progression and a sign that death will inevi-
tably occur. These bad thoughts lead to hopeless-
ness and despair in patients.[5]

Depression develops more frequently in patients 
who have experienced severe pain than in patients 
with less pain, and depression has been reported to 
increase the pain.[6,7] Cancer pain is usually consid-
ered within the biomedical perspective, but recent 
studies have investigated the role of coping with 
cancer pain.[8] However, nearly all of these studies 
have been performed on patients who were aware 
of their cancer diagnosis. It should be noted that 
there are cultural differences in the ways in which 
patients are informed about “bad news”. In family 
centered cultures in particular, a patient may not be 
told about the cancer diagnosis due to the family’s 
wishes to protect the patient.[2,6–10] Certain studies 
conducted in these cultures found the prevalence 
of psychiatric disorders in cancer patients who are 
aware of their cancer diagnoses was increased.[11,12] 
In one study, a strong correlation between anxiety, 
depression and the awareness of the diagnosis was 
reported.[3] However, it has also been reported that if 
a patient knows what is happening to him/her, anxi-
ety is reduced and skills for coping with stress are 
increased;[13] thus, the patient may accept the reality 
of his/her diagnosis and become more able to coop-
erate with health professionals and family members 
or caregivers.[14] New evidence is necessary to deter-
mine whether awareness of the cancer diagnosis is 
advantageous in different cultural populations. 

This study aimed to investigate whether there are 
differences in depression, anxiety, pain and styles of 
coping with pain in cancer patients who are aware or 
unaware of their cancer diagnosis.

Materials and Methods

Participants
Sixty consecutive cancer patients (30 patients were 
aware of their cancer and 30 patients were unaware 
of their disease) who were admitted to algology out-
patient clinics were enrolled in this study. During 
history taking patients were questioned about their 
consultation, and referral and whether they know 
their diagnosis. Accordingly the patients were di-
vided into two groups whether they know that they 
have a cancer. First 30 patients who knows that they 
have a diagnosis of cancer included in the “aware 
group” and 30 patients with not awair of their diag-
nosis as “unaware group”. The patients provided in-
formed consent, and the study was approved by the 
ethics committee.

Table 1 shows the distribution of cancer diagnoses 
according to the groups of patients participating in 
the study.

Measures
A sociodemographic data form, a questionnaire as-
sessing pain and associated variables, the Karnofsky 
Performance Scales (KPO), the Hospital Anxiety and 
Depression Scales (HADS), the Visual Analog Scale 
(VAS), and the Pain Coping Questionnaire (PCQ) 
were assessed for each patient.

The Hospital Anxiety and Depression Scale (HADS). 
The HADS was developed by Zigmond and Snaith[15] 
to determine the risk, level and severity of anxiety 
and depression. The validity and the reliability of the 
scale were adjusted to Turkey by Aydemir and col-
leagues.[16] This scale is often used for physically ill 
patients and patients who are referred to primary 
health care services. A cut-off point of 10 for the anx-
iety subscale and a cut-off point of 7 for the depres-
sion subscale have been accepted for Turkey. 

The Pain Coping Questionnaire (PCQ). The PCQ was 
developed by Kleinke[17] to reveal pain-specific affec-
tive behaviors. The PCQ and its validity and reliability 
have been adjusted to Turkey.[18] The PCQ consists of 
four subgroups, including helpnessless, conscious 
cognitive attempts, medical remedies and self-man-
agement.

The Karnofsky Performance Status Scale (KPSS). The 
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KPSS was developed by Karnofsky and Burchenal[19] 
for evaluating a patient’s physical performance. A 
score of 100 indicates healthy and a score of 0 indi-
cates death, and each 10-point interval corresponds 
to a situation.

The Visual Analog Scale (VAS). This scale measures the 
severity of pain in patients.This scale is 10 cm long, and 
the two ends on the vertical and horizontal lines have 
different names (0=no pain, 10=most severe pain). 
Patients are asked to mark a point that corresponds to 
the severity of pain he/she feels, and the distance be-
tween the lowest endpoint (0) and the point marked 
by the patient are measured. The measured numeric 
value indicates the patient’s pain severity.[20]

A questionnaire has been designed to evaluate the 
impact of pain on the physiological, psychological 
and social well-being of a patient. The questionnaire 
consists of questions regarding the distress caused 
by the pain, the patient’s thoughts on pain control 
and future pain severity, the patient’s satisfaction 
with pain treatment and the severity of the second-
ary symptoms of pain treatment and cancer treat-
ment (secondary symptoms include nausea, vomit-
ing, constipation, loss of appetite, fatigue, pruritus, 
nightmare, sweating, thinking difficulties and insom-
nia). Patients were asked to mark numbers between 
0 – 10 for the subjective assessment. Marking 0 indi-
cates no symptoms and 10 indicates the most acute 
symptom. The questionnaire also has a question that 

evaluates the outcomes of pain treatment as “0” or “ 
no pain relief”, to “100” or “complet pain relief”.

