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Abstract
Objective: The diagnosis of gynecological cancer, or its recurrence, is often reflected in dramatic 
changes in a woman's life, and in her family too. The level of emotional distress associated with 
cancer treatment varies greatly at different stages of the treatment pathway and is determined not 
only by the severity of the clinical symptoms, but also by the therapeutic outcome and a number of 
individual psychological characteristics.

This study aims to assess the difference in the psychological impact of the diagnosis of recurrence 
compared to the first diagnosis, in patients with gynecological cancer, comparing distress, anxiety, 
and depression scores.

Method: Four hundred seven women with gynecological cancer who were admitted to the Female 
Tumors Day Hospital or oncological gynecology ward of Policlinico Universitario Agostino Gemelli 
Foundation IRCCS were recruited. All patients completed questionnaires to assess distress, anxiety 
and depression at T0 on the admission.

Results: It was observed that group of patients with recurrence scored higher than the group with 
the first diagnosis, in all three scales: distress (p=0.000), anxiety (p=0.000) and depression (p=0.000).

Conclusion: Our findings show that patients with recurrence have obtained statistically higher 
scores in all three scales administered to assess distress, anxiety and depression. In line with other 
study, these results indicate that recurrence has a worse psychological impact on patients.
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Introduction
A cancer diagnosis can lead to severe psychological distress and anxiety. Regardless of the 

prognosis, the major anxieties of patients are fear of pain and uncertainty about the future [1]. 
The level of emotional distress associated with the cancer care pathway varies considerably and 
is determined not only by the severity of clinical symptoms, but also by the therapeutic outcome, 
the patient's general state, and a number of individual psychological and/or social characteristics. 
In oncology settings, the prevalence of combined diagnoses was 20.7% for any type of depression 
(major, minor, or dysthymia), 31.6% for depression (according to DSM or ICD) or adjustment 
disorder, and 38.2% for depression (according to DSM or ICD), adjustment disorder, or anxiety 
[2]. In accordance with NCCN, the “distress” is defined: "An unpleasant multifactorial emotional 
experience of a psychological (cognitive, behavioral, emotional), social, and/or spiritual nature that 
can interfere with the ability to effectively cope with cancer, its physical symptoms, and its treatment. 
Distress extends along a continuum from common normal feelings of vulnerability, sadness, and 
fears to problems that can become disabling, such as depression, anxiety, panic, social isolation, and 
existential and spiritual crisis" [3].

Routine assessment of the emotional state of cancer patients allows for early identification of 
emotional and psychological disorders and consequently the provision of appropriate psychological 
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care to individuals at increased risk for cancer-related mental 
disorders [4,5].

The diagnosis of gynecologic cancer, or its recurrence, is often 
reflected in dramatic changes in the patient's situation, both individual 
and family.

Therefore, a "woman's cancer" can be considered a "family affair" 
because it violently and unexpectedly impacts the life of the woman/
mother/wife, and consequently the entire family unit around her. 
Surgery constitutes a severe trauma frequently associated with harmful 
side effects, such as loss of reproductive organs, early menopause, and 
loss of normal abilities and autonomy [6]. Another interesting point 
is patients' individual perception of "time". We realized in our group 
work, that for cancer patients in general, but especially in those with 
recurrences, the concept of "time" varies greatly, and around a cancer 
recurrence, a woman's first thought is "I'm out of time," or something 
like "every treatment I've done so far has been completely useless". 
This type of thinking increases anxiety and depression, generating 
little adherence to proposed cancer treatments.

Cancer recurrence cans been defined as the return of cancer after 
completing treatment and having a length of time during which the 
cancer has not been detected. Recurrence after a period of remission 
differs from cancer progression, which is when an existing cancer 
spreads or worsens. A recurrence or progression of the cancer will, in 
turn, lead to more work-ups and treatments, and will most likely evoke 
many emotions and questions [7]. Among the various psychological 
and psychopathological disorders most commonly reported by cancer 
patients are depression and anxiety. The psychological aspect has 
been shown to have a great impact on the clinical course of patients; 
specifically, gynecologic cancer patients suffering from depression 
and anxiety run a significantly higher risk of mortality, longer periods 
of hospitalization and worse treatment outcomes [8].

