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INTRODUCTION

Cancer is a leading cause of death worldwide, and account-
ed for approximately 9.6 million deaths in 2018.1 In the Repub-
lic of Korea (hereafter, Korea), cancer has been the most com-
mon cause of death since 1983,2 accounting for 78,863 deaths 
(27.6% of all deaths) in the country in 2017. The overall inci-
dence rates of all cancers increased annually by about 3.5% 
from 1999 to 2011 and then decreased annually by about 2.7% 
until 2017. The mortality rates of all cancers also decreased 
annually since 2002 by 2.8%. Although the overall incidence 
rates of cancers have been decreasing in recent years, dimin-
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ishing mortality rates continue to contribute to the improve-
ment of survival rates, and consequently, the annual cancer 
prevalence rate has increased; by the end of 2017, there were 
1.87 million cancer cases nationwide, consisting of 3.6% of the 
Korean population.3 In terms of disease burden estimated as 
cause-specific Disability-Adjusted Life Years, cancer accounts 
for the largest proportion in Korea4 and worldwide.5

During diagnosis and treatment, cancer patients experience 
significant psychological problems such as distress, depres-
sion, anxiety, post-traumatic stress, and demoralization.6 Even 
after excluding simple psychological distress under diagnos-
tic threshold, psychiatric disorders are diagnosed in about a 
third of cancer patients,7,8 and they are known to have an ad-
verse effect on cancer management. Depression can reduce 
compliance to treatment and negatively affect the course of 
cancer, increasing the duration of hospital stay and cost of 
treatment.9 Psychiatric morbidity is associated with elevated 
mortality.10 Therefore, as the number of cancer patients is in-
creasing, it has become important to address their mental ill-
nesses. In response, the field of psycho-oncology emerged in 
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the mid-1970s11 and encompasses psychological, social, and 
spiritual aspects of cancer; it now occupies a crucial part in the 
integrated care of cancer patients.12

Psycho-oncology services are offered through inpatient or 
outpatient settings. To provide optimal interventions, an in-
depth understanding of the characteristics of the target pop-
ulation is needed. Most studies on patients receiving psycho-
oncology care have involved inpatients13-15 or a combined group 
of inpatients and outpatients.16 However, to our knowledge, 
only two studies have investigated the nature of outpatient 
psycho-oncology care, where one study included only new pa-
tients17 and the other assessed only limited aspects (age, sex, 
performance status, cancer site, and psychiatric diagnosis) of 
its study sample.18 Hence, there is a clear gap in the knowledge 
on the characteristics of the population in terms of both psy-
cho-oncology care and cancer treatment. Moreover, the pre-
vious studies did not assess the severity of psychiatric symp-
toms. Among individuals with the same psychiatric diagnosis, 
such as depression or anxiety, the severity of the symptoms 
could vary. Thus, a study covering all consecutive patients, both 
new and return, and addressing comprehensive aspects relat-
ed to the use of psycho-oncology services, cancer treatment, 
and the degree of psychiatric symptoms is needed to under-
stand the overall picture.

In this exploratory, cross-sectional research, we aimed to 
determine the overall profile of patients presenting to a psy-
cho-oncology outpatient clinic in a tertiary hospital and the 
differences in their characteristics according to the primary 
cancer site for which they were being or had been treated for. 
A good understanding of their psychiatric needs, in the long 
term, will equip psycho-oncologists and referring doctors with 
the measures and ability to provide optimal interventions to 
this special group. In this work, the term “cancer patients” will 
refer to patients once diagnosed with cancer regardless of their 
current cancer treatment status.

METHODS

Patients
The Asan Medical Center, located in Seoul, Korea, is a 2,705-

bed tertiary hospital, providing treatments in all fields of medi-
cal and surgical specialties. In its cancer hospital, the Asan 
Cancer Institute, 917,892 outpatients and 76,380 inpatients re-
ceived treatment in 2019.19 This study was conducted in the 
Stress Clinic for Cancer Patients, a specialized psycho-oncol-
ogy outpatient clinic, in the Asan Cancer Institute, where can-
cer patients above 17 years of age with psychiatric problems 
were treated by psychiatric specialists. Patients can be referred 
to or visit the facility on their own. A routine symptom ques-
tionnaire is provided as part of the clinical service. Charts of 

consecutive series of patients’ first visits, defined as index vis-
its, to the clinics of the authors (CHKP, HK, YK) in a period 
of 1 year (from May 21, 2019 to May 20, 2020) were reviewed. 
Patients who refused to complete the questionnaire, were medi-
cally overly unstable, were over 80 years of age, or had difficul-
ty understanding the Korean language were excluded from 
the survey. As a retrospective chart review, the approval from 
the Institutional Review Board of Asan Medical Center was 
obtained (2020-1755), and the need for informed consent was 
waived.

