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Abstract A significant proportion of
cancer patients experience psychiat-
ric morbidity. Potential predictors of
psychiatric morbidity include patient
disease-related factors and factors
relating to the patient’s environment.
The aim of this study was to inves-
tigate the prevalence of psychiatric
morbidity and the relationship be-
tween the clinical or personal factors,
especially psychiatric morbidity, and
awareness of cancer diagnosis among
a group of Turkish cancer patients. A
total of 117 cancer patients were
assessed using the Structured Clinical
Interview for DSM-IV (SCID), the
Hospital and Anxiety Depression
Scale (HADS) and the General
Health Questionnaire (GHQ). Of
these patients, 30% had a psychiatric
diagnosis. Adjustment disorders
comprised most of the psychiatric
diagnoses. Awareness of the diagno-
sis of cancer, history of previous
psychiatric disorders, pain and stress
factors were correlated with psychi-
atric morbidity. Of the 117 patients,

64 (54.7%) were unaware of the
diagnosis of cancer. Most of the
patients (67.9%) who were consid-
ered to be aware of the cancer diag-
nosis stated that they had guessed
their illness from the treatment pro-
cess or drug adverse effects. Psychi-
atric morbidity was significantly
higher in the patients who knew that
they had a cancer diagnosis (P=0.03).
These findings suggest that the
awareness of cancer diagnosis is re-
lated to the presence of psychiatric
morbidity. In particular, the under-
standing of the diagnosis indirectly
may be stressful to the patient be-
cause it arouses suspicion about the
cancer and treatment, and conse-
quently can lead to psychiatric dis-
turbance. In Turkey honest disclosure
of the true diagnosis is still not
common for cancer patients and it
seems to be essential to improve this
situation.
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Introduction

Previous studies have demonstrated an increased risk for
psychiatric morbidity among cancer patients [1, 24].
Because of the frightening and potentially stigmatizing
nature of the disease, those with cancer may experience
emotional and psychological distress. Physicians should
be aware of the type of patient likely to experience
difficulties, to allow them to detect and treat problems
earlier or refer the patient to a psychiatrist more appro-

priately. Untreated psychiatric disorder in the presence of
comorbid conditions may result in more frequent clinic
visits, increased costs, extended hospitalization and re-
duced compliance and quality of life [5, 44]. Failure to
evaluate comorbid psychiatric disorder may lead to
serious consequences, such as suffering, hopelessness,
suicidal thoughts and decreased treatment compliance [9,
22, 40].

Potential predictors of psychiatric morbidity include
patient-related factors, disease- and treatment-related
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variables such as pain and other physical symptoms,
being aware of the diagnosis of cancer, and factors related
to the patient’s environment such as social support [33,
36]. According to a study from India, psychiatric mor-
bidity is significantly lower in patients who are “unaware”
of the diagnosis of cancer and who have a more hopeful
outlook on the outcome of treatment [2]. On the contrary,
in a study by Hosaka et al. in Japan [28], the prevalence
rate of psychiatric disorders was 42.9% in the informed
group and 48.3% in the uninformed group, suggesting that
concealing the true diagnosis is not related to the presence
of psychiatric disorder in Japanese cancer patients. On the
other hand, some studies have shown that the possible
cost of poor communication with cancer patients include
increased anxiety, distress, coping difficulties, and non-
compliance with treatment [21, 35]. A study performed in
Turkey, which is both an Asian and a European country,
has shown a low awareness (44%) of the diagnosis of
cancer. However, the relationship between awareness and
psychiatric morbidity was not investigated in that study
[10].

We conducted this study in an attempt to evaluate the
psychiatric morbidity in Turkish cancer patients, and the
factors that may be related to psychiatric disorder and
how the awareness of a cancer diagnosis influences the
psychiatric morbidity in these patients.

Patients and methods

The subjects in the present study were cancer patients who had
undergone chemotherapy in different departments (gynaecology
and obstetrics, general surgery, internal medicine and oncology) at
the Medical School of Pamukkale University Hospital. Admitted to
the units between September 2000 and May 2002 were 131
patients. The patients were informed that the aims of study were to
determine the prevalence of psychiatric morbidity and to assess
their awareness of the illness from which they were suffering.
Although an effort was made to recruit a consecutive series of
cancer patients admitted to the units, three patients refused to
participate, and 11 patients with terminal illness, impaired cogni-
tive function or illiteracy were excluded. Thus, 117 patients
participated in the study. Sociodemographic data were obtained
from medical records.

