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ÖZ

AMAÇ: Anksiyete ve depresyon kanser hastalarında yay-
gın olan psikiyatrik belirtilerdir. Hem anksiyete bozukluk-
ları ve depresyonda hem de kronik hastalıklarda intihar 
riski arttığından kanser hastalarında intihar olasılığının 
artacağı öngörülebilir. Bu çalışmada farklı kanser türleri 
ayrı ayrı ele alınarak akciğer, kolorektal ve baş-boyun kan-
serli hastalarda klinik özelliklerin, anksiyete ve depresyon 
prevalansının, intihar olasılığının değerlendirilmesi ayrıca 
bu psikolojik faktörlerin farklı kanser türlerinin birbiriyle 
ve sağlıklı kontrol grubu ile karşılaştırılması amaçlandı. 

GEREÇ VE YÖNTEM: Kesitsel tasarımda planlanan bu ça-
lışmaya onkoloji bölümünde yatarak veya ayaktan tedavi 
görmekte olan 82 akciğer, 99 kolorektal, 79 baş-boyun 
kanseri olan hasta grubu ve 98 sağlıklı bireyden oluşan 
kontrol grubu dahil edildi. Tüm katılımcılara psikiyatri 
doktoru tarafından sosyodemografik veri formu, hasta-
larda ağrı ve yorgunluk gibi klinik semptomları, kanser 
evresi ve psikiyatrik tedavi öyküsünü değerlendiren kli-
nisyen tarafından oluşturulan bir anket formu, Hastane 
Anksiyete ve Depresyon Ölçeği (HADÖ) ve İntihar Olası-
lığı Ölçeği (İOÖ) uygulandı. 

BULGULAR: Kanser hastalarında anksiyete belirtileri pre-
valansının % 29.2, depresyon belirtileri prevalansının ise 
% 52.7 olduğu saptandı. HADÖ anksiyete ve depresyon 
alt ölçekleri ve İOÖ ortalama puanları kanser hastaların-
da sağlıklı kontrollerden istatistiksel açıdan anlamlı ola-
rak daha yüksek saptandı. Baş-boyun kanserli hastaların 
depresyon, anksiyete ve intihar olasılığı düzeylerinin sağ-
lıklı kontrollerden anlamlı olarak daha yüksek olduğu; ak-
ciğer kanserli hastaların sadece depresyon düzeylerinin 
sağlıklı kontrollerden anlamlı olarak daha yüksek olduğu 
görüldü. Ek olarak, kanser hastalarında kadın cinsiyet, 
yorgunluk ve ağrı deneyimlerinin anksiyete ve depresyon 
sıklığını artıran faktörler olduğu; ileri evre hastalığın yal-
nızca depresyon sıklığını, psikiyatrik tedavi öyküsünün de 
yalnızca anksiyete sıklığını etkilediği saptandı.

SONUÇ: Farklı kanser türlerinde anksiyete, depresyon 
ve intihar gibi psikolojik faktörler de değişkenlik göster-
mektedir. Farklı belirtiler farklı tedavi yöntemleri gerek-
tireceğinden kanser hastalarında psikiyatrik belirtilerin 
de kanser tipine göre farklılık gösterebileceği akılda tu-
tulmalıdır. Bu belirtilerden şüphelenildiğinde psikiyatri 
konsültasyonu ile sağlanacak tanı ve tedavi süreci hasta-
ların kemoterapi veya radyoterapi sürecine uyumunu ve 
yaşam kalitelerini artıracaktır. 

ANAHTAR KELİMELER: Anksiyete, Depresyon, İntihar, 
Kanser, Psikoonkoloji 

ABSTRACT

OBJECTIVE: Anxiety and depression are common psyc-
hiatric symptoms, and an increased risk of suicide is also 
seen in cancer patients. It was aimed to evaluate clinical 
features, anxiety and depression prevalence, and suicide 
probability in patients with lung, colorectal and head-ne-
ck cancer, also to compare these psychological factors 
with those with a healthy control group.