Measures

Demographic and visit-related variables
Psychiatric diagnosis was made according to the Diagnos-

tic and Statistical Manual of Mental Disorders, Fifth Edition 
(DSM 5) during the index visits by clinical interview with the 
clinicians (CHKP, HK, YK).

Cancer-related variables
Index cancer was defined as the cancer dominating treat-

ment during the index visit. Sites of origin of the index cancer 
were grouped according to the World Health Organization 
Classification of Tumours,20 and the date of index cancer di-
agnosis, determined according to the hierarchy from the Eu-
ropean Network of Cancer Registries,21 was used to record 
the time since index cancer diagnosis. Disease status was cat-
egorized as either free or active, based on the criteria devel-
oped in a previous study22 and modified by the authors. Ra-
diofrequency ablation was added as an alternative treatment 
to surgery for one of the conditions for disease-free status: 
“metastatic cancer that had been surgically removed, and no 
documentation of recurrence.” Types of anticancer treatments 
received during 2 months before the index visit date were re-
corded: surgery, chemotherapy, radiotherapy, or other therapy 
(hormone therapy, immunotherapy, and targeted therapy); 
the duration of interest was adopted from an earlier study.22

Psychiatric-related variable: diagnosis
Psychiatric diagnosis was made according to the Diagnos-

tic and Statistical Manual of Mental Disorders, Fifth Edition 
(DSM-5)23 during the index visits.

Functional and emotional assessment
The 27-item self-report Functional Assessment of the Can-

cer Therapy-General (FACT-G) was used to evaluate various 
aspects of the health-related quality of life during the past 
week.24,25 The scale consists of four subscales: “physical well-
being (PWB),” “social/family well-being (SWB),” “emotional 
well-being (EWB),” and “functional well-being (FWB),” with 
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each subscore ranging from 0 to 28, 28, 24, and 28, respec-
tively. A higher subscore corresponds to a higher level of the 
health-related quality of life.

The 14-item self-report Hospital Anxiety and Depression 
Scale (HADS),26,27 composed of two subscales for depressive 
and anxiety symptoms, was employed to evaluate their pres-
ence and severity during the past week. Each subscore ranges 
from 0 to 21, with a higher score indicating greater severity, 
which was treated in two ways. First, each was used to classi-
fy patients as either presence (subscore ≥8) or absence (sub-
score <8) of depressive and anxiety symptoms each.27 Sec-
ond, each was employed as a continuous variable reflecting 
magnitude.

The 1-item self-report Distress Thermometer (DT) was used 
to detect psychological distress during the past week.28,29 The 
score ranges from 0 (no distress) to 10 (extreme distress), which 
was employed in two ways. First, the score of four or more was 
categorized as clinically significant distress.29 Second, the score 
was regarded as a continuous variable of the severity of distress.

Item 9 of the 9-item self-report Patient Health Question-
naire-9 (PHQ-9), used to assess the nine symptoms of a ma-
jor depressive episode (Diagnostic and Statistical Manual of 
Mental Disorders, Fourth Edition),30 was employed to address 
the presence of suicidal ideation for the past two weeks.31,32 Its 
scoring is based on symptom frequency: “not at all,” “several 
days,” “more than half the days,” or “nearly every day” assigned 
0, 1, 2, or 3 points, respectively. In the present study, the pa-
tients who reported such ideation for at least several days 
(PHQ-9 Item 9 score ≥1) were categorized as having suicidal 
ideation.

Statistical analyses
The demographic and clinical variables of all patients were 

analyzed using descriptive statistics. To evaluate the represen-
tativeness of the completers who had filled out the question-
naire, the characteristics of the completers and the non-com-
pleters were compared. Student’s t-test for continuous variables 
and Pearson’s χ2 test or Fisher’s exact test, in case the numbers 
in the cells were <5, were employed for categorical variables.

As a subgroup analysis on the completers, to examine the 
differences in demographic and clinical factors according to 
the cancer site, multiple comparison analyses were conducted 
with each factor across cancer sites using one-way analysis of 
variance (ANOVA) with Duncan’s post-hoc analysis for con-
tinuous variables and Pearson’s χ2 test or Fisher’s exact test for 
categorical variables. For continuous variables, in case of het-
erogeneity of variance among cancer sites, Welch’s ANOVA 
and Dunnett’s T3 test were used instead. Missing values were 
excluded from each analysis. All statistical analyses were per-
formed using SPSS for Windows version 21.0 for PC (IBM 

Corp., Armonk, NY, USA). A two-tailed p value<0.050 was 
considered statistically significant.

