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Abstract
Objective: Concealment of cancer diagnosis from patients is not rare worldwide and physicians in
mainland China are in fact discouraged from disclosing a cancer diagnosis to cancer patients.
Preventing worsened psychological morbidity is at the core of the argument for nondisclosure. The
purpose of this study was to quantify anxiety, depression, and distress among patients with various
degrees of awareness of their cancer diagnosis. Quality of life was also measured.

Methods: Using a cross-sectional and blinded design, the Hospital Anxiety and Depression Scale
questionnaire, the Distress Thermometer, and the SF-36 Health Survey were administered to 287
hospitalized patients with oral and maxillofacial tumors. Independently, the patients’ awareness of
disease was assessed with semistructured interviews.

Results: Hospital Anxiety and Depression Scale, Distress Thermometer, and SF-36 did not identify
significant differences in scores among the hospitalized patients with various degrees of awareness of
their cancer diagnosis: an awaiting diagnosis group, a concealed diagnosis group, and a disclosed
diagnosis group.

Conclusions: Before surgery, inpatients who were hospitalized because of oral and maxillofacial
tumors with various degrees of awareness of their cancer diagnosis had similar psychological
morbidity and quality of life. Informing hospitalized cancer patients of their diagnosis before surgery
may not deteriorate their psychiatric condition or their quality of life.
Copyright © 2014 John Wiley & Sons, Ltd.

Introduction

The last several decades have seen a global trend toward
providing more information for cancer patients. Although
so-called therapeutic nondisclosure is not very effective
[1], concealment of cancer diagnosis from cancer patients
is not rare worldwide [2]. The decision not to tell the truth
to cancer patients compromises patient autonomy and the
reasonable goal of obtaining informed consent, creating
confusion and uncertainty in clinical practice.
Fears of causing psychological morbidity to these

patients are at the core of arguments for nondisclosure of
cancer diagnosis [3]. If this concern was valid and if rele-
vant support was not available and effective, from the per-
spective of non-malfeasance, arguments for nondisclosure
might outweigh the arguments for disclosure, including
that of autonomy, at least on some occasions. The evi-
dence from research has been very limited, controversial,
and inconclusive. Many studies have reported decreased
psychological morbidity or better quality of life (QoL) in
cancer patients who were unaware of cancer [4–9]. On
the contrary, Husson et al. in a recent systematic review
concluded that there was a positive relation between
information provision and mental health [10].

Many factors may contribute to these contrasting
results, such as the methods of assessment, cross-cultural
differences, variations of anatomic location of cancer,
treatment modalities, and the time when the investigations
were conducted. There have been considerable efforts to
improve the accuracy and completeness of such assess-
ments. Emotional distress has been recognized as a core
indicator of a patient’s health and well-being. Along with
temperature, respiration, heart rate, blood pressure, and
pain, it has been designated as the sixth vital sign [11].
Health-Related Quality of Life (HRQoL) assessments
have been used as primary outcomes in recent decades.
Researching different patient groups by using surveys
and cultural descriptions is also important to illuminate
potential differences. In turn, cultural considerations
should always be weighed in conjunction with the prefer-
ences and values of the individual patient and family
members.
This study was part of a larger investigation that evalu-

ated disclosure of cancer diagnosis in mainland China,
where clinicians are often discouraged from telling the
truth to a cancer patient and family members often support
nondisclosure, especially when the family members have
had experience with a cancer patient who is unaware of
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the truth [12]. In addition, we focused on the oral and
maxillofacial region, where the disease may cause
disfiguration of the face and may be life-threatening.
The main purposes of the study were as follows: first,

to study patients’ awareness of their disease with
semistructured interviews; and second, to evaluate whether
there were significant differences in psychological morbid-
ity and HRQoL among patients with varying degrees of
awareness of their cancer diagnosis. We hypothesized that
most hospitalized cancer patients are not too vulnerable to
accept the truth. Family requests to withhold information
from patients occur everywhere, including Southern and
Eastern Europe, Africa, and Asia [13]. In the USA, requests
for nondisclosure are not rare [14,15]. Therefore, findings
from this study could provide insight for clinical care
around the world. Furthermore, our findings might help
clinicians to think about how and when disclosure of
diagnosis should occur.

Methods

Prior to the start of the study, approval for the research
was obtained from the hospital’s Review Board.