MATERIAL AND METHODS: The patients with 82 lung 
cancer, 99 colorectal cancer and 79 head-neck cancer 
and a control group of 98 healthy individuals were inclu-
ded in the study. Sociodemographic data form, Hospital 
Anxiety and Depression Scale (HADS) and Suicide Pro-
bability Scale (SPS) were administered to all the partici-
pants.

RESULTS: The prevalence of anxiety symptoms was 
29.2% and depression was 52.7% in cancer patients. 
HADS anxiety and depression subscales and SPS mean 
scores were higher in cancer patients than healthy cont-
rols. The patients with head-neck cancer were more 
anxious, more depressed, and suicidal than the healthy 
controls. The patients with lung cancer were only more 
depressed than the healthy controls. Additionally, it was 
found that female gender, fatigue, and pain experience 
in cancer patients were seen as factors that increased the 
frequency of anxiety and depression; advanced stage 
disease was only related to the frequency of depression, 
and a history of psychiatric treatment affected only the 
frequency of anxiety. 

CONCLUSIONS: Psychological factors varies in different 
types of cancer. The cancer patients should be evaluated 
in terms of psychiatric problems by the clinicians to de-
termine the level of anxiety, depression, and suicidality.

KEYWORDS: Anxiety, Depression, Cancer, Psycho-Onco-
logy, Suicide
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INTRODUCTION

Although many cancer types can currently re-
cover completely with early diagnosis or life-
long treatments thanks to developments in 
technology and medical facilities, cancer still 
entails a burden beyond the risk involved. While 
the treatment of an acutely developing disease 
may produce a positive or negative significant 
outcome, the result is often less pronounced in 
the treatment of a chronic developing disease, 
such as cancer. Therefore, cancer patients have 
a high rate of psychiatric comorbidity. Psycho-
social complications are mostly adjustment di-
sorders, depression, anxiety, decreased life sa-
tisfaction or loss of self-confidence (1).

Anxiety disorders are common mental disor-
ders in cancer patients, with reported prevalen-
ce of 10% - 30% (2). In the diagnosis and tre-
atment process, anxiety has been reported to 
increase other psychological symptoms such 
as depression, to have a negative effect on the 
life quality of cancer patients and to worsen 
compliance to treatment (3). In patients with 
cancer, depression is seen in a wide spectrum 
ranging from isolated depressive symptoms to 
major depressive disorder (4). Major depressi-
on is an important psychiatric disorder that has 
to be taken into consideration, as it affects the 
quality of life, self-care, and compliance with 
treatment, severity of cancer, progression and 
response to treatment (5). Atesci et al. (6) stu-
died 150 cancer patients undergoing inpatient 
treatment and reported that 28.7% of patients 
had a DSM-IV axis I diagnosis, 14% had a dep-
ressive mood, and 11.3% had a major depressi-
ve disorder. A study of different types of cancer 
reported that oropharyngeal cancer (22-57%), 
pancreatic cancer (33-50%), breast cancer (1.5-
46%) and lung cancer (11-44%) had a stronger 
relationship with depression, and lower rates 
of depression were reported in patients with 
other cancers such as colon cancer (13-25%), 
gynecological cancers (12-13%) and lymphoma 
(8-19%) (7). An increased risk of suicide is also 
seen in people diagnosed with cancer compa-
red to healthy groups.

Cancer patients prefer this to a death that is un-
relenting and painful and perceive suicide as a 
more peaceful form of death. High levels of ho-

pelessness and additional critical events increa-
sing the level of stress are factors that increase 
the risk of suicide with depression (8). Thoughts 
of suicide in cancer patients are associated with 
psychological factors such as hopelessness, lack 
of social support, socio-demographic factors as 
unemployment, low income, living alone, ad-
vanced age and female gender in addition to 
medical factors as delayed diagnosis of disease, 
childhood tumor, and cancer type (8,9). 

