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Abstract: One of the main purposes is to examine the relationship between cancer
response style, metacognition, and anxiety of newly diagnosed and remission breast
cancer patients based on the metacognitive model. Second is to evaluate difference
between newly diagnosed and remission breast patients in manner of cancer response
style, metacognition, and anxiety levels. A total of 110 early-stage breast cancer patients
(56 newly diagnosed, 54 in remission) from one of the government hospital in Tiirkiye,
Mugla were enrolled from November 2022 to August 2023. The participants completed
sociodemographic and medical information, the Metacognition Scale (SBS-30), Cancer
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Response Style Scale, and Generalized Anxiety Scale-Revised (GADS-R). The average scores
of the participants on the Generalized Anxiety Scale were determined as 1591,12 + 282,62,
in those who were in newly diagnosed and was determined 1284.44 * 445.34 in
remission. Anxiety has a positive correlation with metacognitive activity and emotion-
oriented strategies (P<0.05); while fighting spirit and distrust of cognitive activities were
negatively correlated (P < 0.05). Anxiety was a common phenomenon in newly diagnosed
breast cancer patients and average during the remission stage. In addition, both cancer
responses and metacognitive beliefs had a direct and indirect association with the
occurrence and development of anxiety. Moreover, positive, and negative metacognitions
had different mechanisms on anxiety in patients with breast cancer.
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1. Introduction

Cancer is an increasingly important disease worldwide (WHO; Siegel et al., 2023, p. 17). Breast cancer,
which is referred to as the female gender by nature, is one of the common types of cancer that can occur
as aresult of a wide variety of factors such as age, genetic influence, hormones, negative vital habits and
environmental variables, has its own symptoms and stages, and can spread to the surrounding tissues
in the later stages of the disease (Hsieh et al.,, 1990, p. 796). Breast cancer ranks first among all types of
cancer seen in women in our country (T.R. Ministry of Health, 2020).

Women diagnosed with breast cancer experience some mandatory changes in their body image, work
and social life (breast removal, pain, uncontrolled weight loss, hair loss, quitting, pain and limitation of
movement, etc.) related to the course and treatment of the disease (Harcourt et al., 2003; Ghazal et al,,
2000; Campbell-Enns & Woodgate, 2015). These external changes and processes, which can be observed
relatively clearly, unsurprisingly create emotional difficulties and fluctuations in women (Babayigit,
2023, p. 260). Moreover, socially, the relationship of the breast with being a woman and mother, and
the social roles assigned to women, can be shown as an additional reason for the strengthening of
psychological distress (Tarhan, 2022). At almost every stage of breast cancer, changes in appetite and
sleep, visible anxious thoughts and associated avoidance have been noticed in women (Williams & Dale,
2006, p. 372; Jassim et al., 2015, p. 2; Matthews et al,, 2014, p. 250).

The first noticeable psychological reactions in women diagnosed with breast cancer are mostly anxiety,
fear, and anger. Conditions such as restlessness, hopelessness, depression and preoccupation of the
mind with the threat are considered quite meaningful, understandable and natural for this group of
patients who face a concrete life threat and uncertainty due to evolutionary reasons (Okanli, 2004, p. 3;
Stark and House, 2000, p. 1263). On the other hand, the resulting emotions and anxious thoughts
become chronic, break away from objectivity, and begin to create deterioration and restrictions in
functionality in the person's life. It is observed that women diagnosed with breast cancer in clinical

Cite as(APA 7): Cebeciler, I., & Savas, E. (2024). Relationship between cancer response style, metacognition, and anxiety of breast cancer. Sakarya Universitesi
Kadin Arastirmalari Dergisi, 3(2), 89-110. https://doi.org/10.61158/saukad.1514365

This is an open Access paper distributed under the terms of Conditidions of the Creative Commons Attribution-NonCommercial 4.0 International License.


https://orcid.org/0000-0001-6560-5797
https://orcid.org/0000-0002-8178-6804

Sakarya Universitesi Kadin Aragtirmalar1 Dergisi, 3(2) 2024, 89-110

settings experience mental health problems such as adjustment disorders, mood disorders, anxiety and
long-term grief with breast cancer at different rates and severity in relation to the disease itself and the
treatment process (izci et al., 2016, p. 94). Psychological problems that are observed intensely; drew
attention to the importance of psychological interventions that should be carried out simultaneously
with medical treatment (Aksan, 2021, p. 34; Barsevick et al,, 2002, p. 73; Tung, 2021, p. 34).

Anxiety during breast cancer; is the most common psychological problem that is expressed at almost
every stage after depressive symptoms and diagnosed in the clinical setting (Atesci et al., 2003, p. 145;
Lueboonthavatchai, 2007; Yildirim et al. 2009, p. 175; Gallagher et al.,, 2002; Tsaras et al. 2018). Anxiety,
as a disorder, refers to the state of experiencing an anxiety-related excess (American Psychiatric
Association, 2015). In the case of pathological anxiety, intense physical, mental and behavioral
compression and strain are observed in people (Tiirkcapar, 2004, p. 13). Even in cases where the person
does not have a concrete problem, it can be observed that he has a constant worry that "something" will
happen, which is often reflected in behavior. From this point of view, in addition to the physical
problems and pain experienced with breast cancer, the symptoms of anxiety also create an extra
difficulty in the life of the person (Akgay, 2019, p. 2; Kocaman et al., 2013, p. 155). In line with this need,
over time, possible factors that cause exacerbation and settlement have begun to be emphasized in order
to alleviate various mental health problems that occur in biological and intense chronic diseases such
as cancer (Kanmaz, 2019, p. 20; Lueboonthavatchai, 2007; Turgut et al,, 2009, p. 92; Zimmermann et al.,
2007, p. 225). In this study, breast cancer and anxiety that arises and/or intensifies during the process
is especially emphasized. Throughout the study, dominant responses to cancer (actions) and how the
disease is perceived/interpreted (thoughts) were two possible variables that were thought to influence
ongoing anxiety.

The first factor seen as a determinant of chronic anxiety that occurs during illness is cancer response
styles (Knowles et al., 2011; Giile¢ & Biiytikkinaci, 2011, p. 349; Geyikgi et al.,, 2018, p.246). Cancer often
indicates along "process” (Savas, 2023). Therefore, people diagnosed with cancer can have a wide range
of emotional and situational reactions to the disease in different periods. In addition, these responses to
cancer can vary depending on many factors, including the obstacles people face throughout the process
and how they cope with the disease, social support, temperament differences, and environmental
variables. This situation carries the way they meet cancer and the psychological process experienced to
a very subjective and complex dimension. On the other hand, to regulate this confusion as much as
possible, the response styles to cancer are basically divided into two as emotion-oriented (e.g.,
emphasizing anger) or combative, action-oriented (e.g., actively seeking functional solutions). These
two styles can be used together from time to time, and one style is usually more dominant in the person
(Aksan & Gizir, 2019, p. 643). Studies pointed out that people who cope with difficult processes with an
emotion-oriented focus and are in a state of inaction are able to use dysfunctional coping strategies more
often than people who are activated by the disease and meet the disease with a fighting spirit; mentioned
that these people are in the high-risk group in terms of experiencing mental health problems (Aydogan
etal., 2012; Karabulutlu et al., 2010; Knowles et al,, 2011; Saniah & Zainal, 2010; Wang et al., 2012).

In addition to responses to cancer, another major theme in the research is metacognition, which
highlights mental activities in the frequency and severity of anxiety observed in people throughout the
process. This word, which is a combination of the words meta (above, after) and cognition (cognition),
represents a mechanism above cognition; It is defined as cognition about cognition. For example, "Will
my disease recur?" is a cognition; "My illness will relapse because I keep thinking about whether my illness
will recur” is an example of a thought about a thought. Metacognitions also encompass metacognitive
beliefs, which are divided into positive and negative beliefs. Positive metacognitive belief; Beliefs that
thinking about a cognition that comes to mind will benefit the person themselves or the situation (e.g.,
"l need to keep thinking about anxious thoughts because it will protect me from possible cancer
recurrence.”); When pointing out, the negative ones represent beliefs that follow a thought that comes
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to mind or that not being able to eliminate it will harm the person (e.g., "I will get sick because I think
about the disease too much."). Due to the effort to make sense of what is happening, a wide variety of
metacognitive beliefs can appear in people with fatal diseases such as cancer. Patients mostly tend to
attribute the disease to an event, a person, or themselves. This situation also applies to what goes
through the mind of the person and the emotions he feels from time to time. People may believe that
they are sick because of their feelings or thoughts. Due to their metacognitive beliefs, patients may think
for along time about a cognition that comes to their mind (rumination) or engage in various mental and
behavioral avoidances and actions (avoidance, coercion) to eliminate this thought (Fisher et al., 2019,
p.2; Cook et al,, 2015, p. 208). In this way, metacognitions can be "fed" and reinforced by metacognitive
beliefs. In this cycle, metacognitive beliefs prolong mental preoccupation and can lead to a variety of
dysfunctional, repetitive, and compulsive behavior patterns. Although metacognitive beliefs can only
exist on the mental plane, when behaviors and beliefs are reinforced, coping styles can be negatively
affected and the process can enter a vicious circle (Ng et al,, 2019).

