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KRON‹K A⁄RI VE KAYGI

ÖZ

Girifl: Bu çal›flman›n amac› geriatrik kanser hastalar›nda kronik a¤r› ve kayg› durumlar›n›n be-
lirlenmesidir.

Gereç ve Yöntem: Araflt›rma, tan›mlay›c› nitelikte olup, araflt›rma kapsam›na kanseri tan›s›
alan 65 yafl ve üzeri 106 hasta al›nm›flt›r. Araflt›rman›n verileri, hastalar›n tan›t›c› bilgilerini içeren
“Kiflisel Bilgi Formu”, hastalar›n a¤r› özelliklerini belirlemek amac›yla “McGill A¤r› Soru Formu” ve
hastalar›n kayg› düzeylerini belirlemek amac›yla “Durumluk ve Sürekli Kayg› Envanteri” kullan›larak
toplanm›flt›r.

Bulgular: Çal›flma kapsam›na al›nan hastalar›n yafl ortalamalar› 70,16 olup, %79,2’si 65-74
yafl aras›nda idi. Hastalar›n %54,7’si erkek, %55,7’si okuryazar/ilkö¤retim mezunu ve  %63,2’si efli
ile birlikte yaflamakta idi. Hastalar›n %90,6’s›n›n a¤r› tedavisi ald›¤› ve hastalar›n tümü deneyimle-
dikleri a¤r›n›n günlük yaflam aktivitelerini etkiledi¤ini belirtmifllerdir. Hastal›k süresi befl y›ldan fazla
olan, kemoterapi/radyoterapi nedeni ile “s›k s›k” ya da “bazen” bulant›-kusma yaflayan, Günlük Ya-
flam Aktivitelerinden beslenme, hareket, yemek, ev / bahçe iflleri ve uyku aktivitelerinin “çok” etki-
lendi¤ini belirten hastalar›n a¤r› düzeylerinin daha yüksek oldu¤u saptanm›flt›r (p<0,05). Araflt›rma-
da ”s›k s›k” ifltahs›zl›k ve “s›k s›k” diyare-konstipasyon yaflayan, gün içinde “sürekli” a¤r› deneyim-
leyen, a¤r› nedeniyle Günlük Yaflam Aktivitelerinden beslenme, hareket, ev / bahçe iflleri aktivite-
lerinin “çok” etkilendi¤ini ifade eden hastalar›n Durumluk ve Sürekli Kayg› Envanteri ölçek puan or-
talamalar› daha yüksek bulunmufltur (p<0,05). Hastalar›n a¤r› s›kl›klar› ile durumluk sürekli kayg›
düzeyleri aras›nda pozitif yönde anlaml› bir iliflki oldu¤u saptanm›flt›r (p<0,01).

Sonuç: Yaflan›lan a¤r›n›n yafll›lar›n günlük yaflam aktivitelerini ve kayg› düzeylerini olumsuz
yönde etkiledi¤i, a¤r› düzeyi artt›kça anksiyete düzeyinin artt›¤› belirlenmifltir.

Anahtar Sözcükler: Geriatrik; Kanser; Kronik A¤r›, Anksiyete.

ABSTRACT

Introduction: This paper aims to determine the chronic pain and anxiety of geriatric cancer
patients. 

Materials and Method: This was a descriptive study of 106 patients aged 65 or over who
had been diagnosed with cancer. Study data were collected using a Personal Information Form,
the McGill Pain Questionnaire to define pain characteristics, and the State-Trait Anxiety Inventory.

Results: Average patient age was 70.16, 79.2% being between 65 and 74; 54.7% were ma-
le; 55.7% were literate or had finished elementary school; 63.2% lived with their spouses. Pain
medication was used by 90.6%, while all patients reported that their pain did affect their activiti-
es of daily living. The pain level was found to be significantly higher in patients who experienced
vomiting due to chemotherapy or radiation therapy frequently or occasionally, and in patients who
reported that feeding, mobility, eating, housekeeping/gardening and sleeping among their activi-
ties of daily living were severely affected (p<0.05). State-Trait Anxiety Inventory scores were hig-
her in patients who experienced anorexia or diarrhea/constipation frequently, those who experi-
enced continuous pain during the day, and those who reported their feeding, mobility, housekee-
ping/gardening activities of daily living to be severely affected (p<0.05). A positive correlation was
found between the frequency of pain and the patients' trait anxiety levels (p<0.01).

Conclusion: A negative influence of pain on the activities of daily living and anxiety level of
the elderly was established; the anxiety level increased in parallel with the pain.

Key Words: Geriatrics; Cancer; Chronic Pain; Anxiety.
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INTRODUCTION

Adiagnosis of cancer affects the individual from the biopsy-
chosocial viewpoint, leading to a number of disturbing

symptoms, the principal among them being pain and anxiety.
Continuous, refractory or untreated cancer pain may negative-
ly affect every aspect of the patient’s life (1). Pain, the most
widely experienced symptom among cancer patients, may
negatively influence the individual’s ADL and quality of life.
Defining the incidence of pain is difficult due to its being a
subjective complaint. Taking into account all types and stages
of cancer, the incidence of cancer pain is reported to be
between 40 and 80% (2, 3). Prevalence rates for pain were
reported as 28% in recently diagnosed cancer patients, 50-
70% in those actively given cancer therapy, and 64-80%
among patients with advanced-stage cancer (4). Studies have
shown pain to be particularly frequent among elderly cancer
patients (5-7). Pain also adversely affects the ADL of elderly
cancer patients (8). One study has indicated that pain nega-
tively affected movement in 69.1%, sleep habits in 63.6%,
nutrition in 27.3% of elderly patients (9).