The risk of suicide is higher in the presence of 
psychiatric disorders such as anxiety and dep-
ression (10). In addition, early diagnosis, cranial 
radiotherapy, impaired memory and cognitive 
functions, physical impairment, alcohol use, a 
history of attempted suicide, and advanced age 
(especially > 60 years) have been reported to be 
suicide-related factors in the first year following 
a cancer diagnosis (11,12). In a study conducted 
on 18,604,308 people diagnosed with cancer in 
the United States, it was determined that the 
highest suicide rates were seen in males (80 - 
84 years) (22%), and suicide at the rate of 52.3% 
was reported in the elderly of both genders 
with lung, head-neck and stomach cancer (13).

In studies on anxiety, depression and suicide in 
cancer patients, the publications investigating 
the differences between the types of cancer are 
not sufficient. The hypothesis of this study was 
that the prevalence of anxiety, depression sy-
mptoms and suicide probability was higher in 
cancer patients than in healthy individuals and 
these psychological factors differ according to 
the clinical conditions and types of cancer. It 
was aimed to evaluate anxiety and depression 
prevalence, suicide probability and some cli-
nical features in patients with lung, colorectal 
and head-neck cancer, and to compare these 
psychological factors with those with a healthy 
control group. 

MATERIAL AND METHODS

The study included a total of 260 patients (82 
lung cancer, 99 colorectal cancer, 79 head-neck 
cancer) who agree to answer surveys by having 
signed voluntary consent forms and were hos-
pitalized or treated as outpatients in the De-
partment of Medical Oncology, and a control 
group formed of 98 healthy individuals. Socio-
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demographic data form, The Hospital Anxiety 
and Depression Scale (HADS) and Suicide Pro-
bability Scale (SPS) were administered to all the 
participants.
 
Patients who were diagnosed lung, colorectal 
or head-neck cancer; are over age 18 and volun-
teer to participate in the study; have no physical 
(hearing, speech impairment) or mental disabi-
lity (psychotic disorder, mental retardation, etc.) 
that might affect the application of scales and 
participation in sessions were included in the 
study. The healthy control group consisted of 
individuals over 18 years of age with no history 
of psychiatric disease, and no history of cancer 
in the patient and their first-degree relatives.

MEASURES

Hospital Anxiety and Depression Scale (HADS)

This is a self-reported scale developed to mea-
sure the severity of anxiety and depression in 
patients with physical disease. The validity and 
reliability study of the Turkish version was per-
formed by Aydemir et al. (14) and Cronbach alfa 
coefficient for anxiety and depression subscales 
was found respectively, 0.85 and 0.77. The scale 
includes 14 items in two subscales of Anxiety 
(HAD-A) and Depression (HAD-D). The cut-off 
point was defined as 10 for the HAD-A subscale, 
and 7 for the HAD-D subscale. 

Suicide Probability Scale (SPS)

This scale evaluates the risk of suicide in ado-
lescents and adults and includes 36 items with 
responses on a 4-point Likert-type scale. High 
scores on the scale indicate a high probability 
of suicide. Turkish validity and reliability study 
was conducted by Atli et al. (15). 

ETHICS COMMITTEE 

The study protocol received an institutional re-
view board approval (approval code 2014/15 
and date 09.09.2014) from Selcuk University Fa-
culty of Medicine and that all participants pro-
vided informed consent in the format required 
by the relevant board.

STATISTICAL ANALYSIS

Data obtained in the study were analyzed using 
PASW/SPSS 16.0 software. Sociodemographic 

characteristics were stated as mean ± stan-
dard deviation, minimum and maximum values 
for continuous variables, and as number and 
percentage for categorical variables. The Kol-
mogorov-Smirnov test was used to assess the 
conformity to normal distribution of continu-
ous variables belonging to two independent 
groups. The Mann-Whitney U test was applied 
in the comparisons of mean values of conti-
nuous variables in two independent groups, 
and the Kruskal-Wallis test for more than two 
groups.

Spearman correlation analysis was applied to 
determine correlations of continuous variables 
and the Chi-square test was used for categori-
cal variables in two independent groups and 
more than two groups. In all analyses, a value of 
p < 0.05 was considered statistically significant.