Data analysis
The Kalmogorov-Smirnov test was performed for 
data obtained from the sample groups. Only pain re-
lief by treatment, the “conscious cognitive interven-
tions” subscale of the Coping with Pain Scale and the 
“depression” subscale of the Hospital Anxiety scale 
were normally distributed. Therefore, a Mann-Whit-
ney U test was used for the comparisons of numeri-
cal data. A t test was performed for the comparison 
of the average age of the groups. A X² test was per-
formed for the comparison of the values obtained by 
counting, and Spearman correlation analysis was ap-
plied where necessary. P<0.05 was considered statis-
tically significant. 

Results

No significant differences were found in gender, ed-
ucational level, marital status, living place, therapy, 
metastases or the stage of the cancer between the 
group that was aware of the diagnosis (N=30) and 
the group that was not aware (N=30). The group 
that was aware of the diagnosis was younger than 
the group that was unaware of the diagnosis, but 
this difference was not statistically significant. Com-
parisons of the sociodemographic findings are 
shown in Table 2.

The severity of the symptoms, such as disease dura-
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Table 1.	 Distribution of cancer diagnosis of patients enrolled in study

		  Aware group (n=30)			   Unaware group (n=30)

Diagnosis	 n	 %	 Diagnosis	 n	 %

Head and neck cancer	 9	 30.0	 Head and neck cancer	 1	 3.3
Bronchopulmonary cancer	 7	 23.3	 Bronchopulmonary cancer	 7	 23.3
Multiple myeloma	 1	 3.3	 Colon-rectum cancer	 4	 13.3
Colon-rectum cancer	 4	 13.3	 Breast Cancer	 1	 3.3
Malign mesothelioma	 3	 10.0	 Malign mesothelioma	 1	 3.3
Breast cancer	 2	 6.7	 Pancreatic cancer	 7	 23.3
Pancreatic cancer	 3	 10.0	 Cervical cancer	 2	 6.7
Cervical cancer	 1	 3.3	 Renal cancer	 4	 13.3
				    Prostate cancer	 1	 3.3
				    Bladder cancer	 1	 3.3
				    Malignant Melanoma	 1	 3.3
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tion, the KPS score, the pain duration, the pain se-
verity, the patient’s satisfaction from pain treatment, 
constipation, loss of appetite, fatigue, itching, night-
mares, sweating, thinking difficulties and insomnia 
which develop secondary to pain, method of pain 
management, and cancer treatment type were not 
statistically different between the two groups. The 
group that was aware of the cancer diagnosis report-
ed 70% (50–80) pain relief with the pain treatment, 
and the other group reported 50% (40–80) pain re-
lief (z=-1.1,98; P=0.05). The severity of nausea (z=-
2.65, P<0.01) and vomiting (z=-1.99, P<0.05) was less 
in the group that was aware of the diagnosis. Com-
parisons of the pain-related variables in both groups 
are shown in Table 3.

The severity of anxiety for the aware group and the 
unaware group was 12 (9.00 to 14.50) and 13.50 
(10.00 to 17.25), respectively; the severity of depres-
sion for these groups was 10.00 (7.75–13.00) and 
11.50 (9.75–15.00), respectively. The severity of de-
pression and anxiety were not different between the 
groups. The cut-off score for the anxiety subscale of 
the HADS was 10; the score on this subscale was ≥ 10 
for 21 (70%) patients who were aware of the diagno-
sis and 24 (80%) patients who were unaware of the 
diagnosis (P>0.05, x²=0.36). The cut-off score for the 
depression subscale of the HADS was 7; 22 (73%) pa-
tients who were aware of the diagnosis and 27 (90%) 
patients who did not know the diagnosis had scores 
≥7 (P>0.05, x²=1.78).