The cognitive components of pain include the importance
attributed by the individual to the disease symptoms, believ-
ing that it will be impossible to control the pain, and the anx-
iety in the course of the disease (10). The cancer diagnosis is
the most important source of anxiety for patients, due to the
life-threatening, chronic and lethal character of the disease, in
addition to its being a major problem that elicits emotional,
mental and behavioral reactions (11,12). In elderly patients
with cancer, the appearance of regression and insufficiencies
in biological, physiological and psychological processes, the
loss of professional efficiency, and the increased dependency
for one’s ADL are additional anxiety factors that reduce the
patients’ quality of life by affecting their anxiety level and
psychological condition (8,13). Anxiety incidence is reported
to be more than 50%, chronic anxiety being present in about
30% of cancer patients (14). 

Cancer may cause emotional distress and negative
thoughts. Pain may also be considered a harbinger of situa-
tions such everything going wrong, that the disease is not
responding to treatment or of approaching death. Thus, the
anxiety seen in most cancer patients is a factor further inten-
sifying cancer pain (15). Studies have shown the experience of
pain to be particularly frequent among elderly cancer patients
(5-7,16), who according to other reports frequently experi-
ence anxiety (5,17-19).

Among cancer patients, especially the elderly, pain nega-

tively affects the individual’s life, causing fear, anger and anx-
iety. It is hypothesized that the individual patient’s fear and
anxiety may be reduced by controlling pain. Control of pain
therefore assumes a major significance in maintaining physi-
ological, psychological and spiritual well-being and improv-
ing quality of life. Defining and evaluating pain and anxiety
levels in the aged patient is important for the treatment pro-
cedures and the quality of life. 

MATERIALS AND METHOD

Participants

This cross-sectional study was conducted between December
1, 2010 and May 31, 2011 at the Mersin University Health
Research and Implementation Center 1st Internal Medicine
Department and Outpatient Chemotherapy Unit, and at the
Mersin State Hospital Outpatient Chemotherapy Unit,
Medical Oncology Department and Radiation Oncology
Department. During this period, 123 patients aged 65 or
above presented at the mentioned clinics. 

Inclusion criteria were as follows:

• Age 65 or older,
• Chronic pain for three months or longer,
• Physical and cognitive capacity sufficient to answer the

forms used in the study,
• Absence of pain only during the data collection,
• Voluntary participation in the study.

A total of 106 patients responding to the eligibility criteria
were recruited into the study.

Instruments

Study data were collected using a Personal Information Form
for personal characteristics, the McGill Pain Questionnaire
(MPQ) to define the pain characteristics, and the State-Trait
Anxiety Inventory (STAI) to evaluate the patients’ anxiety
levels. 

The Personal Information Form was developed, after an
extensive literature search, to collect certain sociodemograph-
ic data and characteristics related to disease and treatment,
which were considered to possibly affect the patients’ pain
and anxiety (4, 17-20). This form contained ten questions
regarding sociodemographic characteristics (such as sex, age,
marital status, educational level, financial condition, house-
hold members, etc.) and ten other questions regarding disease
and treatment characteristics (such as disease duration, treat-
ment methods, concomitant disease, etc.)
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The MPQ was developed in 1971 by Melzack and
Torgerson (21) and the study of its validity and reliability for
our country was conducted by Ku¤uo¤lu et al. (22). The
MPQ consists of four parts. In the first part, the patient is
invited to mark the location of the pain on a drawing. The
second part contains 20 sets of words to assess the pain from
the sensory, affective and evaluative aspects. The third part
contains word groups to assess the pain duration and frequen-
cy and the factors that intensify or reduce it. The fourth part
contains five word groups covering pain intensities from mild
to excruciating and, separately, six questions to characterize
the level of pain “one can live with” or “target pain level”, i.e.,
a pain level that the patient can tolerate or live with without
being incapacitated (22). 

The State-Trait Anxiety Inventory (STAI-I and STAI-II)
was developed in 1970 by Spielberger et al. to evaluate state
anxiety and trait anxiety levels separately from each other. Its
validity and reliability for Turkey was assessed by Öner and
Le Compte (23). Each of the two scales of this self-report
assessment consists of 20 questions, to evaluate state anxiety
and trait anxiety. The total score increases along with the anx-
iety level of the person answering the questionnaire (23).

