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Background: A significant number of patients with cancer suffer from anxiety and depressive disorder. Perceived emotional distress, anxiety
and depressive symptoms are significantly more frequent in cancer patients with pain than in patients without pain. Despite their high prevalence cancer pain and distress are frequently undertreated.
Material and method: Thirty two oncology patients were included in the study who were receiving concurrent oncologic and pain treatment
in the Oncology Clinic TgMures. Patient demographic and clinical information was obtained from medical records and patient report. Patients
were screened for pain scores using the Visual Analog Scale and distress scores, using the Distress Thermometer.
Results: The gender proportion of the sample is: 38% female, 62% male. More than 75% of the sample was over 50 years of age , and more
than half of the patients (59.3%) had metastatic disease. Significant decreasing trend were seen for pain score difference before and after the
pain treatment was reassessed (dosage increase or conversion) (p<0.0001), and decreasing trend seen for distress score (p<0.0001) also.
Conclusions: Pain and distress occurred concomitant in this population. An adequate pain management and pain reassessment contributes
to improve the cancer patient emotional distress score, anxiety and depressive symptoms. An accurate screening instrument can facilitate the
recognition of patients who needs further assessment and psychiatric treatment.
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Introduction
The cancer-related pain is common, no less than 79% of
the patients suffering from cancer in Romania reported
pain (EPIC study) [1]. Of these, 94% of the patients considered their pain experience to be significant, moderate to
severe pain (rated 5 to 10 on the pain scale). Despite the
availability of medicines that can control pain, cancer pain
is often inadequately treated [2-6]. Sixty-four percent of
the patients using prescribed analgesia reported inadequate
pain control.
Pain is a multidimensional phenomenon that is the result of a complex interaction between psychological, cognitive, social and other factors. Patients experiencing pain
may connect it with the progression of disease or a poor
prognosis, and this may increase their anxiety, uncertainty,
and depression [7].
The advances in pain research are reflected in international recommendations to use psychosocial adjuncts for
cancer pain management by agencies such as the World
Health Organization, the American Pain Society, the
Agency for Health Research and Quality (formerly called
the Agency for Health Care Policy and Research), and the
International Association for the Study of Pain [8-12]. All
patients experience some level of distress associated with
the diagnosis of cancer and the effects of its treatment regardless of the stage of the disease. The improved cancer
treatment options are associated with long time side ef* Correspondence to: Anna Burger-Szabo
E-mail: burgerani@yahoo.com

fects: fatigue, pain, anxiety and depression are the most frequent that interfere with the daily activity [13].The prevalence of psychological distress in individuals varies by the
type and stage of cancer as well as the patient’s age, gender
and race[14,15].
The most common types of psychological disorders are
anxiety and depression. A number of studies were published in the last decades on this topic. One of the most
popular and often quoted study is the one from Derogatis
et al. that shows the prevalence of psychiatric disorders.
Nearly 50% of cancer patients had a psychiatric diagnosis,
and most of them had reactive depression, adjustment disorders and a smaller number had other disorders including
delirium and anxiety disorders. So, many of the patients
who have cancer and have a psychiatric disorder, they will
probably have anxiety and an adjustment disorder.
Materials and methods
Thirty-two oncology patients who were receiving concurrent oncologic and pain treatment in the Oncology Clinic
Tirgu Mures between October 2013 and June 2014, were
included in the study. The patients were asked to complete
the Distress Thermometer, a rapid screening tool for distress, and the Visual Analog Scale, the universal screening
and comprehensive pain assessment tool. Patients completed the Distress Thermometer and the Visual Analog Scale
during their oncology treatment in the hospital, noted as
visit 1, and during the next visit to the hospital, noted as
visit 2. Patient demographic and clinical information was
obtained from medical records and patient report.
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Participants
Participants included cancer diagnosed patients, treated
with chemotherapy or radiotherapy in Oncology Clinic of
Tirgu Mures.
Measures
Emotional Distress

The Distress Thermometer (DT), endorsed by the National Comprehensive Cancer Network (NCCN) Psychosocial
Distress Practice Guidelines Panel, is a brief self-report
screening tool that measures sources of distress and distress
levels over the past week. The DT is a visual analogue scale
with scores from 0 (no distress) to 10 (extreme distress)
and a midpoint anchor labeled ‘‘moderate distress’’. In accordance with NCCN guidelines, we considered a DT
score of >5 as an indication of clinically significant distress.