The Hospital Anxiety and Depression Scale (HADS) and the
12-item General Health Questionnaire (GHQ-12) were adminis-
tered by a specially trained nurse. On the same day, each patient’s
psychiatric status was evaluated in a detailed psychiatric interview
by a psychiatrist who did not know the scores on the two scales. A
psychiatric diagnosis was made according to the criteria of DSM-
IV with the SCID-I form. Also, the patients’ awareness of the
diagnosis of cancer, psychosocial stressors and cancer-related pain
were determined during the same interview. Patients’ awareness of
the diagnosis of cancer was determined after detailed questioning.
Patients were asked tactfully about the nature of their illness and
the reasons for hospital admission.

The following questions were asked: “What do you think you
are suffering from?” and “Why do you think you are in hospital?”.
Based on the responses to these questions a decision regarding
awareness or nonawareness of disease diagnosis was made by a
psychiatrist. Psychosocial stressors were classified according to life
events using the DSM-IV multiaxial diagnostic system. In evalu-

ating the stress factors, a period of 1 year before the interview was
taken into consideration. However, psychosocial stressors that had
clearly contributed to the development of the psychiatric disorder
but happened earlier were also accepted as stress factors [3]. The
presence or absence of cancer-related pain was assessed by patient
self-reporting.

Instruments

General Health Questionnaire

The GHQ was designed to give a general indication of a possible
psychiatric case rather than being indicative of a specific diagnosis.
The original 60-item version is rather lengthy; therefore shorter
versions are commonly used. The 12-item form of the GHQ was
used in our study population. For the GHQ-12, Likert-type scoring
(0, 1, 2, 3) is used. Kılı� [29] performed validity and reliability
studies of the Turkish version of GHQ-12, and the cut-off score was
accepted as 10/11.

The Hospital Anxiety and Depression Scale

The HADS was developed to rate anxiety and depression in patients
with physical illness, and consists of two subscales, one assessing
anxiety and one depression. Each item is rated on a scale of 0–3,
with higher scores indicating greater psychological distress. The
summarized minimum score of each of the seven-item subscales is
0 and the maximum 21 [46]. The reliability and validity of the
Turkish version of this questionnaire has been established in
Turkish patients, and it has been reported that the optimum cut-off
point in the anxiety subscale score is 10 and in the depression
subscale score is 7 [6]. Furthermore, in our previous study, the
Turkish version of the HADS was found to be satisfactory for
screening psychiatric disorders in cancer patients [5].

Structured Clinical Interview for DSM-IV—
Clinical Version (SCID-I/CV)

This clinical interview inventory was described by First et al. [23]
and was constructed partially towards DSM-IV Axis I diagnoses. It
not only provides standardization in the process of evaluation but is
also convenient to use. Turkish validity and reliability studies were
performed by Ozkurkcugil et al. [38].

Statistical analysis

The Chi-squared test or the Fisher exact test for 2�2 tables was
used to evaluate associations between psychiatric disorder and
sociodemographic, personal and disease-related factors. Median
scores for anxiety and depression were compared between groups
(e.g. females vs males, patients with pain vs those without pain)
using the Mann- Whitney U-test. Group means were compared
using an unpaired t-test. The degree of correlation between the
scores of the GHQ and HADS and the duration of cancer was
determined using Pearson correlation analysis. All analyses were
conducted using SPSS for Windows (version 10.0).

Results

The sociodemographic and medical data for the 117
patients are summarized in Table 1. Their mean age was
53.7€14.2 years. Female patients were significantly
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younger than male patients (t=�2.95, P=0.004). Most of
the patients were educated to primary school level
(78.5%). The time elapsed since the diagnosis of cancer
was between 1 and 12 months for most of the patients
(n=93, 79.5%).

Of the 117 patients, 64 (54.7%) were evaluated as
being unaware of the cancer diagnosis, and 53 (45.3%) as
being aware of their illness. Most patients (67.9%) stated
that they had guessed the diagnosis of cancer from the
treatment process or drug adverse effects. Only 17
patients (14.5%) stated that they had been fully informed
about their diagnosis of cancer by their physicians. The
duration of illness of 82% of the patients who were
unaware of their diagnosis was less than 1 year. With
regard to the relationship between awareness and cancer
type, the majority (92.3%) of patients with breast cancer
were aware of their diagnosis, but the proportions of
patients with gynaecological cancer, gastrointestinal
cancer and haematological cancer who were aware of

their diagnosis were low (40%, 27% and 25%, respec-
tively).