RESULTS

Demographic and visit-related characteristics
During the study period, 742 patients aged 80 years or young-

er visited the psycho-oncology outpatient clinic; two had be-
nign tumors and were excluded from the analysis (Table 1), 
making the number in our study sample 740. The ratio of fe-
male to male patients was 2.2. Approximately 60% of the pa-
tients were new. The mean time since first visit for the follow-
up patients was 29.6 [standard deviation (SD)=26.1] months. 
The majority (71.9%) of the patients had been referred from 
other departments.

Cancer-related characteristics
On the average, 33.8 (SD=41.7) months had passed since 

the diagnosis of index cancer. Breast cancer (40.0%) and di-
gestive system cancer (30.8%) accounted for the majority of 
cancer cases. Active disease status was observed in 43.8% of 
the patients, and about 70% had received some type of anti-
cancer treatment during the past 2 months.

Psychiatry-related characteristics
Regarding psychiatric diagnoses, depressive disorder ac-

counted for the largest proportion of cases (31.6%), followed by 
sleep-wake disorder (24.9%) and adjustment disorder (18.4%). 
Mood disorder (depressive disorder and bipolar disorder), 
sleep-wake disorder, adjustment disorder, anxiety disorder, 
and delirium (4.5%) were some of the common diagnoses. 
When only the new patients were analyzed, most (n=426) had 
received a psychiatric diagnosis (96.6%).

Characteristics according to the cancer site: 
demographic, cancer-related, and psychiatric-related 
variables

There was a significant difference in age among index can-
cer site groups (F=23.715, p<0.001) (Table 2); patients in the 
breast cancer and female genital cancer groups were signifi-
cantly younger than those in the other cancer site groups, ex-
cept for miscellaneous cancer.

Time since index cancer diagnosis differed significantly across 
index cancer sites (F=7.821, p<0.001), with the duration since 
diagnosis of breast cancer being longer than that of digestive 
system cancer, thorax cancer, and miscellaneous cancer. In the 
previous 2 months, a large proportion of patients with female 
genital cancer and miscellaneous cancer (about 50%) received 
some type of anticancer treatment.

The distribution of psychiatric diagnoses was significantly 
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Table 1. Characteristics of all patients and comparison of the characteristics between non-completers and completers

Variables
Total 

(N=740)
Non-completers 

(N=154)
Completers 

(N=586)
Test statistic 

(χ2 or t)
p OR

Demographic
Sex, N (%) 9.145 0.001* 0.570

Female 507 (68.5) 90 (58.4) 417 (71.2)
Male 233 (31.5) 64 (41.6) 169 (28.8)

Age, M (SD), y 56.2 (12.0) 59.8 (12.5) 55.2 (11.7)  4.232 <0.001* -
Visit-related

Visit type, N (%) 8.475 0.004* 0.590
First visit 441 (59.6) 76 (49.4) 365 (62.3)
Follow-up visit 299 (40.4) 78 (50.6) 221 (37.7)

Time since a first visit†, M (SD), y 29.6 (26.1) 29.8 (25.5) 29.6 (26.4) 0.072 0.943 -
Referral (from), N (%) 41.485 <0.001* -

None 208 (28.1) 75 (48.7) 133 (22.7)
Outpatient clinics 453 (61.2) 70 (45.5) 383 (65.4)
Inpatient wards 79 (10.7) 9 (5.8) 70 (11.9)

Cancer-related
Index cancer site, N (%) 18.777 0.005* -

Breast 296 (40.0) 41 (26.6) 255 (43.5)
Digestive system 228 (30.8) 53 (34.4) 175 (29.9)
Thorax 64 (8.6) 17 (11.0) 47 (8.0)
Haematolymphoid 56 (7.6) 18 (11.7) 38 (6.5)
Urinary and male genital 36 (4.9) 9 (5.8) 27 (4.6)
Female genital 27 (3.6) 5 (3.2) 22 (3.8)
Miscellaneous‡ 33 (4.5) 11 (7.1) 22 (3.8)

Number of cancer diagnoses, N (%) - 0.081 -
1 664 (89.7) 132 (85.7) 532 (90.8)
2 73 (9.9) 22 (14.3) 51 (8.7)
3 3 (0.4) 0 (0.0) 3 (0.5)

Time since index cancer diagnosis, M (SD), m 33.8 (41.7) 39.8 (48.1) 32.2 (39.7) 1.815 0.071 -
Disease status, N (%) 0.697 0.404 0.859

Free 416 (56.2) 82 (53.2) 334 (57.0)
Active 324 (43.8) 72 (46.8) 252 (43.0)

Surgery (≤2 m), N (%) 0.762 0.383 1.298
No 653 (88.2) 139 (90.3) 514 (87.7)
Yes 87 (11.8) 15 (9.7) 72 (12.3)

Chemotherapy (≤2 m), N (%) 5.556 0.018* 1.615
No 493 (66.7) 115 (74.7) 378 (64.6)
Yes 246 (33.3) 39 (25.3) 207 (35.4)