Therefore, in order to ensure an optimal therapeutic outcome, the 
cancer pathway of patients with gynecologic cancer should take place 
in centers that provide interdisciplinary care, thus including not only 
medical, but also psychological and social aspects.

In line with other studies [9,10], in fact Singer and Schwarz [11] 
report that 78% of women would like to have psycho-oncological 
support already during their hospital stay.

The work with gynecological patients allows us to understand 
how the "fear of recurrence" is directly related to the "trauma of 
cancer diagnosis", and that is why its management - with clinical and 
psychological approach - must be considered an integral part of the 
path of treatment and oncological care.

The aim of our study is therefore to investigate the difference in 
the viewpoint of psychological distress, in terms of levels of distress, 
anxiety and depression, between patients who are diagnosed with a 
first diagnosis, and patients who are diagnosed with a relapse of the 
disease.

Methods
Participants

Four hundred seven women with gynecological cancer were 
considered in this observational study. All patients were related to the 
women's cancer day hospital or gynecological cancer ward.

As per standard daily clinical activity, all patients were given 
questionnaires to assess levels of distress, anxiety and depression, 

upon their admission to the ward or day hospital.

Participants were recruited according to the following inclusion 
criteria: 1) age ≥ 18 years; 2) diagnosis of ovarian, endometrial or 
cervical cancer; 4) active oncological treatment. Exclusion criteria for 
were the following: 1) previous or current psychiatric diseases; 2) age 
>75 years.

Table 1 shows the number of patients according to tumour site, 
age and mean scores obtained at the clinical scales.

Measures
All enrolled patients were given two questionnaires with the aim 

of measuring the levels of distress, anxiety and depression.

The Hospital Anxiety and Depression Scale (HADS) [12] is a self-
report questionnaire investigated Anxiety (HADS-A) and Depression 
(HADS-D), and consists of 14 items, 7 for assess anxiety and 7 for 
assess depression and has proven validity and reliability. Both HADS 
subscales consist of 7 item answered on a 4-point Likert scale (from 
0= lack of symptom to 3= maximum severity, resulting in scores from 
0 to 21. A score of 0 to 7 is considered normal anxiety or depression, 
score of 8 to 10 is considered borderline abnormal and 11 to 21 
abnormal.

The Distress Thermometer [13] is a questionnaire for the 
evaluation of psychosocial distress in cancer patients. Is a single 
anchor item, which evaluates the emotional distress perceived by the 
patient, through an analogue-visual scale (thermometer with score 
0 to 10) plus a list of problems listed in five areas (practical, family, 
emotional, spiritual-religious and physical problems). 

Statistical methods
The scoring of the questionnaires was performed according to the 

test manuals. To compare the groups and check their homogeneity 
considering age the T-test for non-parametric sample was applied, 
considering diagnosis and levels of distress, anxiety and depression 
was used the χ2-test for nominal variables, as appropriate.

Results were expressed as p value, arithmetic means with Standard 
Deviations (SD) or frequencies with percentages. The statistical 
analysis was conducted to verify whether there were statistically 
significant differences between the group with the first diagnosis and 
the group with recurrence to the scores obtained at the administered 
scales.

Probability  (p)  values were considered statistically significant 
for a <0.05 value. IBM SPSS Statistics, version 25 was used for all the 
analysis.

Results
We analyzed the scores obtained at the scales that assess distress, 

anxiety and depression to verify the need for psychological care for 
patients with gynecological cancer. We then analyzed whether there 
were statistically significant differences in psychological discomfort in 
patients with a first diagnosis compared to patients with recurrence.

