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ABSTRACT
Introduction: embarrassed emotional experience may affect the ability to oncology patient effectively cope with cancer, 
symptoms and treatment. Distress extends a long period, from common, normal feelings of vulnerability, sadness and fears 
to problems of PTSD, depression, anxiety, panic, social isolation and the perception of spiritual crisis. The aim of the research 
is to determine the level of distress and PTSD in cancer patients. Patients and Methods In a prospective, cohort study cases 
from 2011- 2014 were included patients with cancer who are treated under the supervision of his chosen family medicine doc-
tor. Including a factor for the participation of patients in the study is that from the moment of diagnosis of malignant disease 
passed <12 months. The total sample was 174 of the planned 200 (response rate=87%). The subjects were divided into three 
groups. A key factor in the creation of the group was the time elapsed from the moment of acknowledgment and confirmation 
of the diagnosis: T1 <14 days, n=56 patients; T2>14 days-<6 months, n=79 patients; T3>6 months n=39 patients. To achieve the 
set goals of the research was used instruments of 3 questionnaires: Questionnaire on the clinical characteristics of patients 
with malignant disease, demographic and individual characteristics; questionnaire distress oncology patient–hospital scales of 
depression and anxiety, HADS scale (Hospital Anxiety and Depression Scale - HADS) and a rapid test for self-assessment of the 
symptoms of PTSD. Results Age of patients was 54.63 ± 11:46 years, and the age of the respondents when they were diagnosed 
with cancer 54.34 ± 11.26 years. The prevalence of distress was a high 76% 82x higher than expected), and PTSD 55%. Predic-
tors of burnout syndrome in cancer patients are all important determinants of malignant disease: the time elapsed since the 
diagnosis of the disease which determines the clinical status of malignant disease (β=0.280; P=0.001; 95% CI, 0742-2259), 
discovered metastases (β=0.304; P=0.001; 95% CI -2621 to 0978) and treatments (β=0.160; P=0.031, 95% CI 0050 to 1.060). 
Conclusion The problem of distress in cancer patients is widespread and has a high prevalence of 76% in our environment, while 
still absent intervention and treatment.
Key words: distress, post-traumatic stress disorder, cancer patients, psycho-oncology.

1. INTRODUCTION
Distress, post-traumatic stress disorder (PTSD) and 

depressive disorders are common in cancer, but are un-
fortunately often unrecognized and untreated (1). Many 
researchers have come to the conclusion that the oncology 
patients common difficulty expressing emotions, inability 
to open expression of aggression and suppression of depres-
sive moods. In short, these people are well adapted to oth-
ers, and alienated from himself (2-3). One third of patients 
with cancer develops a mental disorder for which there is 
a necessity of treatment (4). Diagnosing mental disorders is 
difficult because the clinical picture superimposed psychic 
and somatic symptoms, particularly in relation to pain (2). 
Patients are often anxious, but at the time they submit to 

treatment when a doctor suspected malignant disease (5). 
These insights have developed a new medical discipline of 
psycho-oncology. It was first on the psychological impact 
of cancer spoken in 1970 in the United States (US). Psycho-
oncology can be viewed in terms of two dimensions. The 
first examines the psychological reactions of patients in all 
stages of the disease, as well as family members and oncol-
ogy healthcare staff. The second refers to the study of psy-
chological, social and behavioral risk factors that influence 
the course of the disease itself, metastases and survival (2). 
Centuries old stigma about cancer prevents patients to talk 
about their diagnosis, but also slows down the development 
of psycho-oncology (3). A first encounter with the diagnosis 
of malignant disease puts people in intense emotional reac-
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tions than in the encounter with any other disease. The as-
sumption is that the knowledge that a patient suffering from 
cancer as a direct threat to life and early death, represents 
the exposure to catastrophic traumatic event or stressor 
strong high intensity that results in acute stress reaction 
or powerful stressor exposure acute catastrophic situation 
(7- 9). At the moment of awareness of his cancer, the patient 
must use a series of adaptive defense to maintain psycho-
logical balance. The situation is comparable to dealing with 
death. Under the influence of stress will weaken the defense 
forces of the organism in which not only important intensity 
stressors, but also a person’s ability to cope with it (9). The 
aim of the research is to determine the level of distress and 
PTSD in cancer patients.