Radiotherapy (≤2 m), N (%) 1.720 0.190 1.665
No 683 (92.3) 146 (94.8) 537 (91.6)
Yes 57 (7.7) 8 (5.2) 49 (8.4)

Other therapy§ (≤2 m), N (%) 3.142 0.076 1.408
No 462 (62.7) 106 (68.8) 356 (61.1)
Yes 275 (37.3) 48 (31.2) 227 (38.9)
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different among index cancer sites (p<0.001). In most groups, 
depressive disorder was the most common diagnosis; howev-
er, for digestive system cancer patients, sleep-wake disorder 
(30.7%) was slightly more prevalent than depressive disorder 
(28.0%). Breast cancer patients with bipolar disorder account-
ed for 6.6% of cases in the cancer site group and 59.4% (19/32) 
of all patients with the diagnosis. For urinary and male geni-
tal cancer patients, almost 20% were diagnosed with deliri-
um, whereas in all other groups, less than 10% received this 
diagnosis.

Characteristics according to the cancer site: 
functional and emotional assessment

In total, 586 (79.2%) patients completed the symptom ques-
tionnaire. Differences in demographic and clinical character-
istics between the non-completers and completers are pre-
sented in Table 1. The difficulty in evaluating male patients, 
older patients, new patients, and patients undergoing antican-
cer treatment was mirrored in statistically significant differ-
ences between the groups. Although the exact reasons they 
did not complete the questionnaire and the respective percent-
ages were unavailable, from our clinical experiences, we can 
say that most of them were overly unstable medically, were 
cognitively or visually impaired, or had difficulty holding a 
pen because of severe hand tremor or weakness.

A series of ANOVAs indicated significant differences in 
the HADS Anxiety score (F=2.313, p=0.033) and the DT (F= 
2.294, p=0.034) among the index cancer site groups. The fe-

male genital cancer group showed more severe anxiety symp-
toms than all other groups, except for breast and haemato-
lymphoid cancer groups, and higher psychological distress 
than all cancer site groups.

DISCUSSION

In the present study, we presented a comprehensive descrip-
tion of the characteristics of patients presenting to the psy-
cho-oncology outpatient clinic over a 1-year period. Most pa-
tients initially visited the clinic after referral. Moreover, most 
new patients received a psychiatric diagnosis, and depressive 
disorder accounted for the largest percentage, with sleep-
wake disorder and adjustment disorder being the second and 
the third most prevalent diagnoses, respectively. Likewise, de-
pressive disorder accounted for the majority of diagnoses in 
all groups by cancer site except for the group of digestive sys-
tem cancer, in which sleep-wake disorder was prevalent. Fe-
male genital cancer patients showed the highest severity of anx-
iety symptoms and psychological distress.

The female predominance and average age of our study sam-
ple were similar to the results of two previous studies which 
reported these as 62% and 67% and 51.22±14.55 and 59±13 
years, respectively.17,18 In 2017, of all the cancer patients in Ko-
rea, 56.1% were female (the number of female and male pa-
tients were 1,047,567 and 819,838, respectively).33 The female 
majority in our study sample and the higher proportion of 
women in the sample than in the entire cancer patients can be 

Table 1. Characteristics of all patients and comparison of the characteristics between non-completers and completers (continued)

Variables
Total 

(N=740)
Non-completers 

(N=154)
Completers 

(N=586)
Test statistic 

(χ2 or t)
p OR

Any anticancer therapyǁ (≤2 m), N (%) 14.395 <0.001* 2.022
No 224 (30.4) 66 (42.9) 158 (27.1)
Yes 514 (69.6) 88 (57.1) 426 (72.9)

Psychiatry-related
Diagnosis, N (%) 45.872 <0.001* -

Depressive disorder 234 (31.6) 59 (38.3) 175 (29.9)
Sleep-wake disorder 184 (24.9) 28 (18.2) 156 (26.6)
Adjustment disorder 136 (18.4) 12 (7.8) 124 (21.2)
Anxiety disorder 61 (8.2) 14 (9.1) 47 (8.0)
Delirium 33 (4.5) 18 (11.7) 15 (2.6)
Bipolar disorder 32 (4.3) 5 (3.2) 27 (4.6)
Miscellaneous¶ 45 (6.1) 15 (9.7) 30 (5.1)
None 15 (2.0) 3 (1.9) 12 (2.0)

*significant findings at p<0.05, †in case of a follow-up visit, ‡head and neck (10), central nervous system (8), endocrine (5), soft tissue and bone 
(5), skin (3), eye (1), adenocarcinoma of unknown primary site (1), §includes hormone therapy, immunotherapy, and targeted therapy, ǁincludes 
surgery, chemotherapy, radiotherapy, and other therapy, ¶somatic symptom disorder (15), substance use disorder (12), other mental disorder 
(8), psychotic disorder (4), posttraumatic stress disorder (2), obsessive-compulsive disorder (2), intellectual disability (1), neurocognitive dis-
order (1). OR: odds ratio, M: mean, SD: standard deviation