RESULTS

The study included 141 (54.2%) males and 119 
(45.8%) females with a mean age of 55.7 ± 11.6 
years. The control group was formed of 98 he-
althy individuals comprising 51 (52%) males 
and 47 (48%) females with a mean age of 56.31 
± 11.34 years.

Early-stage disease was diagnosed in 41.9% (n 
= 109) of the patients and advanced stage in 
58.1% (n = 151), 92.3% of the patients (n = 240) 
were aware of the diagnosis. Fatigue was deter-
mined in 61.5% (n=160) of the patients, pain 
during the previous month in 56.5% (n = 147), 
a history of psychiatric treatment in 16.9% (n = 
44), and a family history of psychiatric disorder 
in 13.4% (n = 35). The diagnoses were lung can-
cer in 32% (n =8 2), colorectal cancer in 38% (n 
= 99) and head-neck cancer in 30% (n = 79) of 
the patients. The mean age of the patients with 
lung cancer was 56.88 ± 9.98 years, colorectal 
cancer was 56.38 ± 11.43 years and head-neck 
cancer was 53.20 ± 13.60 years.

The percentage of patients with HAD-A > 10 
was 29.2% in the patient group and 11.2% in 
the healthy control group, and the difference 
between the groups was statistically significant 
(p < 0.001, X2 = 12.54). The percentage of pa-
tients with HAD-D > 7 was 52.7% in the patient 
group, and 24.5% in the healthy group and the 
difference between the groups was statistical-
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ly significant (p < 0.001, X2 = 22.87). A signifi-
cant difference was found between the patient 
group and the control group in terms of HAD-A, 
HAD-D and SPS mean scores. The comparison 
of HAD-A, HAD-D and SPS mean scores betwe-
en patient and control groups are shown in 
(Table 1).
Table 1: Comparisons of the mean scores of anxiety, 
depression and suicide probability in the cancer patient 
group and the control group

In the cancer patients, anxiety symptoms were 
determined more frequent in females (37%) 
than in males (22.7%) (p = 0.014, X2 = 6.361), 
in those with fatigue complaints (38.1%) than 
in those without fatigue (15%) (p < 0.001, X2 = 
15.568), in those having pain in the previous 
month (39.5%) than in those not having pain 
(15.9%) (p < 0.001, X2 = 17.094), and in those 
with a history of psychiatric treatment (43.2%) 
than in those who had never received treat-
ment (26.4%) (p = 0.030, X2 = 4.983). Early/ad-
vanced stage (p = 0.214, X2 = 1.805), diagnosis 
knowledge/lack of knowledge (p = 0.448, X2 = 
0.892), and a family history of psychiatric disor-
der (p = 0.402, X2 = 2.267) were not determined 
to have any significant effect on the frequency 
of anxiety symptoms.

Depressive symptoms in the cancer patients 
were determined to be more frequent in fe-
males (64.7%) than in males (42.6%) (p < 0.001, 
X2 = 12.705), in those with fatigue complaints 
(65%) than in those without fatigue (33.3%) (p 
< 0.001, X2 = 24.614), in patients with advanced 
disease (60.9%) than in those in the early stage 
(41.3%) (p = 0.002, X2 = 9.798), and in those ha-
ving pain in the previous month (66.7%) than in 
those not having pain (34.5%) (p < 0.001, X2 = 
26.497). A family history of psychiatric disorder 
(p = 0.858, X2 = 0.041), a history of psychiatric 
treatment (p = 0.068, X2 = 6.361), and knowled-
ge of the diagnosis (p = 0.254, X2 = 1.400) were 
not found to have a significant effect on the 
frequency of depressive symptoms.

A significant positive correlation was determi-
ned between HAD-A mean scores and HAD-D 
mean scores (r = 0.65, p < 0.001), and SPS mean 
scores (r = 0.54, p < 0.001), also between HAD-D 
and SPS mean scores (r = 0.51, p < 0.001).