In studies on breast cancer, it has been found that there is a noticeable increase in women's
metacognitive activities from the first moment of diagnosis; It has been determined that new mental
and operational habits based on beliefs have begun to form (Cook et al., 2015, p.207; Jektaji & Khalkali,
2015; Elzami et al,, 2015, p. 94). Metacognitive beliefs and metacognitive activity intensity are effective
in psychological strains that occur during current studies based on various chronic diseases
(cardiovascular diseases, Parkinson's, cancer, etc.); significant relationships have been demonstrated
between the two in a way that confirms the model and at considerable rates (Yazar & Tolan, 2020, page
172; Anderson et al., 2019, p.1; Thewes et al., 2013). The effect of metacognitive processes on anxiety
and various mental health problems experienced in breast cancer has just begun to be investigated, and
studies in this area are still in the minority (Cook et al,, 2014, p. 52; Yazar & Tolan, 2020, p. 172;
Anderson et al,, 2019, p. 1).

Therefore, this study had two main objectives: (1) to evaluate the relationship between cancer response
style, metacognition, and anxiety of newly diagnosed and remission breast cancer patients based on the
metacognitive model. (2) To evaluate the difference in cancer response style, metacognition, and anxiety
levels between newly diagnosed and remission patients.

2. Materials and Methods
2.1. Participants and procedure

The type of research is in the quantitative and relational (correlational) survey model. Baseline data
from cancer patients (n=110), 56 newly diagnosed and 54 in remission breast cancer patients, was drawn
from correlational research exploring cancer response style, metacognition, and anxiety.

Participants were recruited from a National Hospital in the South of Tiirkiye. Including criteria were
women, diagnosed breast cancer, between the ages of 23 and 65, and being able to read and write
Turkish. Exclusion criteria were having significant cognitive impairment or psychosis (as assessed by
the clinician), current psychological treatment. Participants who met the specified criteria were
randomly selected and participation was voluntary. Participants provided written and informed
consent. This study was approved by the Ethics Committee of Istanbul Kent University (Reference
Number: 10504099). Informed consent was obtained from all individual participants included in the
study. The research was conducted in accordance with the Declaration of Helsinki.

2.2. Measures

Sociodemographic and medical information form, Response to cancer (MAC), metacognition
questionnaire, and general anxiety scale were recruited from participants.

2.2.1. Sociodemographic and medical information form
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Sociodemographic information (e.g. How old are you? Where do you live? What is your education level?
What is your profession? Are you working currently?) and medical information (e.g. What stage are you
in breast cancer? Are you satisfied with the medical treatment you are receiving? Do you feel that you
are adequately informed about your illness? Do you have a psychological disorder that has been
diagnosed or continues during this process? Do you have any other chronic diseases?) were included in
the form.

2.2.2. Metacognitions questionnaire 30 (MCQ-30)

MCQ-30 was developed by Wells and Cartwright (2004) and psychometric studies in Turkish was
completed by Tosun and Irak (2008). It is a 4-point Likert type scale with 30 items in 5 subscales:
positive metacognitive beliefs about worry, negative metacognitive beliefs concerning uncontrollability
and danger, cognitive confidence, beliefs concerning the need for control, and cognitive self-
consciousness. The MCQ-30 has one positive belief subscale, while the remaining subscales evaluate
more negative metacognitive belief domains. Higher scores indicate higher levels of problematic
metacognitive beliefs. Cronbach's alpha reliability coefficient was found to be 0.86.

2.2.3. Generalized anxiety scale- revised (GADS-R)

GADS-R) was developed by Wells in 2009, and psychometric studies in Turkish was completed by
Giindiiz, et al (2021). The scale included the severity and frequency of anxiety, frequency of coping
strategies for prevention, anxiety avoidance and evaluates the frequency of positive and negative
metacognitive beliefs. In the assessment, it is accepted that anxiety levels increase as the total score
obtained. The first 16 items are with 0-8 Likert type; The last 12 items are evaluated with a scoring
system between 0-100. To calculate the total score, the scoring of the first 16 items was converted to
scoring between 0-100 (the scores of the first 16 items were increased to 12.5 times). At the end, 28
items were collected to find the total score.

2.2.4. Cancer response style scale (MAC)

MAC was used to recognize the patient's reactions to cancer. MAC was developed by Watson et al. in
1989, and Natan (2000) conducted Turkish validity and reliability. It is a 4 point Likert type scale (1-4),
a total of 40 items with five subscales that measure five types of response: fighting spirit (16 items- 4, 5,
6,11, 13, 16, 18, 20, 26, 27, 28, 31, 32, 34, 39 and 40); helpless/hopelessness (6 items- 2,9, 17, 23, 25
and 36); anxious preoccupation (9 items- 1, 3, 10, 14,19, 21, 22, 29 and 37); fatalism (8 items- 7, 8, 12,
15, 24, 30, 33 and 35); and positive avoidance (1 item- 38). Scores for the sub- scales are calculated by
summing the answers for the assigned items. Higher scores indicate that the subscale reaction is
experienced more. Cronbach's alpha reliability coefficients of the subscales were found to be between
.72 and .58.

2.3. Statistical analysis

The data analysis software included SPSS 27.0. First, descriptive analyses were conducted to
characterize the sociodemographic and medical information, and the average scores for cancer response
style, metacognition, and anxiety. Secondly, the correlation among metacognition, response styles, and
anxiety was tested through the utilization of Spearman correlation. The analysis of the data was
performed at 95% confidence interval (p=0.05).

3. Results
3.1. Descriptive statistics

This study included 110 breast cancer patients who were newly diagnosed and remission in cancer,
from one national hospital. All participants were female, and their mean age was 44.73 £ 9.23. The
majority was currently working (54,6%) with college or above education (40%). Approximately 50.9%
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of the patients within newly diagnosed in stage of breast cancer I and Il and 49.1% of participants
treatment was in remission. Descriptive for sociodemographic and clinical information are presented in
Table 1.

Table 1
Participant Sociodemographic and Medical Information Form
X +SS Min - Max
Age 44,73 +9.23 23 - 64
N %
Education Level
Primary school 11 10,0
High Education 30 27,3
College 44 40,0
MSc 21 19,1
PhD 4 3,6
Employment Status
Occupied 60 54,5
Nonoccupied 44 40,0
Retired 6 5,5
Disease Stage
Newly Diagnosed 56 50,9
In Remission 54 49,1

3.2. Correlational analysis

Table 2 displays the information on cancer response style of participants. There were significant
differences between groups on helplessness, anxious preoccupation, avoidance, fatalism; whereas there
was no significant difference on fighting spirit. Newly diagnosed cancer patients have higher cancer
response styles of helplessness (11,5 %), anxious preoccupation, (28,0 %), avoidance (3,1%), fatalism
(23,0%), in comparison to in remission patients. On the other hand, there is no significant difference in
using fighting spirit between newly diagnosed and in remission patients.

Table 2
Cancer Response Style Scale Scores of Participants
Disease Stage N X=%SS M (Min - Max) Statistics
Newly Diagnosed 56 12.20 % 5.04 11.5 (6 -23) 7--3.864
Desperation/Hopelessness -0 '000*
In Remission 54 8.72+3.42 7.0 (6 - 21) p=0.
Newly Diagnosed 56 28.34 +4.33 28.0 (16 - 35) 7=-6.012
Anxious Waiting -0 0 00*
In Remission 54 22.02+491 22.0(12-33) p=9.
Newly Diagnosed 56 2.79+1.14 3.0(1-4) 7--4.922
Denial /Avoidance -0 '000*
In Remission 54 1.69+0.89 1.0 (1-4) p=0.
Newly Diagnosed 56 22.20 +3.42 23.0 (11-28) 7=-6.725
Fatalism -0 '000*
In Remission 54 436+16.31 16.5 (10 - 32) p=9.
Newly Diagnosed 56 49.52+9.86 52.0 (27 - 64) t=-0.372
Fighting Spirit -0 '711
In Remission 54 50.15+7.74 51.0 (19-62) p=v.
Newly Diagnosed 56 115.04+11.13 117.5(79-137) ;_6116
Cancer Response Styles Scale Total =0 '000*
In Remission 54 98.89+14.10 98.0 (54-146) P=Y

t: Independent Sample t-Test, Z: Mann Whitney U Test, *p<0.05
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Table 3 shows that the evaluation of generalized anxiety scale scores of the participants according to
the disease stages. According to the results obtained; a statistically significant difference was found
between the generalized anxiety scale scores of the participants according to the disease stages
(t=4.328; p<0.05). It was determined that the anxiety level of those in the newly diagnosed of the disease
were higher than those in the remission of the disease.

Table 3

Generalized Anxiety Scale Scores According to Disease Stages of the Participants

Disease Stage N Xz%SS M (Min - Max) Statistics
Newly Diagnosed 56 1591.12+282.62 1588.8 (1020 -2253) _4 399

Generalized Anxiety Scale _ 0 000*
In Remission 54 1284.44 +445.34 1357.5(358-2075) p=9.

