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ABSTRACT: Background/Aim. When dealing with metastatic cancer patients, family distortions, such as anticipatory
mourning, psychiatric and psychosocial disorders may occur. In the case of anticipatory mourning, there exists the risk
of the patient being “given up” as if he is already gone, which will only make the patient feel lonely, with numerous
problems occurring in the subsequent period of familial mourning. Currently, the importance of identifying the type of
mourning affecting families of cancer patients has become more and more clear, as this allows not only for greater
therapeutic success, but also avoids a high number of risks and complications that appear during the critical care
period. Our paper aims to identify and assess these risk factors in order to contribute to the optimization and success
of palliative therapy. Material and Method: We performed this study on a group of 78 subjects with metastatic cancer.
We developed a questionnaire in order to assess the patient-family relationship, family profile and the patient’s unique
psychological traits, in order to identify potential risk factors. Data processing was performed using Microsoft Excel; the
XLSTAT package was used to perform complex statistical tests (x2 test, Spearman correlation coefficient). Results and
Conclusions: Women are more prone to fears related to developing cancer themselves. No risk factors leading to the
development of significant pathological mourning were identified in our study group. However, the clinician who deals
with the treatment of the terminally ill cancer patient will have to include the following objectives related to the relatives
in the therapeutic plan: to motivate their involvement, but with the maintenance of a separation in order to maintain the

individuality; to keep their realism and to distinguish between normal/pathological mourning.
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Introduction

The shock of being diagnosed with metastatic
cancer and the imminence of death on the mental
balance of the relatives is highly distinct and
represents a major aspect of palliative medicine.

For the family, the terminal phase of relatives'
illness (anticipated pain) and the mourning period
are defined by high emotional load, caused by
changes in family functioning and the problems
they face.

Regarding the family as an undivided element
and given the turmoil that occurs in the course of
assisting the terminally ill patients, the process of
palliation is a clinical and ethical challenge for
medical staff [1-5].

Relatives may face the patient’s deterioration,
loss of future plans, and uncertainty about the
near future; changes that occur during the course
of the disease are most likely to cause pain, and
family members in this vulnerable position are
highly exposed to the development of
psychological disorders during care and after the
patient's death [6].

Mourning is a universal experience,
characterized by psychological mechanisms that
allow the acceptance of the loss of a loved one
and the elimination of pain by the progressive
transfer of interest in another direction.

While the loss of a loved one affects everyone,
cases have shown situations where much more
damage than average was incurred, an aspect
initially described by Freud in his work
"Mourning and Melancholia".

Currently the reaction of mourning is divided
into pathological and non-pathological [7,8].

A component of the palliative care system is
the delivery of psycho-emotional support to the
families of terminally ill patients in the first year
after death.

It is estimated that about 12-40% have
pathological reactions, with this subset requiring
more support than others [9].

Anticipating the loss is a way to prepare for
the real trauma-the death of a loved one, easing
the suffering [1].

The changes in behavior include an
enhancement of closeness, an in strong tendency
to bond with the loved ones and an overprotective
behavior.

This is accompanied by fears of abandonment,
anxiety, despair and helplessness [1].

Studies in literature have shown that the
presence of pathological mourning reactions has
been associated with increased incidence of
mental and organic disease among relatives.

It therefore stands to reason that identifying
and assessing the risk of pathological mourning
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can help protect these individuals from a future
psychological and physical burden [10,11].

The imminence of the death of a close person,
the expectation of mourning and the changes that
it will produce, are triggers for anticipatory pain;
this includes depression, extreme worry for the
dying person, preparation for death, and
adjustment to the changes caused by death
[1,12,13].

Aldrich's definition for anticipatory grief is
"pain that occurs before loss, being distinct from
that which occurs after loss"; however, the term
was first introduced by Lindemann, who, after
World War 11, observed the case of the soldiers’
relatives facing all stages of grief without the
death of the soldiers, in some cases resulting in
complete rejection of the ones that returned home
[13,14,15].