PAINA RI

Table 2.	 Comparison of sociodemographic and clinical data based on groups who are aware and unaware of 
diagnosis

		  Aware group (n=30)		  Unaware group (n=30)		  X²	 P

 		   n	 %	 n	 %

Education
	 0–5 years	 18	 60.0	 24	 80.0	 1.98	 >0.05
	 6 years and above	 12	 40.0	 6	 20.0
Gender
	 Female	 14	 46.7	 15	 50	 0.00	 >0.05
	 Male	 16	 53.3	 15	 50
Marital status
	 Married	 24	 80.0	 26	 86.7	 0.12	 >0.05
	 Single/Widow	 6	 20.0	 4	 13.3
Location
	 City	 23	 76.7	 19	 63.3	 0.71	 >0.05
	 County	 7	 23.3	 11	 36.7
Treatment
	 No treatment	 4	 13.3	 7	 23.3	 1.58	 >0.05
	 Chemotherapy	 7	 23.3	 6	 20.0
	 Radiotherapy	 9	 30.0	 6	 20.0
	 Combination	 10	 33.3	 11	 36.7
Metastasis
	 Yes	  20	 69.0	 22	 73.3	 0.01	 >0.05
	 No	 10	 31.0	 8	 26.7
Stage of cancer*
	 Stage 1–2	 3	 10	 1	 3.3	 2.5	 >0.05
	 Stage 3–4	 27	 90	 29	 96.6
		  Mean±SD		  Mean±SD		  t
Age	 55.43±14.11		  59.70±10.76		  2.85	 >0.05

SD: Standard deviation.
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The subscale scores of the PCQ were not significantly 
different between the groups. However, a helpless-
ness subscale score of 19 (17–22) and a selfcoping 
subscale score of 23,50 (12,75–26,25) were the high-
est scores. The group comparisons for the HADS and 
the OAU are shown in Table 4. 

The severity of pain in the aware group correlated 
with the pain recovery rate with treatment (r=-.58, 
P<0.01), satisfaction with the pain treatment (r=-.52, 
P<0.01), selfcoping (r=-.52, P<0.01), conscious cog-
nitive interventions (r=-.48, P<0.01), anxiety (r=-.50, 
P<0.01) and depression (r=.32, P<0.05). 

The severity of pain in the unaware group corre-
lated with the disease duration (r=.35, P<0.05), the 
pain recovery rate with treatment (r=-.48, P<0.01), 
satisfaction with the pain treatment (r=-.41, P<0.05), 
selfmanagement (r=-.50, P<0.01), conscious cogni-
tive attempts (r=-.58, P<0.01), helplessness (r=-.35, 
P<0.01), the medical remedies (r=-.53, P<0.01), anxi-
ety (r=-.50, P<0.01) and depression (r=.42, P<0.05). 

Discussion

Anxiety and depression scores
Anxiety and depression are the most common psy-
chological problems in cancer patients, with preva-
lence rates varying between 25 and 50%.[2] The high 
rate of depression in the present study may have 
been due to the complaints of pain, in addition to 
cancer, in all participants. In one study,[21] psychiat-
ric disorders were reported to be infrequent in pa-
tients who were unaware of their diagnosis; posi-
tive expectations about the results of the treatment 
might be the cause of this observation. The rate of 
psychiatric disorders has been reported to be low 
in patients who were unaware of their diagnosis 
in a study by Ateşçi et al.[12] However, in that study, 
the authors reported that patients recognized their 
cancer diagnosis intuitively or in indirect ways; thus, 
the negative thoughts attributed to cancer might 
increase the rate of psychiatric disorders. Several 
case-control studies have revealed that there is no 
relationship between the disclosure of a cancer diag-
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Table 3.	 Comparison of median, 25% ve 75% percentile values of variables related to pain and pain treatment 
based on groups

		  Aware group (n=30)	 Unaware group (n=30) 
		  Median (25–75%)	 Median (25–75%)	 U	 P