HAD-A, HAD-D and SPS mean scores according 
to the type of cancer and the statistical diffe-
rences between these scores and those of the 
control group are shown in (Table 2).
Table 2: Comparisons of mean scores of anxiety, depres-
sion and suicide probability in the different types of can-
cer patients and control groups

DISCUSSION

The results of this study showed that the preva-
lence of anxiety symptoms was 29.2% and dep-
ression symptoms was 52.7% in patients with 
lung, colorectal and head-neck cancer which 
were higher than those of the healthy cont-
rol group in terms of the hypothesis, also the 
probability of suicide was higher in cancer pa-
tients. In addition, female gender, fatigue, and 
pain experience in cancer patients were seen 
to be factors that increased the frequency of 
anxiety and depression; advanced stage disea-
se was only related to the frequency of depres-
sion, and a history of psychiatric treatment only 
affected the frequency of anxiety. In line with 
the second hypothesis of the study, that cancer 
type would have an effect on anxiety, depressi-
on and suicide probability levels, the study re-
sults demonstrated that patients with head-ne-
ck cancer were more anxious, more depressed, 
and suicidal, and patients with lung cancer 
were more depressed than the healthy control 
group. The only result that was not compatible 
with the hypothesis was that these psychologi-
cal factors in patients with colorectal cancer did 
not differ from those of the healthy individuals.
 
Anxiety disorders in patients with cancer have 
been less studied than depression but are 

 Patient group (n=260) Control group (n=98) p* Z 

HAD-A (mean ± SD) 7.37 ± 5.15 5.65 ± 3.71 0.012 -2.515 

HAD-D (mean ± SD) 8,.11 ± 5.04 5.66 ± 3.62 < 0.001 -4.269 

SPS (mean ± SD) 65.37 ± 15.26 61.19 ± 14.02 0.018 -2.375 

 

*Mann-Whitney U test 

HAD-A: Hospital Anxiety and Depression Scale-Anxiety subscale HAD-D: Hospital Anxiety and Depression Scale-
Depression subscale, SD: Standard Deviation, SPS: Suicide Probability Scale 

 

 
Lung Ca 

(n=82) 

Liver Ca 

(n=99) 

Head-Neck Ca 

(n=79) 

Control 

(n=98) 
p* 

HAD-A (mean ± SD) 7.45 ± 4.94 6.66 ± 4.80 8.18 ± 5.70 5.65 ± 3.71 0.025† 

HAD-D (mean ± SD) 8.43 ± 4.90 7.60 ± 5.00 8.42 ± 5.24 5.66 ± 3.62 < 0.001‡ 

SPS (mean ± SD) 65.61 ± 14.40 62.41 ± 13.42 68.82 ± 17.56 61.19 ± 14.02 0.012§ 

 

*Kruskal-Wallis test 

†Mann-Whitney U test; (Head and Neck ca x Control, p = 0.005)  

‡Mann-Whitney U test; (Lung ca x Control, p<0.001; Head and Neck ca x Control, p < 0.001) 

§Mann-Whitney U test; (Head and Neck ca x Control, p = 0.004) 

HAD-A: Hospital Anxiety and Depression Scale-Anxiety subscale HAD-D: Hospital Anxiety and Depression Scale- 
Depression subscale, SPS: Suicide Probability Scale, SD: Standard Deviation, 

 



25

thought to be relatively common. Similarly, in 
a study using HADS, anxiety was found in 44%, 
and depression symptoms were found in 37% 
of 216 cancer patients (16). The prevalence of 
anxiety and depression in cancer patients is 
also associated with some sociodemographic 
and clinical features. The current study found 
that anxiety and depression were significantly 
higher in female cancer patients than in male 
patients as in the previous studies (17). The 
difference between genders can be explained 
by the fact that women's biological structures, 
spiritual characteristics, coping styles, and so-
ciocultural positions cause them to be more 
susceptible to anxiety and depression. Since 
the stage of cancer disease has an effect on life 
expectancy, it can be predicted that it can diffe-
rentiate the symptoms of anxiety and depres-
sion. Despite the most frequent is adjustment 
disorder in patients with advanced cancer, dep-
ressive disorder is another common condition 
(18). Montezari et al. (19) found that the stage of 
cancer was an impact on the depressive symp-
toms of patients, so the patients with advanced 
stage cancer had more depressive symptoms 
than patients with early-stage cancer. Mysta-
kidou (20) reported prevalence rates of 24.2% 
anxiety and 25.8% depression in advanced 
stage cancer patients. In the current study, the 
frequency of depression was higher in patients 
with advanced stage cancer compared to pa-
tients with early-stage cancer and the frequen-
cy of anxiety was similar. The decrease in hope 
associated with depression in the advanced 
stage and the deterioration of the general me-
dical condition may lead to an increase in the 
frequency of depression and may not affect the 
frequency of anxiety.