Independent Sample t-Test, *p<0.05

Table 4 indicates the participant’s metacognition scale scores according to their disease stages.
According to the results obtained; a statistically significant difference was found between the scores of
the need to control thoughts sub-dimension (Z=-5.612; p<0.05) and the cognitive awareness sub-
dimension (Z=-4.610; p<0.05). It was determined that the scores of the need to control thoughts and
cognitive awareness in the newly diagnosed of the disease were higher than those in the remission of
the disease. Moreover, the total metacognitive activity of those in the newly diagnosed of the disease
were higher than those in the in-remission group.

Table 4

Metacognition Scale Scores According to the Disease Stages of the Participants

Disease Stage N X=%SS M (Min - Max) Statistics
Newly Diagnosed 56 11.43 £5.55 10.0 (6 - 24) 7-0.497
Positive Beliefs —0.619
In Remission 54 10.26 +3.59 9.5(6-18) p=u.
Newly Diagnosed 56 18.87 +4.49 20.0 (9 - 24) 7=-5612
The Need to Control Thoughts =0.000*
In Remission 54 13.44+4.09 14.0 (6 - 22) p=9.
Newly Diagnosed 56 11.57 +4.94 11.0 (6 - 24) 7=0.142
Cognitive Confidence
In Remission 54 11.54+4.53 11.0 (6 - 23) p=0.887
Newly Diagnosed 56 13.59 *+4.33 12.0 (6 - 24) 7=0.234
Uncontrollability and Danger
In Remission 54 13.07 +3.93 13.0 (6 - 22) p=0.815
Newly Diagnosed 56 19.30 +3.94 19.0 (10 - 24) _.
. 7=-4.610
Cognitive Awareness =0.000*
In Remission 54 15.70+3.41 16.0 (6 - 23) p=0.
Newly Diagnosed 56 74.77 +14.28 73.0(39-104) t=3.991
Metacognition Scale Total _(') 000*
In Remission 54 64.02+13.95 64.5(30-91) p=9.

t: Independent Sample t-Test, Z: Mann Whitney U Test, *p<0.05

Table 5 is about metacognition scale scores were evaluated according to the age of the participants.
According to the results obtained; A statistically significant difference was found between the scores of
the Need to Control Thoughts sub-dimension (t=-2.058; p<0.05) and cognitive confidence sub-
dimension (Z= -2.140; p<0.05) according to the age of the participants. It was determined that older
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participants (45 and more) need to control their thoughts more than younger participants; Their
confidence in the cognitive activities is low.

Table 5

Metacognition Scale Scores According to the Age of the Participants

Age N X=%SS M (Min - Max) Statistics
Under 45 52 10.13+4,19 9.0 (6 - 24) 7--1318
Positive Beliefs Py
45and above 58 11.50 +5.08 10.0 (6 - 24) p=0.187
Under 45 52 15.17 £4.92 15.0 (6 - 24) =-2.058
The Need to Control Thoughts P
45and above 58 17.14+5.07 17.5 (6 - 24) p=0.042
Under 45 52 10.60 * 4.56 9.5 (6 - 23) 7--2 140
Cognitive Confidence P
45and above 58 12.41%4.74 12.0 (6 - 24) p=0.032
Under 45 52 13.08 +3.99 12.0 (6 - 22) .
Uncontrollability and Danger Z_ 0.550
45and above 58 13.57 +4.27 13.0 (6 - 24) p=0.582
N Under 45 52 17.33+3.81 17.0 (10 - 24) =-0.507
Cognitive Awareness _
45and above 58 17.72*4.36 18.0 (6 - 24) p=0.614
Under 45 52 66.31+13.33  63.5 (40 - 104) =-2133
Metacognition Scale Total n 5%
45andabove 58 72.34+16.03  72.0 (30-103) p=0.03

t: Independent Sample t-Test, Z: Mann Whitney U Test, *p<0.05

Table 6 is about the scores of the cancer response styles according to the age of the participants. As the
results obtained there is a statistically significant difference was found between the scores of the
fatalism sub-dimension according to the age of the participants (Z=-2.163; p<0.05). It was determined
that younger group were less fatalistic about cancer than in the age group of 45 and over.

Table 6

Cancer Response Style Scale Scores According to the Age of the Participants

Age N X=#SS M (Min - Max) Statistics
Under 45 52 9.79+3.90 9.0 (6-20) 7=-1.213
Desperation/Hopelessness iy 5
45and above 58 11.12+5.17 9.5 (6 - 23) p=0.22
Under 45 52 24.50+5.10 24.5 (13 - 35) 7--1557
Anxious Waiting Py
45and above 58 25.90 *5.96 27.5 (12 - 35) p=0.120
Under 45 52 2.10+1.18 2.0 [1 - 4) 7=-1.411
Denial/Avoidance 01
45and above 58 2.38+1.14 2.0(1-4) p=0.158
_ Under 45 52 18.23 +4.85 17.5 (10 - 28) 7--2163
Fatalism — 1*
45andabove 58 20.28 +4.76 21.0 (10 - 32) p=0.03
Under 45 52 51.04 +7.99 51.0 (32 - 64) 7--1.091
Fighting Spirit Py
45andabove 58 48.74 +9.49 49.5 (19 - 64) p=0.275
Under 45 52 105.65+1333 105.0 (77-137) 7-.1291
Cancer Response Styles Scale Total e
45andabove 58 108.41+16.35 113.5(54-146) P=0.197

Mann Whitney U Test, *p<0.05

95



Sakarya Universitesi Kadin Aragtirmalar1 Dergisi, 3(2) 2024, 89-110

Table 7 indicates the metacognition scale scores according to the education levels of the participants
(Table 7). According to the results obtained; a statistically significant difference was found between the
scores of the Cognitive Trust sub-dimension according to the education levels of the participants
(KW=11.603; p<0.05). Besides according to the Posthoc test results; It was determined that the
Cognitive Confidence sub-dimension scores of primary school graduates were higher than those of
doctoral graduates. It means that they do not trust their cognitive activity as much as highly educated

participants.

Table 7

Metacognition Scale Scores According to the Education Level of the Participants

Education Level N X=%SS M (Min - Max) Statistics
Primary School (1) 11 9.27 +2.94 10.0 (6 - 13)
High School (2) 30 10.60+4.64 9.0 (6-24)
Positive Beliefs Undergraduate (3) 44 10.64 +5.06 9.0 (6-24) EX\(])_:257'1164
Graduate (4) 21 11.62+4.12 10.0 (6 - 18)
Doctor (5) 4 15.50+6.76 15.0 (8- 24)
Primary School (1) 11 18.45+4.68 18.0 (11 - 24)
High School (2) 30 16.37+6.23 17.0 (6 - 24)
The Need to Control Thoughts Undergraduate (3) 44 15.11+4.35 15.0 (7 - 24) EX\(])=168}342
Graduate (4) 21 16.48+4.87 16.0 (6 - 24)
Doctor (5) 4 19.50+2.38 19.5 (17 - 22)
Primary School (1) 11 14.18+4.73 13.0 (7 - 24)
High School (2) 30 12.57+4.52 12.5(6-21) KW=11.603
Cognitive Confidence Undergraduate (3) 44 11.09+4.92 10.0 (6-23) p=0.021*
Graduate (4) 21 10.62+4.13 10.0 (6 - 18) 1>52
Doctor (5) 4 6.75+1.50 6.0(6-9)
Primary School (1) 11 14.09 +4.21 12.0 (9-21)
High School (2) 30 14.40*4.64 14.0 (6 - 21)
Uncontrollability and Danger Undergraduate (3) 44 13.16 +4.03 12.0 (7 - 24) gl/\(l).:256.i39
Graduate (4) 21 12.19+3.59 12.0 (6-18)
Doctor (5) 4 11.25+2.06 11.5(9-13)
Primary School (1) 11 19.36 +3.75 19.0 (14 - 24)
High School (2) 30 4.77 +16.80 16.0 (6 - 24)
Cognitive Awareness Undergraduate (3) 44 17.32+3.56 17.0 (10 - 24) gl/\(l).:252.7124
Graduate (4) 21 5.52+4.30 17.0 (11 - 24)
Doctor (5) 4 20.50%2.65 20.0 (18- 24)
Primary School (1) 11 75.36+13.06 73.0(58-93)
High School (2) 30 70.73+18.09 72.5(30-104)
Metacognition Scale Total Undergraduate (3) 44 67.32+13.86 63.0(40-103) gl/\(l)=;5§12
Graduate (4) 21 68.43+14.08 68.0(38-91)
Doctor (5) 4 7350+13.89 73.0(59-89)

Kruskal Wallis H Test, *p<0.05, a: Bonferroni Posthoc Test

Table 8 shows the scores of the Cancer Response Style Scale according to the education levels of the
participants. The results show that there is a statistically significant difference was found between the
scores of the Denial/Avoidance (KW=10.206; p<0.05) Fatalism (KW=13.113; p<0.05) and Fighting Spirit
(KW=10.865; p<0.05) sub-dimensions according to the education levels of the participants. It was
determined that the Fatalism sub-dimension scores of primary school graduates were higher than those
of undergraduate and graduate graduates and Fighting Spirit sub-dimension scores of high school
graduates were lower than those of undergraduate and doctoral graduates.
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Table 8