The means and SD for distress, anxiety and depression are shown 
in Table 1; the probability (p) values for statistical difference between 
the group of patients with first diagnosis and those with recurrence, 
are shown in Table 2. As shown by the means in Table 1, the group of 
patients with recurrence scored higher than the group with the first 
diagnosis, in all three scales. For this reason, we conducted statistical 
analysis to verify if this difference was statistically significant.
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Statistically significant differences were found between the group 
with first diagnosis and the group with recurrence of both distress 
(p=0.000), anxiety (p=0.000) and depression (p=0.000). We then 
investigated whether there was a difference between the scores 
obtained at the three scales by dividing the two groups into subgroups 
based on the lesion site.

As can be seen from Table 2, statistically significant differences 
were found in the ovary group, where statistical significance was 
found in the scores obtained at the HADS A scale (p=0.009), as well 
as in the cervix group (p=0.001). Statistical significance was found 
in all three scales within the endometrium group (DT: p=0.007; 
HADS A: p=0.001; HADS D: p=0.002). Finally, statistical significance 
was found in the scores obtained at the DT test in the uterus group 
(p=0.006). No difference emerged in the vulvar group.

Discussion
This study aims to investigate the psychological differences, 

regarding distress, anxiety, and depression, between patients with 
first diagnosis and patients with gynecologic cancer recurrence. 
Accordingly, we used a routine psychodiagnostic assessment 
consisting of the Distress Thermometer to assess levels of distress and 
the HADS test to assess levels of anxiety and depression.

In the present study, our first hypothesis was that patients 
diagnosed with relapse had higher levels of distress, anxiety, and 
depression than patients with first diagnosis. This hypothesis emerged 

from our daily clinical experience, in which we noticed that patients 
with relapse approach (or are convinced to approach) the oncology 
pathway with fewer resources, more anxiety, less confidence in the 
proposed treatment pathway, and more depressive attitude.

In general, the study proves the presence of a greater psychological 
impact of recidivism compared to the first diagnosis, thus replicating 
previous findings [7].

In fact, our results show that patients with recurrence obtained 
statistically higher scores in all three scales administered to assess 
distress, anxiety and depression. In line with another study [14], these 
results indicate that recurrence has a worse psychological impact on 
patients than the communication of an initial disease diagnosis.

In line with these findings, it has indeed been shown that 
substantially more patients with disease recurrence reported the 
perception of a worse quality of life than those without recurrence 
[14]. Most women without recurrence returned that they felt calm, 
stress-free (64.9%) and almost one-half also added that they felt "full 
of energy"; in contrast, only 15.5% of those with recurrence referred 
to feeling calm and full of energy.

In the same vein, it was found that patients with relapse reported 
feeling sad, discouraged, and with lower levels of motivation, and 
reported that their mental and physical health also negatively affected 
their social lives.

In line with our findings that both anxiety and depression occurred 
at a statistically greater level in patients with recurrence, Wen et al. 
[15] demonstrated that gynecologic cancer survivors experience 
repeated recurrences and that this event results in significant physical 
burden and mental distress to these patients.

Fear of cancer recurrence is commonly reported among 
gynecologic cancer patients [16,17]. Moreover, there is evidence that 
fear of cancer recurrence is a predominant theme that has emerged 
among gynecological cancer patients [7].

The most common response to a question about worry in all 
age groups was a single-word response: Recurrence [18]. Women 
expressed that fears of recurrence dominated their lives due to 

N. tot n. of pt with score >cut-off % of pt with score >cut-off M (SD)

Diagnosis DT HADS A HADS D DT HADS A HADS D DT HADS A HADS D

FIRST DIAGNOSIS

Entire Group 208 170 123 101 82% 60% 49% 6.4 (2.3) 8.8 (4.5) 7.6 (4.6)

Ovary 130 105 84 68 81.5% 65% 53% 6.5 (2.4) 9.5 (4.7) 8.2 (4.7)

Cervix 26 22 14 15 85% 54% 58% 6.3 (1.7) 8.4 (4.0) 7.7 (4.3)

Endometrium 29 20 9 7 69% 31% 24% 5.5 (2.5) 6.4 (3.6) 5.3 (4.2)

Uterus 18 16 11 9 89% 61% 50% 6.3 (2.2) 8.3 (4.2) 7.6 (3.8)