748  Psychiatry Investig  2021;18(8):743-754

Patients in a Psycho-Oncology Outpatient Clinic
Ta

bl
e 

2.
 D

em
og

ra
ph

ic
 a

nd
 c

lin
ic

al
 c

ha
ra

ct
er

is
tic

s 
ac

co
rd

in
g 

to
 th

e 
ca

nc
er

 s
ite

Va
ria

bl
es

Br
ea

st 
ca

nc
er

(N
=2

96
)

D
ig

es
tiv

e 
sy

ste
m

 
ca

nc
er

(N
=2

28
)

Th
or

ax
 

ca
nc

er
(N

=6
4)

H
ae

m
at

o-
ly

m
ph

oi
d 

ca
nc

er
(N

=5
6)

U
rin

ar
y a

nd
 

m
al

e g
en

ita
l 

ca
nc

er
(N

=3
6)

Fe
m

al
e 

ge
ni

ta
l 

ca
nc

er
(N

=2
7)

M
isc

ell
an

eo
us

 
ca

nc
er

(N
=3

3)

Te
st 

sta
tis

tic
(W

elc
h’s

 F,
 χ2 )

p
Po

st-
ho

c 
an

aly
sis

†

D
em

og
ra

ph
ic

Se
x,

 N
 (%

)
27

2.
69

5
<0

.0
01

*
-

Fe
m

al
e

25
4 

(9
9.

7)
79

 (4
3.

4)
27

 (5
1.

6)
21

 (5
7.

1)
7 

(2
2.

2)
22

 (1
00

.0
)

7 
(3

9.
4)

M
al

e
1 

(0
.3

)
96

 (5
6.

6)
20

 (4
8.

4)
17

 (4
2.

9)
20

 (7
7.

8)
0 

(0
.0

)
15

 (6
0.

6)

A
ge

, M
 (S

D
), 

y
51

.1
 (1

0.
5)

59
.4

 (1
0.

6)
61

.4
 (1

0.
6)

60
.4

 (1
2.

0)
64

.4
 (9

.8
)

51
.0

 (1
1.

1)
57

.1
 (1

7.
9)

23
.7

15
<0

.0
01

*
a, 

f<
b,

 c,
 d

, e

C
an

ce
r-

re
lat

ed

Ti
m

e s
in

ce
 in

de
x 

ca
nc

er
 d

ia
gn

os
is,

 
  M

 (S
D

), 
y

45
.1

 (4
8.

3)
22

.4
 (3

0.
3)

25
.1

 (2
5.

8)
 

36
.3

 (4
7.

9)
37

.4
 (5

0.
0)

27
.7

 (3
3.

5)
24

.3
 (2

7.
9)

7.
82

1
<0

.0
01

*
b,

 c,
 g

<a

D
ise

as
e s

ta
tu

s, 
N

 (%
)

90
.3

76
<0

.0
01

*
-

Fr
ee

21
9 

(7
4.

0)
11

0 
(4

8.
2)

21
 (3

2.
8)

15
 (2

6.
8)

11
 (3

0.
6)

19
 (7

0.
4)

21
 (6

3.
6)

Ac
tiv

e
77

 (2
6.

0)
11

8 
(5

1.
8)

43
 (6

7.
2)

41
 (7

3.
2)

25
 (6

9.
4)

8 
(2

9.
6)

12
 (3

6.
4)

Su
rg

er
y (
≤

2 
m

), 
N

 (%
)

-
0.

00
5 *

-

N
o

24
9(

84
.1

)
20

4 
(8

9.
5)

60
 (9

3.
8)

56
 (1

00
.0

)
32

 (8
8.

9)
24

 (8
8.

9)
28

 (8
4.

8)

Ye
s

47
 (1

5.
9

24
 (1

0.
5)

4 
(6

.3
)

0 
(0

.0
)

4 
(1

1.
1)

3 
(1

1.
1)

5 
(1

5.
2)

Ch
em

ot
he

ra
py

 (≤
2 

m
), 

N
 (%

)
73

.5
59

<0
.0

01
*

-

N
o

23
3 

(7
9.

0)
10

7 
(4

6.
9)

50
 (7

8.
1)

30
 (5

3.
6)

30
 (8

3.
3)

20
 (7

4.
1)

23
 (6

9.
7)

Ye
s

62
 (2

1.
0)

12
1 

(5
3.

1)
14

 (2
1.

9)
26

 (4
6.

4)
6 

(1
6.

7)
7 

(2
5.

9)
10

 (3
0.