Illness duration-month	 8 (5–13.5)	 7 (5–12)	 402.50	 >0.05
Karnofsky performance	 70 (40–80)	 60 (40–80)	 436.00	  >0.05
Pain duration	 3.5 (1.87–5.25)	 3 (1.75–5.5)	 423.00	  >0.05
Severity of pain (VAS)	 4 (2–8)	 4.5 (2–9)	 402.50	  >0.05
Pain is giving how much trouble	 6.5 (3.75–8)	 5 (2–8.25)	 411.50	  >0.05
How much trouble is giving pain to family	 5 (4–7.25)	 6 (3.75–9)	 392.50	 >0.05
How do you control your pain	 5 (3.5–7)	 5 (3.75–6.25)	 413.50	 >0.05
What will be your future pain	 1 (0–3.25)	 1 (1–2.25)	 437.50	 >0.05
How much has changed in the treatment of pain	 70 (50–80)	 50 (40–80)	 306.00	  =0.05
Satisfaction with pain management	 7 (5.75–9.25)	 7 (6–8.5)	 401.00	 >0.05
Nausea	 0 (0–2.5)	 3 (1–5)	 256.00	  <0.01
Vomitting	 0 (0–4.5)	 2 (1–5.5)	 296.00	 <0.05
Constipation	 4 (0–5)	 3 (1.5–6)	 339.00	  >0.05
Loss of appetite	 4 (0–7)	 4 (2–8.5)	 322.00	  >0.05
Fatigue	 5 (2–7)	 6 (2–8)	 394.00	 >0.05
Itching	 0 (0–2)	 1 (0–2)	 369.00	 >0.05
Nightmare	 0 (0–3.5)	 1 (0–4)	 368.00	 >0.05
Sweating	 3 (1–5)	 2 (1–7.5)	 419.00	 >0.05
Difficulty thinking	 1 (0–3)	 3 (0–5)	 333.00	 >0.05
Insomnia	 4 (1–5)	 3 (–5.5)	 387.00	 >0.05
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nosis and mental damage.[9] In fact, in one study, the 
Beck Depression Inventory scores were significantly 
lower in patients who recognized their diagnosis.[22] 
In a study by Tavoli et al.,[3] the anxiety and depres-
sion scores of the aware patients were 9.1 (±4.2) and 
9.1 (±4.1), respectively; the anxiety and depression 
scores of the unaware group were 6.3 (±4.4) and 7.9 
(±3.6), respectively. Statistically significant differenc-
es between groups were reported. In our study, both 
anxiety and depression scores were higher than 
those reported by Tavoli et al.;[3] however, anxiety and 
depression did not differ between the groups in our 
study. Our study did not support the hypothesis that 
more psychiatric disorders are observed in a group 
that is aware of the cancer diagnosis. In our study, 
the time of diagnosis was 4.6 (±3.0) months for the 
aware group and 4.1 (±3.2) months for the unaware 
group. In both groups, the time of diagnosis ranged 
from 1–12 months with no significant difference be-
tween the groups. However, Tavoli et al.[3] reported 
differences in the patients who experienced pain 
for a long time and prolonged disease duration. A 
study by Galloway et al.[23] that enrolled women with 
breast cancer also supported a correlation between 
the duration of pain and anxiety or depression. The 
authors did not find a relation between the sever-
ity of pain and anxiety or depression at 3- months 
follow-up, whereas they did find that pain was relat-
ed to both anxiety and depression at an18- months 
follow-up. Recent studies have reported that pain 
and the severity of pain were significantly associated 
with depressive and anxiety symptoms.[2,23–27] It has 
been suggested that anxiety and depression inde-
pendently contributed to the emergence of mental 
health and somatic symptoms,[27] pain-aggravated 

mood disorders.[25] Thus, a significant correlation 
between physical symptoms, such as pain, and de-
pression and/or anxiety might be more common 
in depressed cancer patients.[26] However, in some 
studies, depression was found to be more prominent 
than anxiety; therefore, pain has been suggested to 
directly correlate with depression.[2,25]

Pain coping scores
Cancer pain may be observed as both chronic and 
acute pain. Acute pain develops as a result of tissue 
damage; hyperactivity of the sympathetic nervous 
system shows a strong correlation with the level of 
anxiety, whereas chronic pain is related to depres-
sion and vegetative symptoms.[5] Furthermore, in 
our study, because patients with cancer had suffered 
from pain for a long time, the severity and duration 
of the pain correlated with depression. 