Participants and procedure

The survey was conducted in the Department of Oral and
Maxillofacial Surgery, School and Hospital of Peking
University, in Beijing, China. The department is the
largest referral center in Northern China for patients with
cancer involving the oral and maxillofacial region. Similar
to other oncology centers or hospitals in China, it has no
stated policy about the disclosure of cancer diagnoses.
From May 2008 through March 2009, consecutive

inpatients with tumors in the oromaxillofacial region were
invited. The participants who were younger than 18 years
old, or had a history of psychiatric disease, or were too
ill to be interviewed were excluded from the study. This
was a cross-sectional observational study. To avoid
confounding of surgery-related psychological morbidity
and HRQoL, we conducted the survey before any major
surgical intervention.
First, after providing informed consent, the patients

were invited to complete the SF-36 Health Survey, the
Hospital Anxiety and Depression Scale (HADS) question-
naire, and the Distress Thermometer (DT). The SF-36
Health Survey Chinese validity and reliability studies
were performed in 2003[16]. The HADS questionnaire
[17] is a widely used and well-validated self-report
instrument designed to detect anxiety and depression in
the medical patient, especially for screening [9]. It has
been reported to be a ‘gold standard’ for evaluation of
anxiety and depression in cancer settings. The reliability
and validity of the Chinese versions have been established
by Ye Weifei and Xu Junmian. It has been reported that

the optimum cutoff points are scores of 9 both in the anx-
iety subscale score and depression subscale score [18].
Additional use of a self-rating instrument for depression
and anxiety, such as the HADS, is recommended when
the SF-36 is used for QoL assessment [19]. The DT was
developed as a single item indicator of undifferentiated
distress [20]. It has been found to have acceptable levels
of sensitivity and specificity in detecting psychosocial
morbidity [21]. The DT was used according to the
National Comprehensive Cancer Network guidelines on
distress management. Some patients may be poorly edu-
cated, but the DT is very easy to understand. Each patient
was asked ‘How distressed have you been today and over
the last week?’ for the DT and to rate their answer on a
0–10 scale (0 = no distress; 10 = extreme distress). A score
of 4 was proposed as the most appropriate cutoff for
identifying distressed patients, who were defined as
having scores of 5 and above [22]. After careful discussion
with members of the Department of Psychology at Peking
University, the word ‘distress’ was translated into the
Chinese word yōu lǜ ( ). To be eligible for the present
analysis, the patient should have completed all items of the
SF-36, HADS, and DT.
Second, we accessed the cancer patient’s awareness of

disease as reported elsewhere [1]. Because stepwise ap-
proaches have been shown to be effective in the delivery
of bad news [23], we included potential cancer patients
because of their cancer-like clinical manifestation and
the waiting period for final histological diagnosis. Some
of them may not have been cancer patients ultimately,
but all of them shared the same life-threatening prospect
of malignant disease, the most significant feature of
the cancer experience. The second group comprised
histologically verified cancer patients who were unaware
of the diagnosis. The third group consisted of patients
who knew their confirmed cancer diagnosis. Accordingly,
the subgroups were named the awaiting diagnosis
group, the concealed diagnosis group, and the disclosed
diagnosis group.
Data regarding patient tumor staging were obtained

from clinical records. Social demographic variables of
interest were the ages of both patients and family partici-
pants (categorized as 18–35, 36–60 and 61 years old and
older), sex, education, and the number of hospitals or/
and clinics the patients had visited. The residential areas
were also recorded. Participants were given a detailed
explanation regarding the purpose of the study and were
free to decline participation in the study. Oral consent
was obtained from all the participants.

Data analysis

Data of every patient were independently entered into a
computer database by two assistants. If the same data
items for the same patient were different, they were
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checked and corrected. Data were analyzed using SPSS

16.0 for Windows (SPSS Inc., Chicago, IL, USA). Distri-
bution and frequency analyses were employed to describe
the sample. We analyzed whether the patients in the
various cancer diagnosis awareness groups in the cancer
inpatient setting had different HRQoL and depression,
anxiety, and psychiatric status. The results of the SF-36
were analyzed with one-way analysis of variance, and
the HAD and the DT with the χ2 test. A value of
p≤ 0.05 was considered to be statistically significant.

Results

Sociodemographic and clinical features of the sample

Two hundred and eighty-seven patients were recruited.
Eleven patients declined participation and were not
asked why. Among those remaining, 252 patients com-
pleted all questionnaires (response rate 87.8%). The
sociodemographic and clinical data for the 252 patients
are summarized in Table 1. Of the 252 patients, 135
(53.6%) were evaluated as being in the awaiting diagnosis
group, 39 (15.5%) in the concealing diagnosis group, and
78 (31.0%) in the disclosed diagnosis group.