3)

Ra
di

ot
he

ra
py

 (≤
2 

m
), 

N
 (%

)
15

.0
12

0.
01

3 *
-

N
o

28
1 

(9
4.

9)
20

8 
(9

1.
2)

55
 (8

5.
9)

55
 (9

8.
2)

33
 (9

1.
7)

22
 (8

1.
5)

29
 (8

7.
9)

Ye
s

15
 (5

.1
)

20
 (8

.8
)

9 
(1

4.
1)

1 
(1

.8
)

3 
(8

.3
)

5 
(1

8.
5)

4 
(1

2.
1)

O
th

er
 th

er
ap

y‡  (
≤

2 
m

), 
N

 (%
)

98
.7

43
<0

.0
01

*
-

N
o

13
2 

(4
4.

7)
18

6 
(8

1.
9)

43
 (6

8.
3)

30
 (5

3.
6)

18
 (5

0.
0)

24
 (8

8.
9)

29
 (8

7.
9)

Ye
s

16
3 

(5
5.

3)
41

 (1
8.

1)
20

 (3
1.

7)
26

 (4
6.

4)
18

 (5
0.

0)
3 

(1
1.

1)
4 

(1
2.

1)

A
ny

 an
tic

an
ce

r t
he

ra
py

§  (
≤

2 
m

), 
N

 (%
)

26
.7

97
<0

.0
01

*
-

N
o

64
 (2

1.
7)

77
 (3

3.
8)

26
 (4

1.
3)

15
 (2

6.
8)

12
 (3

3.
3)

14
 (5

1.
9)

16
 (4

8.
5)

Ye
s

23
1 

(7
8.

3)
15

1 
(6

6.
2)

37
 (5

8.
7)

41
 (7

3.
2)

24
 (6

6.
7)

13
 (4

8.
1)

17
 (5

1.
5)



CHK Park et al. 

   www.psychiatryinvestigation.org  749

explained in the following ways. First, breast cancer account-
ed for the largest proportion of cancer cases in our sample. 
Second, women are more likely to use mental health services 
than men,34,35 and a similar phenomenon is observed among 
cancer patients.36 Third, most of the patients had psychiatric 
disorder documented to be more prevalent in women–depres-
sive disorder,37 insomnia disorder,38 and anxiety disorder.39

Most patients were initially referred by doctors in other de-
partments. The referred proportion (71.9%) was lower than 
that (83.5%) in a previous study17; setting an ideal proportion 
of referrals seems unnecessary because, after all, the only thing 
that matters is to ensure that as many help-seeking patients as 
possible receive appropriate and timely psycho-oncology care. 
Therefore, with the statistics being checked regularly, if the 
proportion is close to 100%, providing patients in oncology 
clinics with information on psycho-oncology services and en-
suring accessibility could be important. Considering some pa-
tients’ reluctance in disclosing their psychological distress,40 
a depression self-screening system for cancer patients using 
touch-screen kiosks at an oncology clinic41 could be a practi-
cal option because voluntary screening is believed to be effi-
cient, has a high positive predictive value,42 and can reduce 
the risk of nocebo effect.43 On the contrary, in case of declin-
ing proportion, promoting oncologists’ awareness of psycho-
logical distress of their patients and psycho-oncology services 
might be necessary. Regarding oncologists’ tendency to avoid 
addressing psychological issues,44 undertraining in detecting 
psychological symptoms, and insufficient consultation time,45 
education on psychological distress and training for efficient 
communication skills to discuss the issues would be helpful.

Among digestive system cancer patients, 101 (13.64%) had 
gastrointestinal cancer (data not shown), similar to the find-
ing of a previous study.17 However, the distribution of the can-
cer sites in our study sample was different from that in the 
general population, especially thyroid, breast, and haemato-
lymphoid cancer. Thyroid cancer, the most common cancer 
both in females (31.9%) and in the whole population (21.7%),33 
accounted for a minimal proportion in our study sample (n= 
4). This seemingly unexpected finding can be explained as fol-
lows: This cancer type is well-known for its overall excellent 
prognosis.46 The lowest prevalence of major depressive disor-
der has been reported in thyroid cancer patients among those 
with the top 10 most common cancers in Korea because pa-
tients regard this cancer type as treatable and curable.47 On the 
other hand, breast cancer patients are well-known to have sig-
nificant psychological distress. They can undergo distress from 
treatment, fear of recurrence, problems with body image and 
sexuality, in addition to side effects of chemotherapy and en-
docrine therapy.48 It was reported that 45% and 42% of early-
stage and metastatic breast cancer patients, respectively, have Ta
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Patients in a Psycho-Oncology Outpatient Clinic

a psychiatric diagnosis, and about a third of each group has a 
mood disorder.49 Especially, young breast cancer patients un-
der 40 years of age have an elevated risk of psychosocial bur-
den on their life stage-related tasks such as fertility preserva-
tion and family planning, developing careers, and nurturing 
young children.50 Haematolymphoid cancer was more com-
mon than urinary and male/female genital cancer. In the afore-
mentioned study, patients with non-Hodgkin’s lymphoma, the 
most common type of haematolymphoid cancer,33 showed the 
second highest prevalence of major depressive disorder after 
patients with lung cancer,47 which may partly be explained by 
the overrepresentation of the cancer site group in our study 
sample.