The anticipatory pain of loss differs from the
conventional one because:

* It is usually experienced by both the patient
and his family;

« |t is limited in time, as there is a final moment
of death;

* Theoretically, it should increase over time;

« It should be characterized by ambivalence;

« It may include a phase of hope [13].

Acute suffering during mourning is an
emotionally and cognitively intense
phenomenon, but grief is not a disease similar to
major depression or anxiety disorders.

Sadness and mourning aim to reconfigure the
individual who has suffered the loss.

From a clinical perspective, mourning is an
area of psychological processes, which can be
categorized into emotional regulatory processes
and learning processes.

When mourning is normal, it involves the
transformation and integration of pain, leading to
maintaining a feeling of deep connection with the
deceased, with their retention in long-term
memory and leading also to the imagining of a
future in which that person is absent [16].

There are losses that are more likely to lead to
complications of the grieving process: the loss of
a child, life partner or certain circumstances of
death, such as absence or separation from the
deceased person at the time of their death,
disagreement with said person or uncertainty
about health care services [16].

Although the pain of loss is a physiological
phenomenon, in 15-25% of cases it cannot be
anticipated.

Given the individual particularities and
nuances of every individual, the distinction
between normality and pathology in terms of

mourning can be difficult, the two being
separated by a very fine line [1,17,18].

It is however very important to identify the
type of mourning in order to avoid complications
and conduct therapy accordingly for those
families struggling with the difficulties of having
a cancer patient as part of their lives.

This paper aims to identify and assess risk
factors for pathological mourning in order to
better understand it with the hopes of reducing it
and increasing the quality of healthcare services
of palliative care patients.

Materials and Methods

This study was carried out on a group of
78 relatives of metastatic cancer patients,
hospitalized between April 15 and May 15, 2018
in the Oncology Department of the "Filantropia"
Municipal Hospital in Craiova. The design of the
study was observational-recording the perception
of the patients’ relatives, without influencing
them in any way. The study was approved by the
Ethics Committee and all the subjects recruited
were volunteers, and they have participated to the
study following the informed consent.

The research hypothesis was as follows: If
elements of pathological grief are present within
the family, there is a risk of the patient being
"given up", as if he is already gone, which will
only make the patient feel lonely, with numerous
problems occurring in the subsequent period of
familial mourning, and decreasing their treatment
compliance.

For this purpose, a specific questionnaire was
developed to evaluate the family members’
relationship with the patient, the family profile as
well as the psychological-individual one, in order
to identify potential risk factors.

The questionnaire was composed of
30 questions, evaluating the patient's
dependency, the presence of signs and symptoms
such as: fatigue, desire for isolation, fear,
decreased appetite, presence of guilt [10].

The answers received to these questions
scaled from 1 to 5 and were recorded in a
database in Microsoft Excel files, and were
statistically processed afterwards.

We used the XLSTAT add-on or SPSS in
order to perform complex statistical tests (32 test,
Spearman correlation coefficient).

Results

Analyzing the gender distribution, we found
that there is a significant larger percentage of
female than male caretakers, 69.23% vs. 30.77%
(Table 1).
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Table 1. Gender distribution of the study group.

Gender Number | Percentage
Females 54 69.23%
Males 24 30.77%

Taking into consideration that the national of
Romania consists of 48.6% men and 51.4%
women [19], we can say that there is a highly

and the gender distribution c in the study group),
the p-value calculated for the Z test for
proportions being <0.0001.

Analyzing the study group, we observed that
most relatives of patients with metastatic cancer
were in the fourth and fifth decade of life.

This means they were active, employed
persons, and the impact of the future loss has an
important mark on their social and professional

significant difference between these percentages life (Figure 1).
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Figure 1. Age distribution of the study group.

The majority of the caregivers already
experienced the loss of a close person, which
makes them more vulnerable to a new exposure
to this kind of pain (Figure 2).
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28.21%
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71.79%

Figure 2. Occurrence of previous loss.

No significant risk factors (previously
documented  psychiatric or  psychological

conditions) for developing pathological grief
were identified in the studied group.