2. METHODS AND SUBJECTS
In a prospective, cohort study of the case of the 2011 -2014 

were included patients with cancer who are treated under 
the supervision of his chosen family doctor/family medicine 
in Tuzla, Zivinice and Celic. Including a factor for the par-
ticipation of patients in the study is that from the moment 
of diagnosis of malignant disease passed <12 months. The 
total sample size was n = 200, and the participation is vol-
untarily them n = 174 (response rate in the study, 87%, 174 of 
200). The survey was conducted by interviewing, and survey 
instrument were questionnaires. The subjects were divided 
into three groups. A key factor in the creation of the group 
was the time elapsed from the moment of acknowledgment 
and confirmation of the diagnosis of disease: T1 <14 days; 
T2> 14 days- <6 months; T3> 6 months questionnaire, used 
in this study, the subjects filled in anonymously with the 
help of FM team or caregivers. The criteria for exclusion of 
patients from the study were cancer patients who were di-
agnosed chronic psychiatric illness that needed monitoring 
and treating psychiatrist in >3 different time intervals. To 
achieve the set goals of the research was used instruments 
of 3 questionnaires: Questionnaire on clinical characteris-
tics of malignant disease patients with demographic and 
individual characteristics; questionnaire distress oncology 
patients, hospital scales of depression and anxiety, HADS 
scale (Hospital Anxiety and Depression Scale) (10) and a 
rapid test for self-assessment of the symptoms of PTSD (11). 
HADS scale measures distress in cancer patients, anxiety 
and depression. For cancer specific questionnaire consists 
of two subscales: subscale anxiety and depression subscale. 
It contains 14 items that describe potential everyday stress 
in cancer patients in all spheres of life. The answers to 
every problem item-respondents can answer in two ways 
according to the Likert scale of 1-4 (never, rarely, usually, 
almost always) (13). Answers to questions 2,4,7.9, 12 and 14 
are inverted. Score distress to questions 1.3.5., 6, 8,10,11,13 
8-16 = (a) + score of distress for questions 2,4,7,9,12,14 = 18-23 
(HADS b) score distress HADS first distress 8-16 points 2. 
Not> 17 points; Distress score a first distress 18-23 points 2. 
Not <17 points (10). A short (“quick”) PTSD questionnaire 
contains 13 questions drafted in a yes or negation (11). Sta-
tistical analysis was made by SPSS 18.0 (Chicago, IL, USA) 
and MedCalc 9.2.0.1 (MedCalc, Belgium). There have been 
basic tests of descriptive statistics, showing the measures 
of central tendency and dispersion. By comparing the two 

average values   will be, given the nonparametric distribu-
tion variables was performed using the Mann-Whitney test. 
Quantitative variables if necessary comparisons 3 mean val-
ues   were conducted one-way ANOVA, where the same were 
distributed by the normal distribution. For variables that 
were not distributed by the normal distribution was used 
nonparametric alternative - Kruskal-Wallis test. Categorical 
variables were analyzed by χ2-test. It was used Spearman 
correlation test and multiple logistic regression analysis to 
test the predictive potential demographic (individual) char-
acteristics and medical characteristics of the disease, the 
value of HADS and PTSD. All statistical tests were carried 
out with a level of statistical probability of 95% (p <0.05).

3. RESULTS
In the total sample (N = 200), adequate answers to the 

questionnaires gave the 174 participants, 83 men and 91 
women (response rate = 87%). Among them were 91 women 
(51%) and by gender no statistically significant differences 
between subjects (P = 0.332). The mean age of patients was 
54.63 ± 11:46 years, and the mean age of the respondents 

Sample characteristics (No=174) N %
Sex
Male 83 48
Female 91 52
Age
<30 7 4
30-39 20 11
40-49 21 12
50-59 63 36
60-69 55 32
>70 godina 8 5
Tumour localisation
Breast 65 37
Abdominal 37 21
Head and neck 35 20
Gynecological and ulogical 6 4
Lung 30 17
Other 1 1
Treatment
Surgery 43 24
Chemotherapy 12
Radiotherapy 8 5
Palliative Care 13 8
Surgery and Chemotherapy 89 51
Surgery and Chemotherapy 89 51
Working state 89 51
Go to work 33 19
Unemployed 37 21
Retired 81 47
Sick leaves 23 13
Metastasis
yes 53 30
no 95 55
unclear 26 15
Passed time since diagnosis of carcinoma 
(groups) 
I: <14 days 56 32
II: from 14 days to 6 months 79 46
III: > 6 months 39 22

Table 1. Sample Characteristics
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when they were diagnosed with cancer 54.34 ± 26.11 years. 
The most common cancer in our patients are breast cancer 
n = 65 (37%), malignant diseases of stomach body n = 37 
(21%), the incidence of malignant neoplasms unexpected 
cranium n = 35 (20%) and lung n = 30 (17%) and only n = 6 
(3%) are malignant diseases of the genitourinary tract. But 
in the age of 28- 35 years we found: 3 cases of breast cancer, 
7 cases of lung cancer and 6 malignancies cranium. Among 
the sick unemployed is 21%, and 47% of retired respondents. 
Metastases are not developed in 55% of cases. Most patients 
were treated with combined chemotherapy and surgical 
treatment 89 (51%), only operative treatment had 43 (24%) 
patients, and oncology radiotherapy was used in 8 (5%) 
of the respondents. Palliative care is treatment in 13 (8%) 
respondents. The fi rst group consists of 56 subjects where 
the knowledge from the moment they are suff ering from 
malignant diseases have been less than 14 days. The second 
group includes respondents who have cancer for a period of 
14 days to 6 months, 79 (Group II), and III group 39 patients 
whose disease has a history of more than 6 months (Table 1).