The vast majority of new patients (96.6%) were diagnosed 
with a psychiatric disorder, indicating that they saw psychia-
trists once they had fully developed the disorder. Previous 
studies have reported similar numbers [e.g., 97.5%17 and 82.9% 
(316/381)18]. Thus, there may be many cancer patients with 
undiagnosed psychiatric disorders in other departments. Con-
sidering the degree of reluctance from both patients and doc-
tors in discussing the psychiatric symptoms40,44 and insuffi-
cient length of consultation in busy oncology clinics, promptly 
recognizing and comfortably discussing emotional distress 
might help minimize the delays in referrals. Moreover, besides 
full-blown psychiatric disorders, even subthreshold psycho-
logical distress appears to negatively affect the quality of life. 
Haematological cancer patients with subsyndromal depres-
sion show no difference in their quality of life compared to those 
with major depressive disorder.51 A study on patients with 
head and neck cancer reported that timely intervention us-
ing psychotherapy such as cognitive-behavioral therapy re-
duces the psychological distress–anxiety and depressive symp-
toms–at sub-clinical or clinical levels.52 It is noteworthy that 
our sample had a distinctively high proportion of patients with 
sleep-wake disorder.17,18 During the chart review, we found out 
that some of the patients who had started treatment in the 
Sleep Clinic for Cancer Patients, a separate psycho-oncology 
outpatient service, later, presented to the Stress Clinic for Can-
cer Patients. Perhaps, the Sleep Clinic for Cancer Patients pro-
moted the recognition and treatment of sleep-wake problems 
in cancer patients, and some patients there changed their psy-
chiatrists because of various reasons (e.g., scheduling two ap-
pointments–psycho-oncologic and oncologic–on the same 
day), eventually contributing to the high proportion of sleep-
wake disorder patients.

A longer duration since index cancer diagnosis was ob-
served for patients with breast cancer than for those with di-
gestive system or thorax cancer (Table 2). Considering the 10 
most common cancer sites, breast cancer was among the top 
three cancers with favorable 5-year survival rates whereas pan-

creas, gallbladder and bile duct cancer, and lung cancer were 
the last three.33 In addition, breast and female genital cancer 
patients had a significantly lower mean age than other cancer 
patients, indicating that breast cancer is the second most com-
mon site for the 35–65-year age group in Korea.33

There are some noteworthy findings with regards to psy-
chiatric diagnosis by index cancer site. Patients with digestive 
system cancer accounted for the highest proportion of sleep-
wake disorder cases. One study reported that breast cancer pa-
tients showed the highest prevalence of insomnia.53 This dis-
crepancy can be attributed to the different characteristics of 
the study samples and our inclusion of not only insomnia but 
also other diagnoses belonging to DSM-5 sleep-wake disorder 
category. This finding suggests that thorough evaluation of 
sleep-wake problems should be carried out in patients with 
this cancer type. Moreover, doctors must be encouraged to be 
equipped with basic, but practical, knowledge on sleep hygiene 
and use of common hypnotics to reduce distress until their pa-
tients can meet a psycho-oncologist. Patients with urinary and 
male genital cancer accounted for the highest proportion of 
delirium cases, at nearly 20%. Only the prostate cancer group 
showed a statistically significant increase in the risk of deliri-
um; prostate cancer patients are 20 times more likely to devel-
op delirium than stomach cancer patients.54 Referring doctors 
must be able to initiate non-pharmacological anti-delirium in-
tervention and use common antipsychotics to control aggres-
sive behavior beyond identifying and treating underlying con-
ditions, which is their expertise, to help prevent injurious events 
such as falls, which are associated with delirium.55 Although 
only 6.6% and 7.7% of the patients with breast cancer and fe-
male genital cancer, respectively, were diagnosed with bipo-
lar disorder, they accounted for 65.6% of all bipolar disorder 
patients in the sample. Considering no sex difference in the 
prevalence of the disorder,56 the high prevalence of bipolar 
disorder among patients with breast and female genital can-
cer, both of which shows a female predominance, could be 
explained as follows. First, females are more likely to seek pro-
fessional help with their depressive symptoms than males; thus, 
they have a higher chance of being diagnosed with mood dis-
orders, including bipolar disorder.57 Second, for both bipolar 
I and II disorder, lifetime prevalence decreases with advanc-
ing age group,56 and the patients in these the two cancer site 
groups were significantly younger than those in other groups. 
Bipolar disorder is long known to be under-diagnosed.58 When 
cancer patients complain of depressive symptoms, if psycho-
oncologists regard their distress simply as a reaction to cancer 
diagnosis or treatment, the diagnosis of bipolar disorder can 
be missed. We suggest that bipolar disorder be ruled out be-
fore making a diagnosis of unipolar depression, particularly 
in patients with cancers that occur primarily in women.