Of the total population of Romania aged
10 and over, 44.2% have a low level of education
(primary, secondary or no school), 41.4% have a
medium level (high school, professional or
technical school) and 14.4 % have a higher level
of education [19].

In our study, the distribution according to
education (Table 2) shows an increased
percentage of caretakers with a higher education
level compared to the general population, which
could be correlated with a higher degree of
understanding the medical condition of the
oncological patient.

Table 2. Distribution of the study group
according to education level.

Education level | Number | Percentage
Low/Medium 59 75.64%
High 19 24.36%
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Regarding the status of the patient under care,
by questioning the relatives, we found out that

performance status corresponding to an ECOG 3

(Figure 3).
most patients are assessed as having a
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Figure 3. The level of dependence of the patient felt by the relatives.

As the next step, we wanted to observe if the
previous loss of relatives can influence the
assessment of the ECOG status.

We highlighted a statistically significant
correlation between these two parameters, which

means persons with a previous loss tend to

increase the dependency level of the patient
(Figure 4).
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Figure 4. ECOG correlation with previous loss (p-value 0.0371).
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Table 3. The distribution of the answers to the questionnaire, recorded using a Likert scale.

Q. Question 1. 2. 3. 4. 5.
no. Never Rarely Sometimes Often  Always
Q1 Dependent patient 16.67% 16.67% 21.79% 19.23% 25.64%
Q2 Lack of energy 26.92% 26.92% 35.90% 7.69%  2.56%
Q3  Too many duties 28.21% 23.08% 29.49% 10.26% 8.97%
Q4 Feeling tense 32.05% 23.08% 28.21% 8.97%  7.69%
Q5 Need to isolate yourself 46.15% 23.08% 21.79% 3.85% 5.13%
Q6 Sleep problems 38.46% 24.36% 29.49% 5.13%  2.56%
Q7 Fatigue in the morning 23.08% 32.05% 34.62% 6.41%  3.85%
Q8 Loss of appetite 47.44% 24.36% 16.67% 11.54%

Q9 Fear of illness 52.56% 20.51% 14.10% 3.85% 8.97%
Q10  Fear of being sick 60.26% 23.08% 8.97% 1.28%  6.41%
Q11  Limited capacity to help 44.87% 19.23% 19.23% 3.85% 12.82%
Q12  Fear of failure to help 38.46% 20.51% 26.92% 8.97% 5.13%
Q13  Feeling guilty 37.18% 24.36% 23.08% 11.54% 3.85%
Q14  Indifference to other things 42.31% 15.38% 29.49% 3.85% 8.97%
Q15  Angry at yourself 73.08% 8.97% 15.38% 1.28%  1.28%
Q16  Angry at others 83.33% 10.26% 5.13% 1.28%

Q17  Anxiety 58.97% 17.95% 17.95% 3.85%  1.28%
Q18  Providing help affects your social life  62.82% 16.67% 14.10% 5.13%  1.28%
Q19  Feeling fatigued lately 30.77% 37.18% 21.79% 7.69%  2.56%
Q20  Suicidal thoughts 89.74% 1.28% 3.85% 3.85%  1.28%
Q21  How often you offer help 10.26% 10.26% 15.38% 17.95% 46.15%
Q22  Feeling overwhelmed 34.62% 28.21% 17.95% 7.69% 11.54%
Q23  Feeling emotionally drained 44.87% 24.36% 19.23% 10.26%  1.28%
Q24  Denial of patient's diagnosis 33.33% 26.92% 24.36% 3.85% 11.54%
Q25  Curiosity about similar situations 15.38% 20.51% 29.49% 11.54% 23.08%
Q26  Overworking to forget 16.67% 12.82% 29.49% 20.51% 20.51%
Q27  Need for moral support 20.51% 28.21% 30.77% 7.69% 12.82%
Q28  The fate of the patient is unfair 20.51% 12.82% 16.67% 19.23% 30.77%
Q29  Fretfulness 66.67% 16.67% 8.97% 2.56%  5.13%
Q30  Overthinking patient’s illness 6.41%  7.69% 19.23% 17.95% 48.72%

By assessing the recorded answers (Table 3)
we found that the questions with higher scores
4. Often and 5. Always-are Q1-Dependent patient
(44.87%), Q21-How often you offer help
(64.10%), Q26-Overworking to forget (41.02%),

Q28-The fate of the patient is unfair (50.00%)
and Q30-Overthinking patient’s illness (66.61%).