The SF-36

The results of the SF-36 are shown in Table 2. We
identified a significant difference in the Bodily Pain
subscale (p= 0.027, >0.05) and a post-hoc analysis
revealed that the difference was significant between the
disclosed group and the awaiting diagnosis group. The
total scale and the other subscales of the SF-36 were not
significantly different.

The Hospital Anxiety and Depression Scale

According to Zigmond and Snaith [17] and others [24],
each patient may subsequently be allocated to one of three
‘caseness’ categories for anxiety and depression, based on
the individual final scores: 0–7, non-case; 8–10, border-
line case; and ≥11, definite case. We simplified further
by designating non-case as normal and ≥8 as abnormal.
As shown in Table 3, 33.3% (84/252) of patients had
abnormal scores. According to the χ2 test, there were no
differences among the various patient groups (χ2 = 1.118,
p= 0.572, >0.05).

The Distress Thermometer

The results of the DT are shown in Table 4. The
cutoff point was 4 and 46.4% of the patients were at 5
and above, which indicated that they were distressed.
The χ2 test showed that there were no significant differ-
ences among the various patients groups (χ2 = 0.047,
p= 0.977, >0.05).

Discussion

It has been reported that psychological distress varies by
cancer site [25]. To the best of our knowledge, there have
been few published studies conducted in subjects with oral
and maxillofacial tumors in which the direct effect of
knowing the truth about cancer diagnosis on HRQoL has
been examined. Concealment of diagnosis from cancer
patients is preferred by some families [3,26,27], with the
main justification being the fear of causing psychological
morbidity to the patients [12]. These particular

Table 1. Demographics and disease characteristics

Number of patients 252

Sex Male 151 (59.9%)
Female 101 (40.1)

Age 18–35 years 37 (14.7)
36–60 years 136 (54)
>60 years 79 (31.3)

Classification of disease Benign tumor 73 (29.0)
Malignant tumor 177 (71.0)

Stage of malignancy Early stage 81 (45.8)
Advanced stage 96 (54.2)

Patient awareness of disease Awaiting diagnosis group 135 (53.6)
Concealed diagnosis group 39 (15.5)
Disclosed diagnosis group 78 (31.0)

Educational level None 50 (19.8)
Primary school 22 (8.7)
Middle school 110 (43.7)
College 70 (27.8)

Table 2. Descriptive statistics for the SF-36 scale

Physical functioning Role physical Bodily pain) General health Vitality Social functioning Role emotional Mental health Total score

Total 88.33± 66.57± 67.90± 60.65± 70.18± 75.18± 61.51± 76.08± 115.92
15.69 41.22 24.71 21.24 19.64 25.03 42.44 18.81 ±16.58

ADG 88.84± 70.34± 71.78± 60.22± 70.67± 76.12± 64.68± 77.13± 117.01
16.52 39.28 24.96 21.25 19.84 24.32 41.03 18.36 ±16.03

CDG 86.88± 60.00± 65.05± 64.00± 70.00± 78.61± 57.50± 71.20± 114.68
14.62 40.35 21.82 19.59 18.47 25.09 42.69 18.50 ±14.96

DDG 88.21± 63.46± 62.69± 59.68± 69.42± 71.79± 58.12± 76.77± 114.667
14.88 44.63 24.81 22.13 20.08 26.12 44.77 19.59 ±18.30

p 0.785 0.305 0.027 0.544 0.919 0.246 0.448 0.296 0.615

ADG, awaiting diagnosis group; CDG, concealed diagnosis group; DDG, disclosed diagnosis group.
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phenomena may be explained by the affective forecasting
theory [28] or the prophylaxis versus treatment perception
[12]. These hypotheses have not been supported by
empirical research [29].
Concerned about possible methodological flaws, the

present report combined the use of the SF-36, HADS
and DT. Furthermore, we included the potential cancer pa-
tients who shared the same life-threatening prospect of
malignant disease. Rather than the aware and unaware
cancer patients, we classified the sample into the awaiting
diagnosis group, the concealed diagnosis group and the
disclosed diagnosis group. The results of the SF-36
indicate that the current sample perceived its general
QoL to be moderately good but much poorer than the
Chinese norm [30]. With the cut point of ≥8, which
gives a sensitivity of 0.82(95%CI, 0.73–0.89) and
specificity of 0.74(95%CI, 0.60–0.84) [31], the 33.3%
(84/252) overall prevalence of abnormal HADS scores in
this sample is a little higher than Mitchell’s results
(30.8%) of a meta-analysis across 21 original studies
[32]. On the DT, 46.4% of the patients were at 5 and
above. The prevalence was higher than the 39% reported
by Mitchell, who pooled 38 analyses of ultra-short
methods of detecting cancer-related mood disorders,
including 19 assessing the DT alone, involving a total of
6414 unique patients[33].