In a study investigating the relationship betwe-
en knowing the diagnosis and the level of 
anxiety in patients with lung cancer, the level 
of state anxiety was found to be significantly hi-
gher in the participants who knew the diagno-
sis of cancer, while the level of trait anxiety was 
found to be significantly lower (21). In another 
study investigating the relationship between 
anxiety and depression levels with knowing the 
diagnosis in gastrointestinal cancer patients, 
anxiety and depression levels were found to be 
higher in the patients who knew the diagnosis 

(22), however, Ozer et al. (23) found no signi-
ficant difference in the severity of depressive 
symptoms between those cancer patients who 
knew the diagnosis and did not know . Patients 
well informed are less exposed to psychological 
problems and able to adapt better, a positive 
result caused by the informing treatment team 
may have emerged in this study as well.

Fatigue is one of the major symptoms reported 
by cancer patients with a prevalence of approxi-
mately 80% in some types of tumors (24) and 
a significant relationship between fatigue and 
anxiety and depression has been reported in 
cancer patients (25). Romito et al. (26) reported 
that there was a significant relationship betwe-
en depression, anxiety, and hemoglobin levels 
with fatigue, and the association between fati-
gue and anxiety-depression was more promi-
nent than hemoglobin levels. Additionally, pain 
is known to be one of the most important fac-
tors affecting the quality of life in patients with 
cancer and decreases life satisfaction and incre-
ases psychiatric comorbidity. 

Yalvac & Sahiner (27) found that anxiety symp-
toms were approximately 2.5 times higher in 
the group suffering from pain. As in the results 
of this study, it can be thought that fatigue and 
pain may cause an anhedonic mood by causing 
a decrease in social activities and may trigger 
concurrent anxiety symptoms. The history of 
psychiatric treatment and family history of psy-
chiatric disorder are the predictors of many ps-
ychiatric disorders. In the present study, anxiety 
symptoms were more frequent than those who 
had not been treated in the past, but depressi-
ve symptoms were similar. Psychological mor-
bidity risk was found to be higher after the initi-
al treatment of breast cancer in patients with a 
history of psychiatric treatment (28). 

There are many studies showing that the pre-
valence of anxiety and depression varies ac-
cording to the type of cancer. The prevalen-
ce of anxiety and depression in patients with 
head-neck cancer has been reported to vary 
between 22-57% (29,30). Treatment of head-ne-
ck cancers requires a multidisciplinary approa-
ch, and many patients are exposed to intensive 
treatment combinations such as surgery, radi-
otherapy, and chemotherapy. Therapeutic toxi-
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city can often cause severe physical, functional, 
and psychosocial side-effects. The disease itself 
and treatments often cause changes in appea-
rance, which affect the patient’s perception of 
body image (31). In addition, head-neck cancer 
can affect vital functions such as eating, breat-
hing, and speaking. Similar clinical manifestati-
ons cause fear of exclusion and communication 
in social and personal relationships of the pa-
tients, resulting in dissatisfaction with life (32).

In a study conducted on 14 different types of 
cancer patients, the prevalence of psychologi-
cal disorders was found to be the highest in pa-
tients with lung cancer at the rate of 43.4% (33).