The most common perception of distress of cancer pa-
tients reported in the perception of discomfort in the stom-
ach 63%; do not care about their appearance 61%; emotionally 
and physically exhausted as they are burnout (60%); feel 
they were stopped and captured 58%; have the discomfort 
associated with a feeling that should be on the move (58%); 
suddenly feel the panic 57% and were constantly worried 
about 46%. With fearful anticipation of the worst present 
in 31% of subjects. Self-motivations to help them in a situa-
tion of distress and burnout are sometimes: enjoy everyday 
things 50%, laughing and looking at things from the bright 
side, 67%, are full of life 72%, it is easy to sett le down and 
relax 47%, let them rejoice events 68 %, and can relax with 
a radio, TV or a good book (57%) (Figure 1).

According to the average values   of the HADS score cap-
tures the dominance of distress compared to self-motivating  
factors. Distress suff ered 76% of respondents (132 of 174): 
aHADS = 19:24 ± 4.804 compared to bHADS = 12:48 ± 3,927. 
According aHADS in the fi rst group, 14 in relation to the 
remaining 42 (n = 56) subjects adapts to acute stress situa-
tion. In the second group (prolonged stress responses) 28 
successfully overcomes the problems with the perception 
of events in connection with a malignant disease as com-

pared to 51, which can not (n = 79). Unfortunately, in the 
third group, motivators are off  (0 respondents have self 
motivation). According to discover groups distress I: II: III 
= 42: 51: 39 = 75%: 65%: 100%. The diff erence between the 
groups was highly statistically signifi cant, Pearson χ2 test 
= 17.946, P = 0.001. Predictors of distress in cancer patients 
as time elapsed since diagnosis of the disease (duration of 
exposure “cancer” (P = 0.001), discovered metastases (P = 
0.020), and being male (P = 0.011; multivariate regression 
analysis ANOVA) (Table 2 ).

Predictors
β and 95% confi dence interval (95% 

CI)
β P 95%CI

Tumor localization 0.016 0.840 -0.353-0.434
Passed time since diagnosis 
of carcinoma (groups) 0.278 0.001 0.792-2.831

Metastasis -0.188 0.020 -2.491- -0.220
Type of treatment 0.077 0.347 -0.354-1.001
Age when diagnosed car-
cinoma -0.103 0.712 -0.274- -0.188

Sex 0.212 0.011 0.462-3.543

Age 0.104 0.711 -0.186- 0.272

Table 2. Predictors of distress (aHADS-scale as dependent 
variable); independent variables: tumor localization, passed time 
since diagnosis of carcinoma, metastasis, type of treatment, 
age when diagnosed carcinoma, sex and age among oncological 
patients (n=174)

Predictors of burnout syndrome in cancer patients are 
all important determinants of malignant disease: the time 
elapsed since the diagnosis of the disease which determines 
the clinical status of malignant disease (P = 0.001), discov-
ered metastases (P = 0.001) and treatments (P = 0.031; mul-
tivariate regression analysis ANOVA ) (Table 3).

Predictors
β and 95% confi dence interval (95% 

CI)
β P 95%CI

Tumor localization -0.032 0.656 -0.363-0.229
Passed time since diagnosis 
of carcinoma (groups) 0.280 0.001 0.742-2.259

Metastasis -0.304 0.001 -2.621- -0.978
Type of treatment 0.160 0.031 0.050-1.060
Age when diagnosed car-
cinoma 0.004 0.988 -0.173- -0.175

Sex -0.035 0.648 -1.430-0.893

Age 0.244 0.345 -0.090- 0.255

Table 3. Predictors of distress (bHADS scale as dependent 
variable); independent variables: tumor localization, passed time 
since diagnosis of carcinoma, metastasis, type of treatment, 
age when diagnosed carcinoma, sex and age among oncological 
patients (n=174)

Constantly survives in the minds of events in connec-
tion with its malignant disease (PTSD) 55% of respondents. 
The mean PTSD score in all patients was 3.480 ± 2.486 (on a 
scale of 1-7). Number of 87 of total 174 (50%) patients have 
PTSD score ≥ 4 (37%, 21 out of 56 in group I, 46%, 36 out 
of 79 in Group II, 77%, 30 out of 39 in Group III). There is 
a statistically signifi cant diff erence in the value of recent 
PTSD according to the groups (χ2 test = 40.582, P = 0.001). 
Dichotomized score PTSD (PTSD not) reveal precisely 72 
(41%) of those with PTSD (Figure 2).
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looking at things from the bright side, 67%, are full of life 72%, it is easy to settle down and 
relax 47%, let them rejoice events 68 %, and can relax with a radio, TV or a good book (57%) 
(Figure 1).  
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The diff erence frequency of PTSD according to the groups 
is statistically signifi cant: 19: 37 (I) vs. 29:50 (II) Vs. 24: 15, χ2 
test = 8.526, P = 0.014 (Figure 3).