These differences between our results and those of
others should be analyzed further. The present report
focused on psychological morbidity and health-related
QoL in patients with differing awareness of cancer
diagnosis. The results support our hypothesis that most
hospitalized cancer patients are not so vulnerable that they
cannot accept the truth. There were no differences in the
prevalence and co-morbidity of psychiatric disorders
among the various groups of Chinese inpatients suffering
from tumors in the oral and maxillofacial region with
differing awareness of their cancer diagnosis. The results
were in agreement with a few earlier studies, such as by
Bozcuk in Turkey [34], Chandra in South India [35],
and even those focused on advanced cancer [36] and
terminal cancer [37].
The results may be explained as follows. The surveys

were performed before oral and maxillofacial operations,
which may cause severe complications or sequelae, such
as disfigurement, dysphagia, and barylalia. Any concerns
about the cancer may have been camouflaged by concerns
about the surgery itself. More importantly, the subjects
were inpatients who were in a better position to have
more time to consult with their physicians and have their
needs for information met well. Both prospective and
cross-sectional observational studies have found a positive
relation between appropriate information provision
(satisfaction with the received information, fulfilled infor-
mational needs, high quality, and clear information) and
mental and global HRQoL and a negative relation between
appropriate information provision and depression and
anxiety [9]. Talk itself can be therapeutic (e.g., lessening
the patient’s anxiety and providing comfort) [38].
Our finding that telling the truth to hospitalized cancer

patients may not result in worsened psychological prob-
lems will help clinicians to think about when disclosure
of cancer diagnosis should occur. Some cancer patients
may not be informed of the cancer diagnosis when they
are admitted to hospital and the bedside may be the best
place for the cancer diagnosis to be delivered. Depression
and anxiety are less common in patients with cancer than
previously thought [39].
However, several studies have reached the opposite

conclusion, namely, that cancer patients who were
unaware of their cancer had decreased psychological
morbidity or/and better QoL [4–9]. These studies were
conducted across various cultural backgrounds, such as
India [4], Turkey [5], Iran [6,9], France [7], and China
[8], with various methods. The sample sizes were too
small, ranging from 60 to 173 cases, to support their
conclusions strongly.
Possible shortcomings of this research must be ac-

knowledged. The study was conducted in an academic
tertiary care hospital where medical care professionals
are viewed as omnipotent, and the hopes of patients would
not be diminished even by such an adverse diagnosis.

Table 3. Descriptive statistics for the Hospital Anxiety and
Depression Scale (HADS)

HADS normal HADS abnormal Total

ADG 89 46 135
(65.9%) (34.1%)

CDG 29 10 39
(74.4%) (25.6%)

DDG 51 27 78
(65.4%) (34.6%)

Total 168 84 252
(66.7%) (33.3%)

ADG, awaiting diagnosis group; CDG, concealed diagnosis group; DDG, disclosed
diagnosis group.

Table 4. Descriptive statistics for the Distress Thermometer (DT)
Scale

DT normal DT abnormal Total

ADG 73 62 135
(54.1%) (45.9%)

CDG 21 18 39
(53.6%) (46.2%)

DDG 41 37 78
(52.6%) (47.4%)

Total 135 117 252
(53.6%) (46.4%)

ADG, awaiting diagnosis group; CDG, concealed diagnosis group; DDG, disclosed di-
agnosis group.
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Because of the cross-sectional design, any changes may
be subtle and hard to detect. Any psychological effect of
the study on either family members’ or patients’ opinions
were unclear. In addition, interviewer bias could have af-
fected the results. Finally, the study employed a limited
sample size. Future large scale studies are needed that
employ a greater variety of questionnaire surveys.

Conclusion

Before surgery, inpatients who were hospitalized because
of oral and maxillofacial tumors with various degrees of
awareness of a cancer diagnosis had similar psychological

morbidity and QoL. Informing hospitalized cancer pa-
tients of their diagnosis may not worsen either their mental
status or their QoL before surgery. The bedside may be the
best place to deliver the cancer diagnosis to those patients
who are still unaware of it when they are hospitalized.