Cancer Response Style Scale Scores According to the Education Level of the Participants

Education Level N X%SS M (Min - Max) Statistics
Primary School (1) 11 13.27 +4.58 14.0 (6 - 20)
High School (2) 30 11.63+5.32 10.0 (6 - 22)
KW=8.736
Desperation/Hopelessness Undergraduate (3) 44 9.43 +4.39 8.0 (6 - 23) p=0.068
Graduate (4) 21 9.71+3.81 8.0 (6-19)
Doctor (5) 4 10.00+1.83 10.0 (8-12)
Primary School (1) 11 27.36%5.16 28.0 (19-33)
High School (2) 30 25.63+5.95 26.5 (12 - 35)
KW=5.994
Anxious Waiting Undergraduate (3) 44 23.86+5.49 23.0(13-33) p=0.199
Graduate (4) 21 25.81+5.23 26.0 (14 - 33)
Doctor (5) 4 2850+5.20 29.0 (22 - 34)
Primary School (1) 11 2.82+1.33 3.0(1-4)
High School (2) 30 2.3+1.30 3.0(1-4)
KW=10.206
Denial/Avoidance Undergraduate (3) 44 1.84+1.01 2.0(1-4) p=0.037*
Graduate (4) 21 2.24+1.00 20(1-4)
Doctor (5) 4 2.25%0.50 2.0(2-3)
Primary School (1) 11 23.27 +1.56 24.0 (20 - 26)
High School (2) 30 7.20%5.25 20.5 (10 - 26) KW=13.113
Fatalism Undergraduate (3) 44 18.52+5.12 17.0 (10 - 32) p=0.011*
1>3,1>42
Graduate (4) 21 18.38+3.99 19.0 (10 - 25)
Doctor (5) 4 22.75+4.79 23.0 (17 - 28)
Primary School (1) 11 47.91+10.62 48.0 (31-63)
High School (2) 30 45.40+10.08 48.5 (19 - 60) KW=10.865
Fighting Spirit Undergraduate (3) 44 51.93+7.85 53.5(33-64) p=0.028*
2<3,2<52
Graduate (4) 21 51.67+6.13 51.0 (40 - 64)
Doctor (5) 4 5550+3.70 56.0 (51-59)
Primary School (1) 11 114.64+12.48 118.0(94-132)
High School (2) 30 104.50+17.33 110.0 (54-125)
Cancer Response Styles KW=8.069
Undergraduate (3) 44 105.59+14.33 103.5(79 - 146)
Scale Total p=0.089

Graduate (4)

Doctor (5)

21 107.81+13.78
4 119.00+6.16

110.0 (84 - 137)
121.0 (110 - 124)

Kruskal Wallis H Test, *p<0.05, a: Bonferroni Posthoc Test

Table 9 is about metacognition scale scores according to the working status of the participants.
According to the results obtained.; a statistically significant difference was found between the scores of
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the Uncontrollability and Danger sub-dimension according to the working status of the participants
(KW=12.046; p<0.05). According to the posthoc test results; It was determined that the uncontrollability
and danger sub-dimension scores of the employees were lower than those who did not work. It means
that participants who currently working think they have more control over their thoughts and are less
likely to believe that they will lead to any danger in cancer processes.

Table 9

Metacognition Scale Scores According to the Working Status of the Participants

Working Status N X #SS M (Min - Max) Statistics
Working (1) 60 11.08+5.08 10.0 (6 - 24)
KW=3.922
Positive Beliefs Not working (2) 44 10.09 +4.02 9.0 (6-21)
p=0.141
Retired (3) 6 1417 +4.62 15.0 (6 - 18)
Working (1) 60 15.45+4.99 15.0 (6 - 24)
KW=2.811
The Need to Control Thoughts Not working (2) 44 17.11+5.23 17.0 (6 - 24)
p=0.245
Retired (3) 6 17.17 +4.07 16.5 (13 - 24)
Working (1) 60 10.55%4.13 10.0 (6 - 19)
KW=5.976
Cognitive Confidence Not working (2) 44 12.55%5.16 12.0 (6 - 24)
p=0.050
Retired (3) 6 14.33+5.13 15.5(7-21)
Working (1) 60 12.08+3.86 11.5 (6 - 24) KW=12.046
=0.002
Uncontrollability and Danger Not working (2) 44 14.84 +4.09 14.0 (9 - 22) E
Retired (3) 6 14.83+3.19 15.0 (11-18) 1<22
Working (1) 60 16.95*4.43 16.5 (6 - 24)
KW=3.208
Cognitive Awareness Not working (2) 44 18.18+3.61 18.0 (8 - 24)
p=0.201
Retired (3) 6 18.67+3.50 19.0 (14 - 24)
Working (1) 60 66.12+14.38 65.0(30-95) KW=6.728
Metacognition Scale Total Notworking (2) 44 72.77+15.29 72.5(45-104) p=0.035*
1 a
Retired (3) 6 79.17+12.14 81.5(61-91) <3

Kruskal Wallis H Test, *p<0.05, a: Bonferroni Posthoc Test

Table 10 indicates the metacognition scale scores according to the participant’s sufficient knowledge
level about the disease. According to the results obtained; A statistically significant difference was found
between the scores of the uncontrollability and danger sub-dimension according to the participants'
adequate knowledge about the disease (Z=-2.132; p<0.05). It was determined that the scores of the
uncontrollability and danger sub-dimension of those who were adequately informed about the disease
were lower than those who were not sufficiently informed about the disease. It means that when people
are adequately and accurately informed about the disease, they believe that they can control the
thoughts that come, and they find the cognitive activities less dangerous.

Table 10
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Metacognition Scale Scores According to the Participant’s Sufficient Knowledge About the Disease

Adequate

Information . -

About the N X+SS M (Min - Max) Statistics

Disease

Yes 103 10.86 +4.79 100(6-24)  7-0271
Positive Beliefs o

No 7 10.71+3.64 9.0 (6 - 16) p=0.786

Yes 103 16.24+5.10 16.0(6-24)  7-.0375
The Need to Control Thoughts .

No 7  15.71+5.06 15.0 (8 - 24) p=0.708

Yes 103 1145 * 4.64 11.0(6-24)  7-0771
Cognitive Confidence Ny

No 7  13.14+598 12.0 (6 - 23) p=0.441

Yes 103 13.09 £4.00 12.0 (6 - 24) -
Uncontrollability and Danger Z_ 2'132*

No 7 5.00*4.55 18.0 (11-22)  Pp=0.033

Yes 103 5.50+4.13 17.0 [6 - 24) 7=-0.252
Cognitive Awareness .

No 7 18.00 £ 3.65 18.0 (13-24)  Pp=0.801

Yes 103 69.15 £ 15.35 68.0 (30-104) -
Metacognition Scale Total Z_ 1'20718

No 7 7457 £9.03 75.0 (62-85)  P=0.28

Mann Whitney U Test, *p<0.05

Table 11 shows the relationship between the scores of the metacognition scale and the cancer response
style scale scores of the participants. According to the results obtained; A high level of positive
correlation was found between the scores of the anxious waiting sub-dimension of the cancer response
style scale and the need to control thoughts sub-dimension scores of the metacognition scale (r=0.635;
p<0.05). Besides a positive weak level correlation was found between the scores of the
Helplessness/Hopelessness sub-dimension of the cancer response styles scale and the positive beliefs
sub-dimension (r=0.220), the need to control thoughts sub-dimension (r=0.276), the cognitive trust
sub-dimension (r=0.293), the uncontrollability and danger sub-dimension (r=0.238) and the total
(r=0.322) scores of the metacognition scale (p<0.05).

A moderate positive correlation was found between the scores of the anxious waiting sub-dimension of
the cancer response styles scale and the cognitive awareness sub-dimension of the metacognition scale
(r=0.575) and the total (r=0.540) scores of the metacognition scale (p<0.05). A positive weak level
correlation was found between the scores of the anxious waiting sub-dimension of the cancer response
styles scale and the positive beliefs sub-dimension (r=0.211) and uncontrollability and danger sub-
dimension (r=0.247) scores of the metacognition scale (p<0.05).

A moderate positive correlation was found between the scores of the denial/avoidance sub-dimension
of the cancer response styles scale and the thoughts control need sub-dimension of the metacognition
scale (r=0.527) and the total (r=0.407) scores of the metacognition scale (p<0.05). A positive weak level
correlation was found between the scores of the denial/avoidance sub-dimension of the cancer
response styles scale and the uncontrollability and danger sub-dimension (r=0.239) and cognitive
awareness sub-dimension (r=0.240) scores of the metacognition scale (p<0.05).

A moderate positive correlation was found between the scores of the fatalism sub-dimension of the
cancer response style scale and the need to control thoughts sub-dimension of the metacognition scale
(r=0.552) and the total (r=0.462) scores of the metacognition scale (p<0.05). A positive weak level
correlation was found between the scores of the fatalism sub-dimension of the cancer response styles
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scale and the cognitive trust sub-dimension (r=0.200), uncontrollability and danger sub-dimension
(r=0.233) and cognitive awareness sub-dimension (r=0.349) scores of the metacognition Scale (p<0.05).