As expected the highest prevalence of PTSD in the third 
group. What patients are more exposed to the stressor, 
which can be defi ned as malignancy increases in comorbid-
ity and PTSD. Predictors of PTSD established multivariate 
regression analysis ANOVA in cancer patients as the dura-
tion of illness as a stressor (P = 0.003) and treatment (P = 
0.001), which further depletes self motivating, contributes 
to the development and worsening of PTSD (Table 4).

Predictors
β and 95% confi dence interval 

(95% CI)
β P 95%CI

Tumor localization 0.026 0.731 -0.166-0.235
Passed time since diagnosis of 
carcinoma (groups) 0.228 0.003 0.267-1.295

Metastasis -0.129 0.085 -1.045- 0.069
Type of treatment 0.271 0.001 0.259-0.944
Age when diagnosed carci-
noma 0.201 0.457 -0.073- 

-0.162
Sex 0.027 0.740 -0.655-0.920

Age 0.063 0.877 -1.131- 0.103

Table 4. Predictors of PTSD as dependent variable; independent 
variables: tumor localization, passed time since diagnosis of 
carcinoma, metastasis, type of treatment, age when diagnosed 
carcinoma, sex and age among oncological patients (n=174)

4. DISCUSSION
Centuries old stigma about cancer prevents patients to 

talk about their diagnosis. There is a real risk of distress 
and mental disorders a patient. Selye stress is seen as a 
non-specifi c result (psychic and somatic) any claim in the 
body, which goes beyond the adaptive capabilities of the 
organism. The psycho-oncology talking about exposure 
to malignant diseases such stressor (14, 15, 17). The psy-
chological adaptation of patients with malignant disease 
passes through three stages. Acute phase occurs during 

the diagnosis, followed by prolonged stress reaction during 
treatment and the third chronic phase occurs after treat-
ment (15, 16). Often the hardest just the third phase which 
showed the results of our study because of the patient with 
cancer changed everything, and fear of recurrence is very 
high. This is confi rmed in the results of this research. Of 
the 39 patients in the third group (the third stage of the dis-
ease) in all 39 subjects was recorded distress (100%). On the 
other hand, long maintained the stigma related to mental 
illness is further complicated by the situation, but cancer 
patients do not want to admit their psychological problems 
(2). Therefore, patients are without timely and adequate 
treatment eff ect of anxiety that usually turns into chronic 
suff ering burn-out syndrome, post-traumatic stress disorder 
or severe episodes of depression (1). General distress suf-
fered 76% of respondents (132 of 174). It’s actually more than 
twice the prevalence of which are found by other authors. 
According to previous research, one third of cancer patients 
suff er distress (7, 8, 18). The degree of economic and cultural 
development of the country reduces the frequency of per-
ception distress of cancer patients (7). Research has shown 
that 58% of patients in palliative care, in the terminal stage 
of disease in North America suff ers emotional distress (19), 
in respect of our patients in distress which is present in this 
phase, 100% (42% + trend). The prevalence of distress in our 
respondents approximates the prevalence of distress cancer 
patients in Jordan, 70% (76% in the US, the trend +6) (20). 
Predictors of distress cancer patients have the time elapsed 
since the diagnosis of cancer or I status malignancy and 
metastasis detected. Nearly a quarter of women diagnosed 
with breast cancer has symptoms of post-traumatic stress 
disorder (PTSD) (21, 22). Results of research in Jordan reveal 
that 50% of cancer patients had PTSD which is in agreement 
with our results, 45% had PTSD. After 13 years of exposure 
to cancer and dealing with PTSD disease disappeared after 
13 years only 12% of respondents, while 37% of them are 
kept or worsened after several years of treatment (20). They 
kept survived the events surrounding the cancer type “fl ash 
back” three-quarters of our respondents who have knowl-
edge of the disease> 6 months, and half of the respondents 
that the disease is diagnosed in the period from 14 days to 6 
months. Slightly less than one-half of respondents knowing 
that cancer has experienced such severe stress, crisis or cata-
strophic situation. They soon developed symptoms of PTSD.

5. CONCLUSION
There is still a high degree of stigma associated with 

cancer and mental health disorders, not only among the 
ill, but also among health care workers. Distress, burnout 
syndrome and PTSD are not yet included in clinical proce-
dures oncology patients. The problem is widespread and 
has a high prevalence in our environment.
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