Acknowledgement

No Sponsor or Grant Funding supported the study.

Conflict of interest

The authors have declared no conflicts of interest.

References

1. Wang DC, Guo CB, Peng X, Su YJ, Chen F.
Is therapeutic non-disclosure still possible?
A study on the awareness of cancer diagnosis
in China. Support Care Cancer 2011;19(8):
1191–1195.

2. Surbone A. Telling the truth to patients with
cancer: what is the truth? Lancet Oncol
2006;7(11):944–950.

3. Shahidi J. Not telling the truth: circumstances
leading to concealment of diagnosis and prog-
nosis from cancer patients. Eur J Cancer Care
2010;19(5):589–593.

4. Alexander PJ, Dinesh N, Vidyasagar MS.
Psychiatric morbidity among cancer pa-
tients and its relationship with awareness
of illness and expectations about treat-
ment outcome. Acta Oncol 1993;32(6):
623–626.

5. Atesci FC, Baltalarli B, Oguzhanoglu NK,
Karadag F, Ozdel O, Karagoz N. Psychiatric
morbidity among cancer patients and aware-
ness of illness. Support Care Cancer
2004;12:161–167.

6. Tavoli A, Mohagheghi M, Montazeri A,
Roshan R, Tavoli Z, Omidvari S. Anxiety
and depression in patients with gastrointesti-
nal cancer: does knowledge of cancer
diagnosis matter? BMC Gastroenterol 2007;
7(1):28.

7. Lheureux M, Raherison C, Vernejoux JM,
et al. Quality of life in lung cancer: does dis-
closure of the diagnosis have an impact? Lung
Cancer 2004;43(2):175–182.

8. Fan XP, Huang H, Luo Q, Zhou JY,
Tan G, Yong N. Quality of life in
Chinese home-based advanced cancer
patients: does awareness of cancer diagno-
sis matter? J Palliat Med 2011;14(10):
1104–1108.

9. Montazeri A, Tavoli A, Mohagheghi MA,
Roshan R, Tavoli Z. Disclosure of cancer
diagnosis and quality of life in cancer patients:
should it be the same everywhere? BMC
Cancer 2009;9:39.

10. Husson O, Mols F, van de Poll-Franse LV.
The relation between information provision
and health-related quality of life, anxiety

and depression among cancer survivors: a
systematic review. Ann Oncol 2011;22(4):
761–772.

11. Bultz BD, Carlson LE. Emotional distress: the
sixth vital sign—future directions in cancer
care. Psycho-Oncology 2006;15(2):93–95.

12. Wang DC, Peng X, Guo CB, Su YJ. When
clinicians telling the truth is de facto dis-
couraged, what is the family’s attitude to-
wards disclosing to a relative their cancer
diagnosis? Support Care Cancer 2013;21
(4):1089–1095.

13. Mystakidou K, Parpa E, Tsilika E, Katsouda
E, Vlahos L. Cancer information disclosure
in different cultural contexts. Support Care
Cancer 2004;12(3):147–154.

14. McCabe MS, Wood WA, Goldberg RM.
When the family requests withholding the
diagnosis: who owns the truth? J Oncol Pract
2010;6(2):94–96.

15. Capozzi JD, Rhodes R. A family’s request
for deception. J Bone Joint Surg Am 2006;
88A(4):906–908.

16. Li L, Wang HM, Shen Y. Chinese SF-36
health survey: translation, cultural adaptation,
validation, and normalisation. J Epidemiol
Community Health 2003;57(4):259–263.

17. Zigmond AS, Snaith RP. The hospital anxiety
and depression scale. Acta Psychiatr Scand
1983;67(6):361–370.

18. Ye WF, Xu JM. Application and evaluation of
hospital anxiety and depression scale in
general hospital. Chin J Behav Med Sci
1993;2(3):17–19.

19. Foss SD, Dahl AA. Short form 36 and hospi-
tal anxiety and depression scale: a comparison
based on patients with testicular cancer. J
Psychosom Res 2002;52(2):79–87.

20. Jacobsen PB, Donovan KA, Trask PC, et al.
Screening for psychologic distress in ambula-
tory cancer patients - a multicenter evaluation
of the distress thermometer. Cancer 2005;
103(7):1494–1502.

21. Gil F, Grassi L, Travado L, Tomamichel M,
Gonzalez JR. Use of distress and depression
thermometers to measure psychosocial mor-
bidity among southern European cancer
patients. Support Care Cancer 2005;13(8):
600–606.