A moderate positive correlation was found between the scores of the fighting spirit sub-dimension of
the cancer response style scale and the cognitive awareness sub-dimension scores of the metacognition
scale (r=0.431; p<0.05). A negative weak level correlation was found between the scores of the fighting
spirit sub-dimension of the cancer response styles scale and the cognitive trust sub-dimension scores of
the metacognition scale (r=-0.320; p<0.05).

A high level of positive correlation was found between the total scores of the cancer response style scale
and the need for control of thoughts sub-dimension (r=0.656) and cognitive awareness sub-dimension
(r=0.656) scores of the metacognition scale (p<0.05). A moderate positive correlation was found
between the total scores of the cancer response style scale and the total scores of the metacognition
scale (r=0.563; p<0.05). A positive weak level correlation was found between the total scores of the
cancer response styles scale and the uncontrollability and danger sub-dimension scores of the
metacognition Scale (r=0.271; p<0.05).

Table 11

The Relationship Between the Scores of the Metacognition Scale and the Cancer Response Style Scale Scores of the
Participants

Cancer Response Styles Scale
Cancer
Desperation/ |Anxious Deny/ Fatalism Combative lsleslgts)nse
Despair Wait Avoid Soul ty
Scale
Sum
Metacognition Scale |r P r P r P r P r P r P
Positive Beliefs 0.220 0.021* [0.211 0.027*|0.106 0.272 10.118 0.221 [-0.039 0.683 [0.179 0.061
Thoughts 0.276 0.004* (0.635 0.000* [0.527 0.000* [0.552 0.000* [0.117 0.225 [0.656 0.000*
The Need for Control
Cognitive Confidence (0.293 0.002* (0.026 0.784 (0.180 0.059 [0.200 0.036* |-0.320 0.001* [0.030 0.758
Uncontrollability 0.238 0.012* [0.247 0.009* [0.239 0.012* 0.233 0.014* |0.063 0.516 |0.271 0.004*
and Danger
Cognitive Awareness (0.045 0.638 (0.575 0.000* [0.240 0.012* |0.349 0.000* [0.431 0.000* [0.656 0.000*
g’luelflawg“‘tm“ Scale 1) 255 0.001* [0.540 0.000* (0.407 0.000* [0.462 0.000* 0.045 0.640 |0.563 0.000*

Spearman’s Correlation, *p<0.05

Table 12 shows the relationship between the scores of the generalized anxiety scale and the scores of
the metacognition scale and the cancer response style scale. According to the results obtained; A
moderate positive correlation was found between the scores of the generalized anxiety scale and the
need to control thoughts sub-dimension (r=0.471) and cognitive awareness sub-dimension (r=0.450)
scores (p<0.05). A positive weak level correlation was found between the scores of the generalized
anxiety scale and the positive beliefs sub-dimension (r=0.218) and the total (r=0.375) scores of the
metacognition Scale (p<0.05).
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A moderate positive correlation was found between the scores of the generalized anxiety scale and the
anxious waiting sub-dimension (r=0.478) and the total (r=0.480) scores of the cancer response style
scale (p<0.05). A positive weak level correlation was found between the generalized anxiety scale scores
of the participants and the helplessness/hopelessness sub-dimension (r=0.218), denial/avoidance
(r=0.332) and fatalism sub-dimension (r=0.393) scores (p<0.05).

Table 12

The Relationship Between the Participant’s Generalized Anxiety Scores and the Scores of the Metacognition Scale and
the Cancer Response Style Scale

Generalized Anxiety Scale

r p
Metacognition Scale
Positive Beliefs 0.218 0.022*
The Need to Control Thoughts 0.471 0.000*
Cognitive Confidence 0.003 0.978
Uncontrollability and Danger 0.163 0.088
Cognitive Awareness 0.450 0.000*
Metacognition Scale Total 0.375 0.000*
Cancer Response Styles Scale
Desperation/Hopelessness 0.218 0.022*
Anxious Waiting 0.478 0.000*
Denial/Avoidance 0.332 0.000*
Fatalism 0.393 0.000*
Fighting Spirit 0.128 0.182
Cancer Response Styles Scale Total 0.480 0.000*

Spearman’s Correlation, *p<0.05
4. Discussion

In line with the results obtained, significant relationships were found between cancer response styles
and metacognitive beliefs, and it was determined that two independent variables could directly and
indirectly affect the level of anxiety in women with breast cancer. Past research and results conducted
in line with these themes have emphasized similar relationships (D6nmez, 2016; Karakas 2020, Aga¢ &
Ozgetin, 2021). This meaningful general result revealed in the research once again revealed the
necessity of deepening the relationship between reactions and psychological difficulties based on
metacognitive beliefs in chronic diseases.

Throughout the study, the stage of the disease is the most important variable, which creates a clear
distinction. The period of breast cancer affected the intensity of metacognitive activity, the way they
responded to cancer, and the level of anxiety in participants. In the study, participants in the early stage
of the disease scored higher on all scales than those in remission. Accordingly; In women diagnosed with
early-stage breast cancer and actively treated, metacognitive beliefs are markedly more intense, they
are more likely to cope with cancer in dysfunctional ways, and the anxiety experienced is more severe
than in those in remission. These results once again revealed the existence of mental and emotional
negative changes experienced with the diagnosis of breast cancer and supported other studies in this
field (Mutlu et al., 2018; Cheli et al., 2019; Thewes et al,, 2013). In women who survived breast cancer,
fear and anxiety of recurrence due to incomplete medical controls, metacognitive beliefs about the
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disease, and avoidant or obsessive behaviors were observed. Fear of recurrence is the most frequently
described psychological strain in people in remission, regardless of the type of cancer (Geyikgeli, 2023;
van de Wal et al,, 2016; Simard et al., 2013). Psychoeducation and psychological help given from the
onset of cancer is very important in the light of this result. Open communication and easy access to
accurate information can reduce anxiety and depression by avoiding possible question marks that may
arise in later stages and remission (Mills & Sullivan, 1999; Erdem, 2019; Sinding et al., 2010; Spring,
2007).

In terms of socioeconomic aspects, all the data obtained mostly coincided with the literature. As stated
in previous studies, various socioeconomic factors (individual variables such as age, education level,
whether working or not, and having sufficient knowledge about the disease, etc.) made a difference in
patients' metacognitive activities and response styles to cancer, and therefore in their anxiety levels
(Tinel etal, 2012, p. 189; Epping-Jordan et al., 1999; Baider et al., 2003). It is clearly among the findings
that the stage of life in which women are located affects the way they respond to cancer (Mor et al., 1994;
Tinel et al,, 2012). In line with the results obtained, higher cognitive activity intensity was higher in
older women than in younger women,; It has been observed that the way they respond to the disease is
more fatalistic. Similarly, people with low levels of education expressed less confidence in their
cognition and mental functions than people with relatively high levels of education. These people have
been found to be more inclined to face the disease through dysfunctional means such as
denial/avoidance and fatalism. It was observed that in women who thought that they did not have
enough information about their disease and did not work, their inactivity increased, and there was an
increase in beliefs about the dangerousness and uncontrollability of incoming thoughts. In this respect,
the importance of clear, accurate and scientific information for the patient during the treatment has
once again been revealed. On the other hand, no direct relationship was found between these results
and the anxiety levels of the individuals. However, it is possible to say that anxiety levels may be higher
indirectly in women who are "older, have a low level of education, do not actively participate in working
life and think that they do not have enough information about their disease" because their reaction
styles to the disease are largely emotion-oriented and their metacognitive activities are high.
Furthermore, people with these traits may be more vulnerable to experiencing depressive symptoms
(Ghanem et al., 2020; Alacalioglu, 2007; Reuter et al., 2006; Alcalar et al, 2012). It is frequently
emphasized in the literature that situations such as thinking that they have sufficient knowledge about
the disease during the illness, having a high level of education and working as much as the physical
conditions allow are negatively related to mental health problems. As can be seen, the results of the
research on these variables also support the research findings (Cam et al., 2009, p. 73; Campbell-Enns
& Woodgate, 2015; Chang et al., 2014). Considering the past literature and the data of the study, detailed
observations and evaluations are needed to interpret some meaningful but implicit relationships
revealed in the research.