The female gender is more prone to fear of
developing cancer themselves when confronted
with cancer in a family member and also are more
prone to emotional exhaustion (Figure 5).

Sex

2 5
3
0 -
1 ey
& ) 5.Always

- 4.0ften

"~ 3.Sometimes
’ 2.Rarely

1.Never

Thought of development
of the oncological condition

Figure 5. The correlation between sex and thought of development
of the oncological condition (p-value=0,0465).
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Due to the fact that we noticed a different age
distribution than the one of the general
populations of Romania, and because other
studies [20] suggest an association between
younger age and a lower level of complicated
grief, we analyzed the relationship between age
and pathological mourning.

We found a significant level of correlation
between age and fear of illness (Q9-r=0.398) and
between age and feeling tense (Q4-r=0.301).

Discussions

The answers recorded in our study do not
indicate the presence of a significant level of
pathological grief, overall.

The maximum value was 112 of a maximum
of 150 points (74.66%), while the average value
was 68.89+18.48 points, less than 50% of the
maximum score.

Our results point out subjectivity in the
perception of the patient's performance as
measured using the ECOG scale, influenced by
previous losses, the female gender being more
prone to it.

This is the only gender-related feature we
observed in the study group, though the data in
literature suggest female gender is linked to a
higher frequency of despair, anger, loss of
control, somatization, development of death
anxiety [21].

Although the previous reports indicate an
association between a young age of the caretakers
and a lower level of anticipatory grief, we were
not able to prove this hypothesis.

The only significant correlations were
between age and fear of illness/feeling tense,
respectively, which are normally found in elders.

An interesting finding was the increased
percentage of higher educated caregivers, almost
25%, which can be associated to a better
understanding of the patient’s condition and
could explain the lack of pathological mourning
elements in the study group.

This finding is consistent with the study of
Masferrer [22], which shows that having a better
education level is inversely correlated with the
development of complicated grief.

Despite not identifying the elements literature
describes as preceding a pathological mourning
in our present study, the importance of the
problem should not be minimized.

The lack of presentation of these elements
could easily be explained by the small number of
people interviewed in our study.

Due to the fact that most of the relatives of
patients with terminal cancer are left without
professional support during this period, the
doctor who manages the cancer treatment should
include the following objectives aimed at the
patient’s family members into their treatment
plan:

- Motivating family members to become
involved in the treatment effort while at the same
time maintaining some separation in order to
maintain individuality between these members
and the patient’s illness from a psychological
standpoint.

- Guiding their expectations and helping them
adapt and adjust to a fluid, complex and
ever-changing situation.

- Helping the family remain anchored in
reality with regards to their expectations and
also attempting to distinguish  between
normal/pathological mourning.

- Encouraging the family to make their peace
with the situation and helping them say their
goodbyes as the moment of exit us approaches
[1,4,7,13,23].

It is clear by this point that the aspects and
problems that arise within a family during the
terminal phase of cancer when a family member
is affected by it (anticipated grief) is extremely
important for physicians dealing with palliative
care cases [11].

There is a great necessity for adequate,
periodic assessment of the emotional status
patients and caregivers, in order to develop
effective programs aimed at preventing
psychological trauma and staging meaningful and
supportive intervention to ease grief and help
transition the family through this difficult
process.

There is no doubt that a better insight in this
area is required, to enhance family support, for
those families that are confronted with a cancer
case, regardless of its stage or possible outcome.

Out of these however, those cases that are
confronted with the near possibility of terminal
illness and death should be focused on in
particular as they represent a more difficult subset
to manage, posing more challenges that have to
be overcome in order to raise standard of care.
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