CHK Park et al. 

   www.psychiatryinvestigation.org  751

In the subgroup analysis of the questionnaire completers, it 
turned out to be difficult to assess new and old male patients 
receiving anticancer treatment (Table 1); an earlier study re-
ported a similar tendency.22 The levels of physical, social/fam-
ily, emotional, and functional well-being and the distribution 
of the presence or absence of depressive symptoms, anxiety 
symptoms, psychological distress, and suicidal ideation did not 
differ among the index cancer site groups (Table 3). These re-
sults are understandable as most of our patients received a psy-
chiatric diagnosis; it is likely that the severity of their distress 
was above the clinical threshold.

Patients with female genital cancer showed higher levels of 
anxiety symptoms and psychological distress than patients 
from most other groups. These findings are remarkable con-
sidering that this group had a higher proportion of free dis-
ease status and lower proportion of recent anticancer treat-
ment than other groups. The results are in line with previous 
findings; gynecologic cancer patients have a higher level of un-
adjusted emotional distress than prostate cancer patients,59 
and ovarian cancer patients are more likely to have clinically 
significant unadjusted psychological distress than bowel can-
cer patients.60 Female genital cancer has grave, and unique, 
consequences. Previous researchers speculated that pelvic sur-
gery causes higher psychological distress than other opera-
tions,61,62 making many patients, who are waiting for their treat-
ment or adapting to the results, depressed and anxious.63 Some 
patients even refuse to undergo surgery such as pelvic eviscer-
ation owing to worries about the changes in body image and 
lifestyle after the operation.63 All types of female genital can-
cers have the possibility of exerting a negative impact on sex-
ual functioning and fertility.64 Besides, in ovarian cancer pa-
tients, the prevalence of anxiety rather increases after anticancer 
treatment; preoccupations with poor prognosis of the cancer 
–death–occur.65 Interestingly, along with distress, only anxiety 
symptoms, not depressive symptoms, were significantly high 
in female genital cancer patients. These findings correspond 
with the results of earlier studies that reported a relationship 
between distress and anxiety or depressive symptoms.66,67 Con-
ceptually, psychological distress involves emotional suffering, 
including depression and anxiety,29,68 associated with stress-
ors and burdens difficult to manage in everyday life.68 How-
ever, distress is more closely related to anxiety than depression 
in cancer patients.66,67 As a clinical implication, additional at-
tention to anxiety symptoms should be given in cases of patients 
with a high distress score.

This study has several limitations. First, due to its cross-sec-
tional design, the causal relationship could not be established. 
Second, since the degree of psychological difficulties may vary 
by the stage of disease and treatment status in the cancer pop-
ulation, the present findings cannot be generalized as a uni- Ta
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versal feature of each cancer site group. Instead, they should 
be regarded as characteristics of patients visiting a psycho-
oncology outpatient clinic in a tertiary cancer center. Third, a 
formal interview instrument for psychiatric diagnosis was not 
employed, which makes the diagnostic accuracy questionable. 
However, diagnosis was made entirely by psychiatric special-
ists with additional training on consultation-liaison psychia-
try, and similar diagnoses were grouped to minimize diagnos-
tic uncertainty. Fourth, our study sample consisted of ethnic 
Koreans only, and thus, generalization of the current findings 
to other ethnic groups should be performed with caution. Fifth, 
the present study was performed at one institution, which might 
have led to institutional bias. Thus, the present results could 
be more generalizable after multi-institutional studies. Sixth, 
information on the cancer stage groups (0, I, II, III, or IV) was 
unavailable from the record except for the TNM stage. Despite 
the limitations, our study is unique in that we examined mul-
tifaceted aspects of the sample including psycho-oncology, an-
ticancer treatment, and quantified psychiatric symptoms.

This cross-sectional study showed the distribution of the 
patients aged 80 years or younger presenting to a psycho-on-
cology clinic in a tertiary hospital during 1 year and the dif-
ferences in their characteristics according to the cancer site. 
Our findings direct attention to the delays in referral of can-
cer patients seeking psychiatric help. In addition, tailored ap-
proaches by cancer site appear desirable. Thorough evaluation 
and appropriate management of sleep-wake problems and 
anxiety symptoms are needed, particularly for digestive sys-
tem and female genital cancer patients, respectively. Future 
studies using a diagnostic interview instrument are needed to 
confirm these findings in a separate sample.
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