The standardized interviews revealed that 35 patients
(30%) had a psychiatric disorder (Table 2). Adjustment
disorders accounted for 48.5% of all diagnoses, and had
an associated prevalence rate of 14.5%. The other most
diagnostic class was major depressive disorder whose
prevalence rate was 13.7% and which accounted for
45.7% of all diagnoses. Eleven patients (9.4%) had a
previous psychiatric disorder, five with an anxiety disor-
der, five with a depressive disorder and one suffered from
alcohol abuse. Psychiatric disorders were significantly
more frequent among this group of patients (n=7, 63.6%)
than among those without a psychiatric history (26.4%;
Fisher’s exact test, c2=6.58, P=0.01).

Pain was reported by 40 patients (34.2%). The de-
pressive disorders (42.5%) were more frequent among
cancer patients with pain than among those without pain
(18.2%; c2=7.99, P=0.005).

The prevalence of psychiatric disorder was signifi-
cantly more frequent in patients who were aware of their
diagnosis (39.6%, n=21) than among those who were
unaware (21.9%, n=14; c2=4.5, P=0.03). Psychiatric
disorder was also more frequent in patients who guessed
the diagnosis from the treatment process (38.9%) than
among those who were unaware (21.9%), although the
difference did not reach significance (c2=3.3, P=0.06).
The informational status with regard to cancer diagnosis
was not significantly related to sociodemographic fea-
tures such as sex, educational level, age, pain and stress
factors.

Psychosocial stress factors were reported by 56% of
the patients. Most of the stress factors were related to lack
of family support (n=42, 35.9%). Of these patients, 36
(85.7%) complained of unsatisfactory relationships with
their spouse and children, and suffered from helplessness
and feelings of loneliness. These problems were followed
by financial problems (8.5%) and employment-related
stress (1.7%). Patients with psychiatric disorder had
experienced considerably more psychosocial stress
(n=24, 68.6%) than those without psychiatric disorder
(n=11, 31.4%; c2=8.58, P=0.0003).

The means of the total HADS scores, and the HADS
depression and anxiety subscale scores, and the GHQ
scores for female patients, and patients suffering from pain
and lack of family support were significantly higher than

Table 2 Psychiatric disorders
in cancer patients

Diagnostic category n Percent with psychiatric diagnosis

Major depressive disorder 16 45.7
Adjustment disorder with depressed mood 15 42.8
Adjustment disorder with anxious mood 2 5.7
General anxiety disorder 1 2.9
Somatization disorder 1 2.9

Total 35 100

Table 1 Demographic characteristics of cancer patients (n=117).
Values are number (%) of patients, except age in years (mean€SD)

Characteristic No. (%)

Sex

Male 57 (48.7)
Female 60 (51.3)

Age 53.7€14.2

Marital status

Married 96 (82.1)
Divorced 1 (0.9)
Widowed 15 (12.8)
Single 5 (4.3)

Educational level

Primary 92 (78.6)
High 16 (13.7)
University 9 (7.7)

Cancer diagnosis

Haematological 36 (30.8)
Gynaecological 15 (12.8)
Gastrointestinal 18 (15.4)
Lung 16 (13.7)
Urological 9 (7.7)
Breast (female) 11 (9.4)
Skin 3 (2.6)
Head-neck 7 (6.0)
Unknown primary 2 (1.7)
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those of their counterparts (Table 3). Due to the fact that
the majority of breast cancer patients were aware of their
diagnosis, it would be expected that these patients would
suffer from more psychological distress. Since being
female could have been a confounding variable for
significantly higher scores on all scales, we considered it
necessary to perform an additional statistical analysis
excluding the 11 female patients with breast cancer. The
result of this analysis showed that the mean of the scores of
all scales for females were significantly higher than that for
males (GHQ P=0.01, total HADS P=0.01, HADS anxiety
subscale P=0.03, HADS depression subscale P=0.02).

The time elapsed from the diagnosis of cancer (in
months) was positively correlated with the GHQ and
HADS scores (Pearson’s correlation test: r=0.242,
P=0.009; r=0.181, P=0.05). The scores of all scales were
found to be significantly higher in patients whose duration
of illness was more than 1 year. Suffering from a
psychiatric disorder was also more common (37%) among
these patients than among patients whose duration of
illness was shorter than 1 year (28%), although the
difference did not reach statistical significance.