Studies have shown that patients using adaptive pain 
coping strategies experience less severe pain and 
less psychological distress.[8,28] In our study, pain-re-
lated coping was not statistically significant between 
the two groups. The lowest scores in both groups 
were recorded for the “conscious cognitive attempts” 
subscale. Consious cognitive attempts are defined as 
focusing on something instead of the pain and rein-
terpreting and imagining the sensation of pain.[18] Pa-
tients who learn pain coping strategies, such as “con-
scious cognitive attempts”, can live more efficiently, 
despite pain.[29] The highest scores were obtained on 
the “coping management” subscale among patients 
who were unaware of the diagnosis and for the “help-
nessless” subscale among patients who were aware 
of the diagnosis. “Helpnessless”, or the feeling of a 
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Table 4.	 Comparison of median, 25% and 75% percentile values of HADS and PCQ scores based on groups

		  Aware group (n=30)	 Unaware group (n=30) 
		  Median (25–75%)	 Median (25–75%)	 U	 P

HADS
	 Anxiety	 12 (9–14.5)	 13.5 (10–17,25)	 338.50	 >0.05
	 Depression	 10 (7.75–13)	 11.5 (9.75–15)	 339.50	 >0.05
PCQ
	 Self-management	 17 (15–25)	 23.5 (12.75 -26.25)	 426.00	 >0.05
	 Helplessness	 19 (17–22)	 18.5 (16–20)	 364.50	 >0.05
	 Conscious cognitive attempts	 13 (11–17)	 15.5 (11–18.25)	 409.00	 >0.05
	 Medical remedies	 16 (13–19.5)	 16.5 (13–21)	 429.00	 >0.05

HADS: Hospital Anxiety and Depression Scale; PCQ: Pain Coping Questionnire.
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disaster, selective abstraction, overgeneralization, 
and personalization, indicates cognitive distortions.
[18] Learning pain coping strategies has been reported 
to be important for the correction of pain behavior; 
thus, it is necessary to rule out negative methods and 
to strengthen positive coping methods.[18,30]

Disclosure of cancer diagnosis
In addition to medical treatment, cancer patients 
need psychosocial support to streng their positive 
pain coping behaviors. It is difficult for a mental health 
professional to provide psychosocial support a pa-
tient who is unaware of the diagnosis. If the physician 
avoids informing the patient about the diagnosis, the 
patient may suspect a poor prognosis for his/her can-
cer.[8] Patients who do not feel adequately informed 
often feel insecure about receiving help for symptoms 
due to the lack of information. In addition, insufficient 
information on the diagnosis, prognosis and treat-
ment options will increase anxiety and doubt.[31]

When terminal stage cancer patients come face to 
face with death, they exhibit a common medical 
condition, and treatment options with the potential 
for toxicity may need to be considered. These treat-
ment options may include standard therapy or ex-
perimental approaches, as well as supportive care.
[32] In this case, the patient’s preference is important. 
Bioethics supports incorporating patients in their 
own medical treatments. To rule out a patient’s de-
cision in a decisionmaking process is considered an 
insult against human dignity and autonomy.[33] Be-
ing aware or unaware of his/her diagnosis was not 
associated with variables related to anxiety, depres-
sion, pain intensity or pain treatment; these findings 
indicate the futility of hiding the diagnosis. Certain 
individuals may think that the patients in our study 
were advanced stage patients, and pain might most-
ly occur in the later stages of cancer. If it is useless 
to hide the diagnosis over time, not informing the 
patient about the diagnosis and ruling out the pa-
tient’s decision in the decisionmaking process take 
away the patient’s rights regarding proper selfasser-
tions. In studies.[32,34–36] In which patients were asked 
about their preferences regarding their treatment, 
the patients whose cancer-related distress was low 
(such as older patients, male, highly educated and 
childless patients) preferred quality of life; however, 
patients who were young and who had a child and a 

more functional health status preferred the prolon-
gation of life.[34] Instead of trying to protect a patient 
by not informing him/ her about the cancer diagno-
sis, we should investigate the ways to inform a pa-
tient about his/her cancer diagnosis without causing 
negative consequences.

Limitations
There are some limitations of this study: i) the study 
enrolled patients who were admitted for pain treat-
ment; ii) the sampling group was small; and iii) the 
study’s patients were more advanced stage cancer 
patients. Although a generalization is not appropriate, 
this is the first study which investigated the impact of 
knowing a cancer diagnosis on pain and coping with 
pain, and future studies and trials are necessary.

Conclusion
In this study, no differences were been found for 
pain and its associated variables or for anxiety, de-
pression, or coping with pain between patients who 
were aware of their cancer diagnosis and patients 
who were unaware. Patients who were unaware of 
their cancer diagnosis reported less improvement in 
pain, and more nausea and vomiting. 

In many countries, the guidelines are available for 
informing patients about their cancer diagnosis. In 
family centered culture in particular, relatives of pa-
tients and doctors concerned about talking about a 
cancer diagnosis. Our study and similar studies will 
provide scientific data to assuage their concern.
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