22. Roth AJ, Kornblith AB, Batel-Copel L,
Peabody E, Scher HI, Holland JC. Rapid
screening for psychologic distress in men with
prostate carcinoma - A pilot study. Cancer
1998;82(10):1904–1908.

23. Back AL, Arnold RM, Baile WF, et al.
Efficacy of communication skills training for
giving bad news and discussing transitions to
palliative care. Arch Intern Med 2007;
167(5):453–460.

24. Bjelland I, Dahl AA, Haug TT, Neckelmann
D. The validity of the hospital anxiety and
depression scale - an updated literature review.
J Psychosom Res 2002;52(2):69–77.

25. Zabora J, BrintzenhofeSzoc K, Curbow B,
Hooker C, Piantadosi S. The prevalence of
psychological distress by cancer site. Psycho-
Oncology 2001;10(1):19–28.

26. Back MF, Huak CY. Family centred decision
making and non-disclosure of diagnosis in a
South East Asian oncology practice. Psycho-
Oncology 2005;14(12):1052–1059.

27. Li J, Yuan XL, Gao XH, Yang XM, Jing P,
Yu SY. Whether, when, and who to
disclose bad news to patients with cancer: a
survey in 150 pairs of hospitalized patients
with cancer and family members in China.
Psycho-Oncology 2012;21(7):778–784.

28. Gilbert DT, Ebert JE. Decisions and revisions:
the affective forecasting of changeable
outcomes. J Pers Soc Psychol. 2002;82(4):
503–514.

29. Montazeri A, Hole DJ, Milroy R, McEwen J,
Gillis CR. Does knowledge of cancer diagno-
sis affect quality of life? A methodological
challenge. BMC Cancer 2004;4:21.

30. Li NX, Liu CJ, Li J, Ren XH. The norms
of SF-36 scale scores in urban and rural
residents of Sichuan province. J West
China Univ Med Sci(in Chinese) 2001;32(1):
43–47.

31. Brennan C, Worrall-Davies A, McMillan D,
Gilbody S, House A. The hospital anxiety
and depression scale: a diagnostic meta-
analysis of case-finding ability. J Psychosom
Res 2010;69(4):371–378.

32. Mitchell AJ, Meader N, Symonds P. Diagnos-
tic validity of the hospital anxiety and depres-
sion scale (HADS) in cancer and palliative

979Cancer diagnosis awareness, psychological morbidity, and quality of life

Copyright © 2014 John Wiley & Sons, Ltd. Psycho-Oncology 23: 975–980 (2014)
DOI: 10.1002/pon



settings: a meta-analysis. J Affect Disord
2010;126(3):335–348.

33. Mitchell AJ. Pooled results from 38 analyses
of the accuracy of distress thermometer and
other ultra-short methods of detecting
cancer-related mood disorders. J Clin Oncol
2007;25(29):4670–4681.

34. Bozcuk H, Erdogan V, Eken C, et al. Does
awareness of diagnosis make any difference
to quality of life? Determinants of emotional
functioning in a group of cancer patients in
Turkey. Support Care Cancer 2002;10(1):
51–57.

35. Chandra PS, Chaturvedi SK, Kumar A,
Kumar S, Subbakrishna DK. Awareness of
diagnosis and psychiatric morbidity among
cancer patients - a study from South India. J
Psychosom Res 1998;45(3):257–261.

36. Barnett MM. Does it hurt to know the
worst?—psychological morbidity, informa-
tion preferences and understanding of prog-
nosis in patients with advanced cancer.
Psycho-Oncology 2006;15(1):44–55.

37. Yun YH, Kwon YC, Lee MK, et al. Experi-
ences and attitudes of patients with terminal
cancer and their family caregivers toward the

disclosure of terminal illness. J Clin Oncol
2010;28(11):1950–1957.

38. Street Jr RL, Makoul G, Arora NK, Epstein
RM. How does communication heal? Path-
ways linking clinician-patient communication
to health outcomes. Patient Educ Couns
2009;74(3):295–301.

39. Mitchell AJ, Chan M, Bhatti H, et al.
Prevalence of depression, anxiety, and adjust-
ment disorder in oncological, haematological,
and palliative-care settings: a meta-analysis of
94 interview-based studies. Lancet Oncol
2011;12(2):160–174.

980 D. C. Wang et al.

Copyright © 2014 John Wiley & Sons, Ltd. Psycho-Oncology 23: 975–980 (2014)
DOI: 10.1002/pon