Some findings regarding the age variable obtained from the study contradict the literature. Past
research has identified young age as an important risk factor for psychosocial problems in breast cancer
(Epping-Jordan et al., 1999; Baider et al., 2003; Mosher & Danoff-Burg, 2005; Sertoéz et al., 2004).
According to this information, young women express psychological symptoms more frequently than
older women in daily life and clinical settings (Campbell-Enns and Woodgate, 2015). The stage of the
disease is considered as a possible cause of contrast. The fact that women who receive active treatment
for breast cancer (metacognitive activities, anxiety levels are higher than in the remission group; their
coping is emotion-oriented) are older than those in remission may be a reason for this contrast.
Although a more detailed examination and more research are needed to understand the reasons for the
different results found, this result suggests that women with breast cancer, regardless of their stage of
life, are at risk of experiencing mental health problems.
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As mentioned, in the study, it was observed that sociodemographic variables and the current stage of
the disease mostly affected cancer response styles and metacognitive activity. However, cancer
response styles and metacognitive beliefs also affect each other bidirectionally. In cases where anxious
anticipation of the disease increased, thoughts about uncontrollability and dangerousness, positive
metacognitive beliefs, and the need to control metacognitions also increased. Positive metacognitive
beliefs, the need to control thoughts, metacognitive beliefs that thoughts are uncontrollable and
dangerous are more common in women who meet the disease helpless/hopeless; It has been noticed
that trust in cognitions is weaker in this group. A helpless/hopeless attitude increased total
metacognitive activity (wandering into thoughts). Similarly, as the use of the denial/avoidance style
increased, cognitive awareness increased; Uncontrollability and dangerousness have stimulated
metacognition. When the fatalistic approach prevailed, confidence in cognitions weakened; Cognitive
awareness of uncontrollability and dangerousness and metacognitive activity increased. In general, it
has been observed that pathological metacognitive activity increases as the strength and frequency of
use of all other response styles increases, except for the warrior spirit. All these findings showed that
high and moderate correlations, metacognitive activity and cancer response styles were significantly
related to each other and proceeded in parallel with each other and achieved the purpose of the
research. Since women with action-oriented approaches who actively cope with the disease are more
likely to experience less psychological distress during the illness, it is among the sine qua non for
psychologists working in the field to focus on mental functions, beliefs and their effects on current
reactions, as well as identifying and reframing unhelpful coping strategies in psychological
interventions applied to this patient group (Elzami et al., 2015, p. 94).

To summarize, there are studies in the literature showing that the use of response styles such as anxious
waiting, fatalism, denial avoidance (other styles other than the combative spirit) and the likelihood of
experiencing psychological difficulties and various mental health problems inevitably increase in cases
where pathological metacognitive activity increases (Agca, 2021; Giile¢c & Biiyiikkinaci, 2011, p. 349;
Knowles et al., 2011; Geyikei et al,, 2018, p. 246). The results obtained in line with the research have
largely supported this view. Perceptions, interpretations, and beliefs about cancer have influenced
coping styles, mental and physical responses to cancer, and mood and anxiety at the end of the day. In
the study, three main themes (cancer response styles, metacognitive activity, and anxiety level) were
intertwined in sometimes explicit and sometimes implicit, indirect ways; they are related to each other
in meaningful ways and at different levels. Regardless of the stage of the disease, how women perceive
the disease has sometimes directly and indirectly determined their cognitive functioning, the way they
meet and deal with cancer. Cyclical and dysfunctional cognitive and action-oriented activities such as
fear of relapse, constant control of body image and physical changes, rumination, which arise and
exacerbate in line with people's positive and negative metacognitive beliefs, can cause mental health
problems such as anxiety, depression, and obsessive-compulsive disorder to emerge and/or become
entrenched (Beck et al., 2023; Soo & Sherman, 2015). In this context, women; In addition to physical
pain and symptoms that develop due to the disease and treatment, which can be exacerbated from time
to time, even if the disease process ends, it may face social, economic and psychological problems. They
may not be able to end the disease on the mental and emotional plane. The importance of psychological
and relational support in the breast cancer process emerges once again at this stage. The adoption of a
personalized and multidisciplinary treatment approach in psychological evaluations is very meaningful
in this patient group. It is thought that people who have been diagnosed at an early stage of breast cancer
and have recovered from breast cancer reveal metacognitive beliefs about the disease, and not ignoring
these beliefs during interventions can prevent mental health problems that arise during the process
before they become chronic and can be effective in eliminating them significantly.
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5. Conclusion

To sum up, regardless of the period of the disease, the level of anxiety, metacognitive beliefs and
response styles to cancer in women varied in relation to age, education level, working situation and the
level of information about the disease. Cancer response styles, metacognitive beliefs and anxiety levels
in women in two different periods of the disease vary in relation to socio-demographic data. Besides in
newly diagnosed women with early-stage (I, II) breast cancer, the intensity of metacognitive activity,
the strength of the use of cancer response styles, the presence of positive/negative metacognitive beliefs
about general anxiety levels and anxious thoughts, and the use of dysfunctional coping styles
(rumination, avoidance) were higher than those who went through the remission of the disease.
Moreover, there is a significant relationship between cancer response styles and metacognitive beliefs.
In both periods of the disease; high, moderate, weak, negative and positive relationships were found
between cancer response styles and metacognitive beliefs. Besides there is a significant difference
between anxiety levels, cancer response styles, and metacognitive beliefs. In both periods of the disease,
moderate and weak, negative and positive relationships were found between cancer response styles,
metacognitive beliefs and anxiety levels.

In line with the results, patients should be aware of what is going through their minds individually, how
they respond to cancer, and whether these are beneficial for them in the process, in order to reduce or
prevent the anxiety that arises during the process. Institutions and individuals (psychologists,
psychiatrists, oncologists, nurses) should closely monitor the metacognitive beliefs and cancer response
styles observed in this group of patients for early awareness and correct intervention. At the same time,
the entire treatment team should be competent in providing clear, clear and accurate information to
patients. Factors such as the age, socioeconomic level, culture and stage of the disease should be
considered by the relatives and the treatment team. Patients should be closely monitored biologically,
psychologically and socially, especially during the newly diagnosed period of cancer and during active
treatment. Concerns and fears about metastasis or recurrence during the post-cancer remission period
should be examined separately. To understand the needs of the patients correctly, people should be
handled biopsychosocially throughout the process.

104



flayda Cebeciler, Esra Savas

References

Agca, M. A. (2021). Kanser hastalarinda otomatik diistince ve fonksiyonel olmayan tutumlarin kaygi
diizeyini yordayici glicii [Master's Thesis, Necmettin Erbakan University]

Agag, M., & Ozgetin, Y. S. U. (2021). Kanser siirecinde iistbilisler, psikolojik saglamlik ve niiks
korkusu. Psikiyatride Giincel Yaklasimlar, 13(4), 693-706.

Akgay, G. (2019). The relationship between personality structure, anxiety level and ability to withstand
discomfort in cancer patients [Master's Thesis, T.C. Uskiidar University], Istanbul.

Aksan, A. T. (2021). Effectiveness of cognitive behavioral therapies in women with breast cancer: A
systematic review study. Psikiyatride Giincel Yaklasimlar, 13(1), 34-51.

Al-Ghazal, S. K., Fallowfield, L., & Blamey, R. W. (2000). Comparison of psychological aspects and patient
satisfaction following breast conserving surgery, simple mastectomy and breast
reconstruction. European journal of cancer (Oxford, England: 1990),36(15), 1938-1943.
https://doi.org/10.1016/s0959-8049(00)00197-0

Alacacioglu, A. (2007). Evaluation of depression, hopelessness and anxiety levels of cancer patients and
their relatives [Doctoral dissertation, Dokuz Eylul Universitesi (Turkey)].

Alcalar, N., Ozkan, S., Kucucuk, S., Aslay, 1., & Ozkan, M. (2012). Association of coping style, cognitive
errors and cancer-related variables with depression in women treated for breast
cancer. Japanese journal of clinical oncology, 42(10), 940-947.

American Psychiatric Association. (2015) Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition (DSM-V) (Trans.: Kéroglu, E.) Physicians Publication Union, Ankara.

Anderson, R., Capobianco, L., Fisher, P., Reeves, D., Heal, C,, Faija, C. L., Gaffney, H., & Wells, A. (2019).
Testing relationships between metacognitive beliefs, anxiety and depression in cardiac and
cancer patients: Are they transdiagnostic? Journal of psychosomatic research, 124, 109738.
https://doi.org/10.1016/j.jpsychores.2019.109738

Atesci, F. C., Oguzhanoglu, N. K., Baltalarli, B., Karadag, F., Ozdel, 0., & Karagoz, N. (2003). Kanser
hastalarinda psikiyatrik bozukluklar ve iliskili etmenler. Turkish Journal of Psychiatry, 14(2):
145-152.

Aydogan, U., Cetin Doganer, Y., Borazan, E., Kémiirct, S., Kocak, N., Oztiirk, B., Abstract, A., & Saglam, K.
(2012). Relationship between depression and anxiety levels and coping attitudes in cancer
patients. Turkish Journal of Family Practice, 16(2).

Babayigit, A. (2023). Meme kanseri: Bas etme stratejileri ve kanser sonrasi biiyliime: Bir vaka sunumu.
Journal of Social, Humanities and Administrative Sciences, 6(2), 257-278.

Bahar, A. (2007). Kanser hastalarinda psikososyal yaklasim. Anatolian Journal of Nursing and Health
Sciences, 10(1), 105-111.