Besides Linden et al. revealed that anxiety and 
depression are more common in patients with 
lung cancer (17) Also in patients with colorectal 
cancer, stoma opening poses both physical and 
psychological threats (34). Karadag (35) repor-
ted that stoma, causing leakage and odor, enta-
iling the patient to stay away from other people, 
due to the fear of being able to feel safe socially, 
and lack of confidence could result in social iso-
lation. In a study investigating the prevalence 
of mixed anxiety and depression symptoms ac-
cording to cancer types, mixed anxiety/depres-
sion symptoms were observed in patients with 
stomach, pancreas, head-neck and lung cancer 
and this rate was lower in colon cancer (36).

Similar to these findings in literature, patients 
with head-neck cancer the current study expe-
rienced psychosocial problems more severely 
and these results were thought to be related to 
the disruption of body image and impaired life 
quality and social relations by causing difficul-
ties in meeting basic vital needs. A higher level 
of anxiety and similar levels of depression and 
suicide probability in patients with lung cancer 
which was found in the current study may be 
due to the association of dyspnea symptoms 
with anxiety in these patients.

Suicidal thoughts are a serious problem in can-
cer patients and are usually seen in the presen-
ce of major depression (37). Depression and 
anxiety have also been reported to increase su-
icidal behaviour (9). Kim & Lee (38) reported a 
history of suicide attempts in 16.4% of patients 
and suicidal thoughts in 47.3% of the patients 

in a study of 138 patients. Likewise, in the cur-
rent study, suicide probability was higher in 
cancer patients and associated with higher le-
vels of anxiety and depression. In studies inves-
tigating the relationship between cancer types 
and suicide, suicide probability has been found 
to be higher in prostate, lung, pancreatic and 
head-neck cancers (39). Similar to the literature, 
in the current study suicide probability was hig-
her in patients with head-neck cancer, but simi-
lar in lung and colorectal cancer types. Since su-
icide probability is associated with anxiety and 
depression levels, suicide probability is higher 
in patients with head and neck cancer, where 
both anxiety and depression are more severe 
however, the probability of suicide is not higher 
in patients with colorectal cancer.

Limitations of this study can be considered to 
be the use of self-reported scales to evaluate 
depression/anxiety symptoms and no struc-
tured clinical interview. However, psychiatric 
interview was done to exclude psychotic disor-
ders and mental retardation.  The second limi-
tation of the study was that fatigue and pain 
were evaluated with questions and answers as 
existent/nonexistent instead of valid scales. The 
third limitation of the study was that nonpara-
metric tests were used because normal distri-
bution was not provided. Since nonparametric 
tests were used, the mediating effect of depres-
sion in the probability of suicide could not be 
analyzed. Since the probability of suicide was 
evaluated with scale and the study was condu-
cted in cross-sectional design, the cause-effect 
relationship related to suicide cannot be estab-
lished. Another limitation of this study was the 
failure to consider the response to cancer treat-
ment and the effects of chemotherapeutics on 
depression/anxiety symptoms. Despite these 
limitations, the high number of participants, 
especially in Turkey, where few studies exist on 
psychopathology according to the type of can-
cer, is a positive feature of the study.

Given the fact that having a chronic and di-
sabling disease is associated with poor mental 
health, the study has important implications in 
understanding the psychological needs of pa-
tients with cancer. Following the findings of the 
present study, clinicians would recognize the 



psychological factors and physical symptoms 
and thus contribute to patients’ coping or reco-
very process. 

In conclusion, it can be recommended that can-
cer patients should be evaluated in terms of 
psychiatric problems by the clinician, with pe-
riodic application of valid and reliable scales to 
determine the level of anxiety and depression, 
and the risk of suicide, not only in cases whe-
re the picture is aggravated or treatment is re-
fused, but also in patients at advanced stages, 
with pain, fatigue symptoms and past psychiat-
ric treatment, so that those at risk can be identi-
fied and referred to the Psychiatry Department. 

Thus, even with a very short interview, high-risk 
patients can be identified, psychosocial adapta-
tions can be provided by psychiatrists or men-
tal health nurses and their compliance to treat-
ment can be increased. 
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