Discussion

The frequency of psychiatric morbidity was 30% (ac-
cording to DSM-IV criteria) in our study group which
consisted of 117 cancer patients who received chemo-
therapy and were not in a terminal state. The prevalence
of psychiatric disorder in cancer patients varies greatly
among studies, ranging between 9% and 60% [1, 14, 15,
16, 31]. The 30% overall prevalence of psychiatric
morbidity among cancer patients is almost the same as
the 29% prevalence reported by Hardman et al. [26] and
Le Fevre and Devereux [31] who used standardized
psychiatric interviews. Higher prevalence rates, between
38% and 60%, were found in the other studies [2, 14, 15,
16]. The presence of organic mental disorder especially

may increase the prevalence of psychiatric morbidity in
terminally ill cancer patients. In their research of termi-
nally ill cancer patients, Minagawa et al. [34] found that
53.7% of their sample met the DSM-III-R criteria for a
psychiatric disorder and 42% had a cognitive impairment.
The relatively low prevalence rate (30%) can be ex-
plained by exclusion of the patients with cognitive
impairment from our study.

Major depression is diagnosed in cancer patients with a
prevalence of 25% during the clinical course of the illness
[4, 39]. Derogatis et al. [15] reported that 47% of the
cancer patients in their study had a psychiatric diagnosis
and adjustment disorders accounted for 68% of all diag-
noses [4, 30]. Depressive disorder (45.7%) and adjustment
disorder with depressive mood (42.8%) were the most
common diagnoses in our patients as previously reported
[2, 26]. In our study, the high GHQ and HADS scores were
associated with prolonged duration of illness and being
female. Studies on cancer patients suggest that prolonged
duration of illness and female gender are significant risk
factors for psychological distress [1, 12, 19, 36].

Our results also confirmed that prior history of
psychiatric disorder, the presence of pain and family
support are determinants of vulnerability to psychiatric
disorder during the course of cancer, as previously
reported [8, 11, 30, 33, 36]. The experience of having a
life-threatening illness such as cancer would normally be
expected to produce significant psychological distress
and, consequently, patients with past psychiatric disorder
could have difficulties in coping with the new condition.
Evidence-based data indicate that pain and depression co-
occur [30]. Derogatis et al. [15] reported that, of cancer
patients with a psychiatric diagnosis, 39% reported severe
pain, compared with only 19% of such patients who did
not have a psychiatric diagnosis. Moreover, 15% of the
patients with significant pain had symptoms of major
depression. Similarly, psychiatric disorder—especially
depression—was more common in our patients who were
suffering from pain. Pain among cancer patients may have

Table 3 Inventory scores HADS HADS-depression HADS-anxiety GHQ

Sex

Female (n=57) 13.21€9.68 6.87€5.24 6.33€5.04 15.01€7.01
Male (n=60) 8.31€7.98 4.31€4.48 4.03€3.83 11.26€5.33
t value 2.96** 2.84** 2.78** 3.26***

Pain

With pain (n=40) 13.65€10.23 7.15€5.66 6.55€5.01 15.15€6.95
Without pain (n=77) 9.16€8.29 4.74€4.46 4.42€4.20 12.02€5.96
z value �2.33** �2.22* �2.42** �2.28*

Psychosocial stress

Present (n=36) 14.66€9.72 7.86€5.42 6.80€4.94 16.50€7.27
Absent (n=81) 8.93€8.46 4.54€4.49 4.41€4.25 11.58€5.46
z value �3.38*** �3.31*** �2.81** �3.62***

*P<0.05, **P<0.01, ***P<0.001
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predictive value for depressive disorder. The patients with
psychiatric disorders had more psychosocial stress related
to family interactions in this study. Bloom and Spiegel [8]
found that quality of family support was positively related
to the patient’s sense of well-being. Lack of emotional
and financial support causes a tendency towards anxiety
and depression in cancer patients [36]. Psychosocial stress
may contribute to the continuation of such psychological
complaints and the development of psychiatric disorder.