Baider, L., Andritsch, E., Uziely, B., Goldzweig, G., Ever-Hadani, P., Hofman, G., Krenn, G., & Samonigg, H.
(2003). Effects of age on coping and psychological distress in women diagnosed with breast
cancer: Review of literature and analysis of two different geographical settings. Critical reviews
in oncology/hematology, 46(1),5-16. https://doi.org/10.1016/s1040-8428(02)00134-8

Barsevick, A. M., Sweeney, C., Haney, E., & Chung, E. (2002). A systematic qualitative analysis of
psychoeducational interventions for depression in patients with cancer. Oncology nursing
forum, 29(1), 73-87. https://doi.org/10.1188/02.0NF.73-87

105



Sakarya Universitesi Kadin Aragtirmalar1 Dergisi, 3(2) 2024, 89-110

Beck, S., Whitaker, K., & Cropley, M. (2023). Is rumination associated with psychological distress after a
cancer diagnosis? A systematic review. Journal of psychosocial oncology, 41(5), 584-609.

Campbell-Enns, H. & Woodgate, R. (2015). The psychosocial experiences of women with breast cancer
across the lifespan: A systematic review protocol. JBI database of systematic reviews and
implementation reports, 13(1), 112-121. https://doi.org/10.11124 /jbisrir-2015-1795

Chang, 0., Choi, E. K, Kim, I. R, Nam, S. |, Lee, |. E, Lee, S. K, Im, Y. H,, Park, Y. H., & Cho, ]. (2014).
Association between socioeconomic status and altered appearance distress, body image, and
quality of life among breast cancer patients. Asian Pacific journal of cancer prevention:
APJCP, 15(20), 8607-8612. https://doi.org/10.7314 /apjcp.2014.15.20.8607

Cheli, S., Caligiani, L., Martella, F., De Bartolo, P., Mancini, F., & Fioretto, L. (2019). Mindfulness and
metacognition in facing with fear of recurrence: A proof-of-concept study with breast-cancer
women. Psycho-oncology, 28(3), 600-606. https://doi.org/10.1002/pon.4984

Cook, S. A, Salmon, P., Dunn, G., Holcombe, C., Cornford, P., & Fisher, P. (2015). A prospective study of
the association of metacognitive beliefs and processes with persistent emotional distress after
diagnosis of cancer. Cognitive therapy and research, 39(1), 51-60.
https://doi.org/10.1007/s10608-014-9640-x

Cook, S. A, Salmon, P, Dunn, G., Holcombe, C., Cornford, P., & Fisher, P. (2015). The association of
metacognitive beliefs with emotional distress after diagnosis of cancer. Health psychology:
Official journal of the Division of Health Psychology, American Psychological Association, 34(3),
207-215. https://doi.org/10.1037 /hea0000096

Cam, O,, Saka, S., & Glimiis, A. B. (2009). Meme kanserli hastalarin psikososyal uyumlarini etkileyen
faktorlerin incelenmesi. Journal of breast health, Vol: 5, No. 2, 73-81.

Donmez, G. (2016). Kanser hastalarinda hastalik algisi ile tstbilis, erken donem uyumsuz semalar ve
olumsuz otomatik diisiinceler arasindaki iliskiler (Master's thesis, Ankara University (Turkey)).

Elzami, M., Bahmani, B., Kermani Ranjbar, T., Azkhosh, M., Anbiaee, R., & Karimnejad Azar, F. (2015).
Metacognitive therapy and depression of women with breast cancer. Practice in Clinical
Psychology, 3(1), 69-77.

Epping-Jordan, J. E., Compas, B. E., Osowiecki, D. M., Oppedisano, G., Gerhardt, C., Primo, K., & Krag, D. N.
(1999). Psychological adjustment in breast cancer: Processes of emotional distress. Health
psychology: Official journal of the Division of Health Psychology, American Psychological
Association, 18(4), 315-326. https://doi.org/10.1037//0278-6133.18.4.315

Erdem, G. (2019). Koroner anjiyografi yapilacak hastalari bilgilendirmenin anksiyete ve benlik saygisi
lizerine etkisi [Master's thesis. Balikesir Universitesi Saglik Bilimleri Enstitiisii]

Fisher, P. L., Byrne, A, Fairburn, L., Ullmer, H., Abbey, G., & Salmon, P. (2019). Brief metacognitive
therapy for emotional distress in adult cancer survivors. Frontiers in psychology, 10, 162.
https://doi.org/10.3389/fpsyg.2019.00162

Gallagher, ]., Parle, M., & Cairns, D. (2002). Appraisal and psychological distress six months after
diagnosis of breast cancer. British journal of health psychology, 7(3), 365-376.

Geyikeeli, E. (2023). Kanserden sag kalan bireylerde kanser niiks korkusu ve ruhsal belirtilerin
incelenmesi [Master's thesis. Canakkale Onsekiz Mart Universitesi]

Geyikgi, R, Cakmak, S., Demirkol, M. E., & Uguz, S. (2018). Meme kanseri tanisi olan hastalarda anksiyete
ve depresyon diizeylerinin hastalikla basa ¢ikma tutumlari ve sosyo demografik ozellikleri ile
iliskisi. The Thinker, The Journal of Psychiatry and Neurological Sciences, 31, 246-57.

106



flayda Cebeciler, Esra Savas

Ghanem, L, Castelo, B., Jimenez-Fonseca, P., Carmona-Bayonas, A., Higuera, 0., Beato, C,, ... & Calderon, C.
(2020). Coping strategies and depressive symptoms in cancer patients. Clinical and
Translational Oncology, 22(3), 330-336.

Gunduz, A. (2021) Generalized Anxiety Disorder Scale-Validity and Reliability of the Revised Turkish
Version, Psychiatry Research, October 2021.

Giileg, G., & Biiylikkinaci, A. (2011). Kanser ve psikiyatrik bozukluklar. Current approaches in psychiatry,
3(2), 343-367.

Harcourt, D. M., Rumsey, N. ], Ambler, N. R,, Cawthorn, S. J., Reid, C. D., Maddox, P. R,, Kenealy, ]J. M.,
Rainsbury, R. M., & Umpleby, H. C. (2003). The psychological effect of mastectomy with or
without breast reconstruction: A prospective, multicenter study. Plastic and reconstructive
surgery, 111(3), 1060-1068. https://doi.org/10.1097/01.PRS.0000046249.33122.76

Hsieh, C. C., Trichopoulos, D., Katsouyanni, K., & Yuasa, S. (1990). Age at menarche, age at menopause,
height and obesity as risk factors for breast cancer: Associations and interactions in an
international case-control study. International journal of cancer,46(5), 796-800.
https://doi.org/10.1002/ijc.2910460508

Izci, F., Ilgiin, A. S, Findikly, E. & Ozmen, V. (2016). Meme kanseri hastalarinda psikiyatrik semptomlar ve
psikososyal sorunlar. Journal of Breast Health/Journal of Breast Health, 12 (3).

Jassim, G. A., Whitford, D. L., Hickey, A., & Carter, B. (2015). Psychological interventions for women with
non-metastatic breast cancer. The Cochrane database of systematic reviews, (5), CD008729.
https://doi.org/10.1002/14651858.CD008729.pub2

Jektaji, M. G., & Khalkali, V. (2015). Compare of metacognitive beliefs in women with breast cancer and
healthy women. Fen Bilimleri Dergisi (CFD), 36(4).

Kanmaz, Z. (2019). Meme kanseri hastalarinda mastektomi ve mastektomi sonrasi rekonstriiktif
cerrahinin depresyon, benlik saygisi ve 0z yeterlik inanci tizerindeki etkisinin incelenmesi (Master's
Thesis Hasan Kalyoncu University, Istanbul).

Karabulutly, E. Y., Bilici, M., Cayir, K., Tekin, S. B., & Kantarci, R. (2010). Tiirk kanser hastalarinda basa
¢ikma, anksiyete ve depresyon. European Journal of General Medicine, 7(3), 296- 302.

Knowles, S. R, Wilson, J. L., Connell, W. R., & Kamm, M. A. (2011). Preliminary examination of the
relations between disease activity, illness perceptions, coping strategies, and psychological
morbidity in Crohn's disease guided by the commonsense model of illness. Inflammatory bowel
diseases, 17(12), 2551-2557. https://doi.org/10.1002/ibd.21650

Kocaman, Yildirim, N., Kagmaz, N., & Ozkan, M. (2013) Ileri ever kanser hastalarinin karsilanmamis
bakim gereksinimleri. Journal of Psychiatric Nursing, 4(3):153-158.

Kubler, S. E. (1997). On The End and The End. Boyner Holding Syllamen, Istanta

Lueboonthavatchai, P. (2007). Prevalence and psychosocial factors of anxiety and depression in breast
cancer patients. Journal of the Medical Association of Thailand = Chotmaihet thangphaet, 90(10),
2164-2174.

Matthews, E. E., Berger, A. M., Schmiege, S. |., Cook, P. F., McCarthy, M. S., Moore, C. M., & Aloia, M. S.
(2014). Cognitive behavioral therapy for insomnia outcomes in women after primary breast
cancer treatment: A randomized, controlled trial. Oncology nursing forum, 41(3), 241-253.
https://doi.org/10.1188/14.0NF.41-03AP

Mills, M. E., & Sullivan, K. (1999). The importance of information giving for patients newly diagnosed
with cancer: A review of the literature. Journal of clinical nursing, 8(6), 631-642.

107



Sakarya Universitesi Kadin Aragtirmalar1 Dergisi, 3(2) 2024, 89-110

Mor, V., Allen, S., & Malin, M. (1994). The psychosocial impact of cancer on older versus younger patients
and their families. Cancer, 74(57), 2118-2127.