Fig. 1. Distribution of age and gender

Pain assessment

According to data published in the literature, at least two
types of cancer-related pain can be recorded in patients
with advanced cancer, and they can derive from different
etiologies [16,17]. The vast majority of cancer patients
(69%) related an impaired ability to function as a result
of their worst pain [18]. As for an effective and individualized treatment, a proper and regular self-reporting
assessment of pain is required, several assesment scales have
been proposed, most used standardized scales being represented by [19]: visual analog scales (VAS), verbal rating
scales (VRS) and numerical rating scales (NRS). According to WHO guidelines, opioid analgesics are the standard
of care in analgesic therapy. According to their ability to
control pain, they are classified in mild, mild–moderate
or moderate to severe intensity. However, the intensity of
pain is frequently reported as mild, moderate or severe and
the pain is scored accordingly on an VAS respectively as ≤4,
from 5 to 6, and ≥7 [20].
Statistical Analyses

The levels of VAS and distress among cancer patients were
represented in percentages and Chi-square test was used to
identify potential factors influencing the prevalence of distress and pain. The significance level was 0.05. Data were
analyzed using SPSS software.
RESULTS
Demographic and Clinical Characteristics

The sample consisted of 32 patients, with chronic cancer
pain, majority over 65 years (see Figure 1 for age and gender distribution). 92% of the high pain group (VAS >7,
on a 0-10 scale) received surgical intervention, and 88% of
the high pain group had metastatic stage (see Figure 2 for
participants cancer localization and status).
Patients with cancer related pain were defined as patients with a diagnosis of cancer experiencing pain from
direct tumor involvement and a form of cancer treatment,

Fig. 2. Participants cancer localization and status

confirmed by the oncologist. The high pain group was defined as the one with the score ≥ 7 on the Visual Analog
Scale (see Table 1.for the patient demographic and medical
characteristics).
There is a significant difference on the VAS scale between
the 1st and 2nd visit, before the pain assessment/reassessment and after (mean visit 1=5.5, visit 2=2.3, P<0.001).
49% of patients rating themselves with >7, which indicated high level pain. On the Distress Thermometer scale
62% rated > 5, which indicated meaningful level of distress
(see Table 2 for pain and distress difference after intervention).
DISCUSSIONS
In this article we present our findings, regarding the concomitant presence of pain and emotional distress in cancer
patient. Significant decreases in pain and in distress scores
were found from visit 1 to visit 2, before and after the pain
treatment was reassessed (dosage increase or conversion).
The initiation of analgesic treatment should be done already during the diagnostic evaluation and should be performed in accordance with the principles indicated by the
WHO analgesic ladder, appropriate for the severity of pain
[II, B]. A satisfactory relief of pain can be achieved by most
of cancer patients using a combined approach that includes
primary antitumor treatments, systemic analgesic therapy
using opioid analgesics , eventually combined with nonopioid drugs such as paracetamol or with non-steroidal
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Table I. Pacient demographic and medical characteristics
Variable

High pain

Low pain

P value
NS

Demographic
Percentige male

55,4%

66,5%

Percentige married

43%

38%

NS

Percent employed

5%

27%

0,001

Breast

2

2

Lung

8

2

Colon

4

2

Pancreas

4

1

Cervix

2

2

Other

2

1

Percentge with metastasis

88%

57%

0,001

Percentige who received surgery

92%

87%

NS

Percentige who received chemotherapy

45%

51%

NS

Percentage who received radiation

50%

50%

NS

Medical
Number with primary cancer

Table II. VAS and Distress difference after intervention
Variable

Visit 1

Visit 2

P value

VAS
High

49%

4%

Moderate

33%

9%

Low

18%

87%

High

62%

15%

Moderate

29%

41%

Low

9%

44%

of chronic pain rather than the hypothesis that depression
is an antecedent to chronic pain [25].
For psychological distress, there is strong evidence on
which to make a clinical recommendation, and the prevalence of psychological distress among cancer patients is
high [26-29]. Comprehensive chronic pain assessment
should include routine screening of psychological distress,
because brief measures are available and interventions are
effective [23].
Conclusions
Pain and distress occurred concomitant in this population.
An adequate pain management and pain reassessment
contributes to improve the cancer patient emotional distress score, anxiety and depressive symptoms. An accurate
screening instrument can facilitate the recognition of patients who needs further assessment and psychiatric treatment.
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