Effective and clear communication is essential to the
physician–patient relationship in the care of cancer pa-
tients. Despite increasing recognition of the need for
effective doctor–patient communication, there are still
wide variations in communication with cancer patients. In
the Western world, honest disclosure to the patient of the
truth about a cancer diagnosis has been the common
approach. In the Middle East and the Mediterranean region,
religious, social and cultural factors are also involved,
whereas in the West it is regarded completely as a personal
matter [25, 45]. It has been found that 97% of doctors in the
USA feel that they should tell the patient about his/her fatal
illness and 78% of them have already done so [32, 42]. But
in many countries nondisclosure is still common [27, 28].
Over half of our patients (54.7%) being unaware of their
cancer diagnosis may be explained in two ways.

First, the low rate of awareness may reflect the attitude
of the doctor in avoiding informing patients about a
cancer diagnosis, as found in studies from the other
oriental countries [13, 20, 45]. Clinical experience and
research evidence suggest that many cancer patients in
Turkey are not well informed about their diagnosis and
prognosis, although relatives are informed [16]. The
diagnosis of cancer is interpreted as being equivalent to a
death sentence by most people in Turkey, as in many
Middle Eastern countries. Therefore, the family of a
patient may insist on the patient not hearing the word
cancer [16, 41, 43]. They often fear that the outcome of
treatment could be negatively affected by the patient
being informed of the actual condition by a health
professional, and the patient could develop severe psy-
chiatric problems. As a result, it has been reported that
40% of physicians have never informed their patients
about a cancer diagnosis and the percentage of patients
knowing their diagnosis is low (27–44%) in studies from
Turkey [10, 16, 17, 18, 21]. However, two Turkish studies
have shown that 82–88% of patients with cancer are
aware of their diagnosis. The authors concluded that this
high percentage may reflect a concerted effort to increase
the level of physician–patient communication about
diagnosis and prognosis in their institutions [41, 43].

Second, the low rate of awareness may be related to
denial as a defence mechanism. It is well known that
patients may often react with denial in the early period of
the disease [22]. Most of our patients who were in the
early period of their disease were considered to be
unaware of the diagnosis of cancer. When confronted

initially with a diagnosis of cancer, most patients expe-
rience a short period of shock, such that the diagnosis may
actually be disbelieved. In this period, denial acts as a
defence mechanism permitting the patient to avoid
awareness of some painful aspects of the diagnosis.
There are some inconclusive reports that denial is more
commonly found in oriental cultures [2, 7, 17]. Two
Turkish studies imply that 60–70% of cancer patients may
use the defence mechanism of denial [21, 37].

A lower rate of psychiatric disorder was observed in the
unaware patients in the present study. Similarly, in India,
which has an Eastern culture, it has also been demonstra-
ted that psychiatric disorders occur to a lesser extent in
patients who are not aware of their cancer diagnosis. The
authors concluded that these patients had a more hopeful
outlook as to the outcome of treatment [2, 13]. On the
other hand, most of the aware patients in our study group
were not well informed by their physicians about the
cancer diagnosis and they stated that they obtained
information indirectly. This may be related to the higher
frequency of psychiatric disorders in the aware patients.
Communication and providing satisfactory information
about diagnosis, treatment and consent have important
implications for psychological adjustment of cancer pa-
tients [35, 41, 43]. Understanding of the diagnosis
indirectly, without having satisfactory information, may
cause the individual to be stressed because of arousing
suspicions of cancer and of the treatment. The uncertainty
may lead to the intrapersonal conflicts and consequently
the risk of psychiatric disorders may increase.

In conclusion, this study showed that 30% of cancer
patients met the criteria for a psychiatric disorder, and the
most common type was an adjustment disorder. Addi-
tionally, our results confirm that psychiatric disorders
were closely related to factors such as the period of
illness, previous psychiatric problems, pain, stress and
female gender. Unlike patients reported from Western
countries, there was a low awareness of cancer diagnosis
in our study group. This can be explained by poor
physician–patient communication or by denial. In Turkey,
because the diagnosis of cancer is generally regarded as a
death sentence, physicians may be reluctant to reveal the
exact diagnosis and prognosis to the patient directly.
Perhaps this uncertainty may contribute to denial as a way
of preventing hope for patients. The high prevalence of
psychiatric disorders among the aware patients may be
related to having inadequate information. Supporting
systems through which patients can get more information
and learn coping skills seems to be essential.

The methodological advantage of this study was its
detailed evaluation of the psychopathology using struc-
tured interviews and standard diagnostic criteria. How-
ever, the study sample was not large, and the results
cannot be representative of all cancer patients in Turkey.
Nevertheless there is a clear need in Turkey to provide
more informational support to patients with cancer.
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