Mosher, C. E., & Danoff-Burg, S. (2005). A review of age differences in psychological adjustment to breast
cancer. Journal of psychosocial oncology, 23(2-3), 101-114.
https://doi.org/10.1300/j077v23n02_07

Mutlu, H. H,, Bilican, F. I, Mutlu, H. H., & Giimiis, M. (2018). Kanserli hastalar ve kontrol grubunda meta
bilissel faktorlerin karsilastirilmasi. Psycho-oncology, 27(4), 1277-1283.

Natan, [. (2000). Investigation of the mental adjustment to cancer scale in terms of reliability and validity
in patients diagnosed with cancer [Master 's Thesis Istanbul University]

Ng, D. W. L., Kwong, A, Suen, D., Chan, M,, Or, A, Ng, S. S, Foo, C. C, Fielding, B. F. S., & Lam, W. W. T.
(2019). Fear of cancer recurrence among Chinese cancer survivors: Prevalence and associations
with metacognition and neuroticism. Psycho-oncology, 28(6), 1243-1251.
https://doi.org/10.1002/pon.5073

Okanly, A. (2011). Kadinlarda mastektominin psikososyal etkileri. Journal of Human Sciences, 8(1).

Reuter, K, Classen, C. C., Roscoe, ]. A, Morrow, G. R, Kirshner, ]. ], Rosenbluth, R, ... & Spiegel, D. (2006).
Association of coping style, pain, age and depression with fatigue in women with primary breast
cancer. Psycho-Oncology: Journal of the Psychological, Social and Behavioral Dimensions of
Cancer, 15(9), 772-779.

Saniah, A., & Zainal, M. (2010). Early anxiety, depression and coping strategies in breast cancer.
Malaysian Journal of Psychiatry, 19(2), 1-6.

Savas, E. (2023). Cognitive behavioral based stress management program in cancer process (1. Baski).
Nobel Academic Publishing, Istanbul.

Sayin Karakas, G. (2020). Depresyon ve anksiyete belirtileri olan psikiyatri hastalarinda iistbiligsel
inanclarin stres ve basa cikma cercevesinde incelenmesi (Master's thesis, Aydin Adnan Menderes
University Institute of Social Sciences).

Sertoz, 0., Mete, E., Noyan, A., Alper, M., & Kapkac, M. (2004). Meme kanserinde ameliyat tipinin beden
algisy, cinsel islevler, benlik saygisi ve es uyumuna etkiler: Kontrollii bir calisma. Turkish Journal
of Psychiatry, 15(4), 264- 275

Siegel, R. L., Miller, K. D., Wagle, N. S., & Jemal, A. (2023). Cancer statistics, 2023. Ca Cancer J Clin, 73(1),
17-48.

Simard, S., Thewes, B., Humphris, G., Dixon, M., Hayden, C., Mireskandari, S., & Ozakinci, G. (2013). Fear
of cancer recurrence in adult cancer survivors: A systematic review of quantitative
studies. Journal of cancer survivorship, 7, 300-322.

Sinding, C., Hudak, P., Wiernikowski, J., Aronson, ], Miller, P., Gould, ]., & Fitzpatrick-Lewis, D. (2010). “I
like to be an informed person but...” negotiating responsibility for treatment decisions in cancer
care. Social Science & Medicine, 71(6), 1094-1101.

Soo, H., & Sherman, K. A. (2015). Rumination, psychological distress and post-traumatic growth in
women diagnosed with breast cancer. Psycho-oncology, 24(1), 70-79.

Stark, D. P, & House, A. (200). Anxiety in cancer patients. British journal of cancer, 83(10), 1261-1267.
https://doi.org/10.1054/bjoc.2000.1405

T.R. Ministry of Health, General Directorate of Public Health, Turkey cancer statistics (2020). Access
Date: 25.11.2023

108



flayda Cebeciler, Esra Savas

Tarhan, N. (2022). Kadin psikolojisi ve toplumsal cinsiyet baglaminda rol kaliplari. Universitesi Kadin
Arastirmalari Dergisi, 1(1), 1-18.

Thewes, B., Bell, M. L., & Butow, P. (2013). Fear of cancer recurrence in young early-stage breast cancer
survivors: The role of metacognitive style and disease-related factors. Psycho-oncology, 22(9),
2059-2063. https://doi.org/10.1002/pon.3252

Tosun, A., & Irak, M. (2008). Ustbilis élcegi-30’un Tiirkce uyarlamasi, gegerligi, giivenirligi, kaygi ve
obsesif-kompulsif belirtilerle iliskisi. Turkish Journal of Psychiatry, 19(1), 67-80.

Tsaras, K. Papathanasiou, I. V., Mitsi, D., Veneti, A., Kelesi, M., Zyga, S., & Fradelos, E. C. (2018).
Assessment of depression and anxiety in breast cancer patients: prevalence and associated
factors. Asian Pacific journal of cancer prevention: APJCP, 19(6), 1661.

Tuncg Aksan, A., & Gizir, C. A. (2019). Meme kanseri tanisi almis kadinlarin hastalik temsilleri ve basa
c¢ikma tarzlan ile kaygi ve depresyon diizeyleri arasindaki iligskilerin incelenmesi. Turkish
Psychological Counseling and Guidance Journal, 9 (54), 623-658

Turgut, G. E., Yiiksel, B.C., Polat, E., Yildiz, Y., Berkem, H., Ozel, H., & Hengirmen, S. (2009). Meme
yakinmasi ile ilgili bagvuran kadinlardaki kaygiy1 etkileyen faktorler. Journal of Breast Health,
Volume: 5, Issue: 2, 92-97.

Tinel, M., Vural, A, Evlice, Y. E., & Tamam, L. (2012). Meme kanserli hastalarda psikiyatrik sorunlar.
Journal of Archival Resource Scanning, 21(3), 189-219.

Tirkcapar, H. (2004). Anksiyete bozuklugu ve depresyonun tamisal iliskileri. Klinik Psikiyatri, 4, 12-16.

van de Wal, M., van de Poll-Franse, L., Prins, ]., & Gielissen, M. (2016). Does fear of cancer recurrence
differ between cancer types? A study from the population-based profiles registry. Psycho-
Oncology, 25(7),772-778.

Wang, X, Wang, S. S, Peng, R. ], Qin, T., Shi, Y. X,, Teng, X. Y., Liy, D. G., Chen, W. Q., & Yuan, Z. Y. (2012).
Interaction of coping styles and psychological stress on anxious and depressive symptoms in
Chinese breast cancer patients. Asian Pacific journal of cancer prevention: APJCP, 13(4), 1645-
1649. https://doi.org/10.7314 /apjcp.2012.13.4.1645

Wells, A, & Cartwright-Hatton S. A. (2004) brief form of the metacognition questionnaire:
Characteristics of the MCQ-30. Act Res Ther.

Williams, S., & Dale, ]. (2006). The effectiveness of treatment for depression/depressive symptoms in
adults with cancer: A systematic review. British journal of cancer,94(3), 372-390.
https://doi.org/10.1038/sj.bjc.6602949

World Health Organization (2023) Cancer. Access Date: 25.11.2023

Yazar, R., & Tolan, 0. (2020). Investigation of the relationships between metacognitive functions and
subjective well-being and depression, anxiety and stress levels in adult individuals. Research on
Education and Psychology, 4(2), 172-193.

Yildirim, S., & Giirkan, A. (2010). Psikososyal acidan kanser ve psikiyatri hemsiresinin rolii. Journal of
Ege University Faculty of Nursing, 26(1), 87-98.

Zimmermann, F. F, Burrell, B, & Jordan, ]J. (2018). The acceptability and potential benefits of
mindfulness-based interventions in improving psychological well-being for adults with
advanced cancer: A systematic review. Complementary therapies in clinical practice, 30, 68-78.
https://doi.org/10.1016/j.ctcp.2017.12.014

109


https://doi.org/10.1016/j.ctcp.2017.12.014

Sakarya Universitesi Kadin Aragtirmalar1 Dergisi, 3(2) 2024, 89-110

Article Information Form

Authors Notes: The authors would like to express their sincere thanks to the editor and the anonymous
reviewers for their helpful comments and suggestions.

Authors Contributions: 1. C. : Investigation, participation follow up, writing—review and editing. Data
duration, draft preparation.

E. S.: Investigation, conceptualization, supervisor, participation follow up, formal analysis, writing,—
review and editing.

Conflict of Interest Disclosure: No potential conflict of interest was declared by the authors.

Copyright Statement: Authors own the copyright of their work published in the journal and their work
is published under the CC BY-NC 4.0 license.

Supporting/Supporting Organizations: No grants were received from any public, private or non-
profit organizations for this research.

Ethical Approval and Participant Consent: Informed consent was obtained from all individual
participants included in the study. The research was conducted in accordance with the Declaration of
Helsinki. Data available on request due to privacy/ethical restrictions. The data that support the findings
of this study are available on request from the corresponding author. The data are not publicly available
due to privacy or ethical restrictions.

Plagiarism Statement: This article has been scanned by iThenticate.

110