Vulva 7 7 5 2 100% 71% 28,5% 7.9 (1.5) 9.7 (4.4) 7.1 (3.7)

RECURRENCE

Entire Group 220 204 179 155 93% 82% 71% 7.3 (1.9) 10.9 (4.0) 9.6 (4.3)

Ovary 154 138 121 104 90% 79% 68% 7.2 (2.0) 10.6 (4.0) 9.5 (4.5)

Cervix 29 29 27 24 100% 93% 83% 7.7 (1.3) 12.7 (3.4) 10.3 (3.4)

Endometrium 19 19 15 13 100% 79% 68% 7.7 (1.8) 10.8 (4.8) 9.2 (4.5)

Uterus 17 15 14 11 88% 82% 65% 7.1 (2.5) 10.4 (4.4) 9.4 (4.8)

Vulva 3 3 2 3 100% 66% 100% 8.3 (1.5) 11.3 (4.5) 10.3 (2.5)

Table 1: Overview of patients divided by tumour site, age and mean scores on the basis of clinical scales.

p value

Diagnosis DT HADS A HADS D

Entire group 0.000 0.000 0.000

Ovary 0.033 0.009 0.013

Cervix 0.028 0.001 0.041

Endometrium 0.007 0.001 0.002

Vulva 0.091 0.880 0.038

Uterus 0.006 0.127 0.020

Table 2: p values for statistical difference between first diagnosis and recurrence.
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the awareness that recurrence is common and indicates a poorer 
prognosis. For those who experienced a recurrence, thought 
focused on the distress caused by recurrence and the need to accept 
gynecologic cancer as a chronic condition.

These evidences support what emerged from our study, that is 
the negative psychological and consequently also the social and 
familiar impact of the disease recurrence. We hypothesize that this 
psychological discomfort can negatively influence the outcomes of 
the treatment pathway: for this reason it could be interesting in a 
future study to investigate this aspect.

The lack of adequate support regarding fear of cancer recurrence 
is further concerning in light of the trend indicating that fear of 
cancer recurrence is associated with psychosocial outcomes such as 
hopelessness, faith/spirituality, PTSD, anxiety about death and dying, 
and uncertainty about one’s future medical health [7].

Study limitations
A limitation of our study is the lack of homogeneity of the sample: 

In particular, patients with ovarian cancer are definitively much 
more numerous than all the others considered in the study (Cervix, 
Endometrium, Vulva, Uterus). The main reason of this difference is 
actually related to the diagnosis of treated patients, in fact the number 
of patient with ovarian cancer diagnosis is statistically higher than 
others. This gap does not allow us to have a complete perspective of 
the difference, in term of psychological diseases, on the entire group of 
“gynecological patients”. Another limit of the study is that we actually 
have not verified any kind of results concerning the effectiveness of the 
psychological support in those patients, and in specific pathologies, 
among a long period: In our daily work, we found out that during 
the oncological path, with a structured psychological support, women 
with cancer recurrence can be helped to find adequate resources and 
re-activate good psychological coping strategies to face cancer.

Clinical implications
Our study has shown that in general all patients facing 

gynecological cancer, at any stage of the treatment process, experience 
high levels of distress, anxiety and depression.

Specifically, our results have shown that compared to the first 
diagnosis of the disease, the diagnosis of recurrence has a worse 
impact on the psychological aspect of these patients. According to 
these results, the important message of this study is therefore the need 
for psychological support that can accompany the patient throughout 
the entire course of treatment to alleviate psychological suffering and 
to help the patient to identify appropriate resources for a healthy 
adaptive process.

Conclusion
This finding suggests that psychological support to the patient in 

general, but especially the one with recurrence, can be very important 
to reduce the patient's levels of distress, anxiety and depression and 
to accompany her on the path of treatment. On this basis, it would 
be interesting to evaluate the impact of psycho-oncological therapy 
on the patient with first diagnosis and on the one with recurrence, to 
assess whether the psychological support has a greater impact on one 
of the two groups. Those could be future studies for our group.
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