Data Collection

Necessary Ethical Committee approvals and institutional
authorizations were obtained before starting data collection.
The patients were informed about the objective of the study
and their consent obtained. Considering the frequent impair-
ment of eyesight and generally low level of literacy among
elderly patients, the questions were asked orally by the inves-
tigator. The individual time to answer questionnaires ranged
from 5 to 10 minutes for the Personal Information Form, 10-
15 minutes for the MPQ and 15-25 minutes for the STAI.
The disease diagnosis, concomitant chronic disease, treatment
cycle or radiation session numbers were obtained from the
patients’ medical records.

Statistical Evaluation

We confirmed the normality of scores of McGill Pain
Questionnaire (MPQ) and The State-Trait Anxiety Inventory
with Shapiro and Wilks normality test. Student’s t-test and
one-way analysis of variance (ANOVA) were used to compare
the different scores according to demographic characteristics.
Correlations between scores were tested by Pearson’s correla-
tion analysis. Pairwise comparison by the Least Significant
Difference (LSD) test was applied for significant differences.

Means and standard deviations were used as descriptive statis-
tics. The limit for statistical significance was accepted as a p-
value <0.05.

RESULTS

Of the patients in the study, 79.2% were aged 65-74;
54.7% were male, 55.7% were literate or had finished

elementary school; 83.0% were not gainfully occupied. While
77.4% were part of a nuclear family, 56.6% had an income
lower than their expenses (Table 1). No statistically signifi-
cant differences according to the various socio-demographic
characteristics could be identified for the MPQ and STAI
scores. 

Time since diagnosis was shorter than a year in 48.1% of
patients. MPQ sub-dimension scores and total score means in
patients with a disease duration longer than five years were
higher than in patients diagnosed less than a year ago
(p<0.05). Another, concomitant, chronic disease was present
in 62.3% of the cases. Patients reported “feeling sick” in a
proportion of 71.7%. The MPQ sensory, affective and mixed
sub-dimension scores and total scores were found to be high-
er in those patients who felt “very sick” compared to those
who reported feeling “sick” (p<0.05). 
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Table 1— Sociodemographic Characteristics of the Patients.

Sociodemographic Characteristics n %

Age

65-74 84 22.0

75 and over 79.2 20.8

Gender

Female 48 45.3

Male 58 54.7

Education status

Iliterate 37 34.9

Literate /primaryeducation 59 55.7

High school/graduate/undergraduate 10 9.4

Work status

Working 18 17.0

Unemployed 88 83.0

Family type

Extended family 24 22.6

Nuclear family 82 77.4

Income status

Low income 60 56.6

Income equal to expenses 46 43.4



Patients reported very frequently experiencing the follow-
ing: nausea/vomiting in 53.9%, loss of appetite in 76.4% and
diarrhea/constipation in 46.1%. Statistically significant dif-
ferences were found in the MPQ total score as well as sensory,
affective and mixed sub-dimension scores according to the
frequency of experienced nausea/vomiting episodes (p<0.05).
The STAI showed a significant difference according to the fre-
quency of anorexia (p<0.05). The MPQ score of patients who
experienced “frequent” diarrhea/constipation was higher than
that of patients who had it “rarely” (p<0.05) (Table 2).

The mean duration of the painful condition was
9.18±10.49 months (range 3-60); 12.3% of patients
described its frequency as “continuous” and 55.7% as “sever-
al times daily”. The MPQ total score and sub-dimension and
the STAI score of patients who experienced “continuous” pain
throughout the day were found to be higher than those of
patients who described its frequency as “several times week-
ly” (p<0.05). “Any time during the day” was the description
of the timing of pain for 66% of patients. The MPQ total
score and mixed and evaluative sub-dimension score means
were higher for patients who described the timing of pain as
“at noon and in the afternoon”, or “mornings and evenings”
compared to those who experienced pain “anytime in the day”
(p<0.05). The STAI score average of patients experiencing
pain predominantly “mornings and evenings” was also higher
than for the three other groups (p<0.05). Pain was felt as
being “deep” by 42.5%, “superficial” by 9.4% and “both deep
and superficial” by 48.1% of the patients. The difference
among these groups was statistically significant (p<0.05)
(Table 3). 

The overall pain level of patients was moderate and their
anxiety level high (Table 4). Both total and sub-dimension
MPQ scores were positively correlated with their STAI scores
(p<0.001) (Table 5).

DISCUSSION

The overall pain level of patients in our study was moderate
and their anxiety level high (Table 4). A parallel correla-

tion was established between the patients’ pain and anxiety
mean scores. Studies have shown the experience of pain to be
particularly frequent among elderly cancer patients, as it was
in our study (5-7,16,17). Our literature search failed, howev-
er, to discover a study exploring the correlation between pain
and anxiety in geriatric cancer patients.

The perception of pain may be affected by the age-related
impairment of nerve conduction velocity and opioid receptor

density, invasive interventions for the diagnosis and treat-
ment of cancer, tumor infiltration, insufficient frequency of
pain evaluation, anxiety about opioid addiction, neglect of
pain treatment as a priority, social isolation related to the
diagnosis and negative experiences related to pain (24,25).
Age-related factors that may increase the elderly patient’s
anxiety level include the increased incidence of chronic dis-
ease, the loss of friends and relatives, the loss of a social role,
difficulties in coping with ADL, fear of death, fear of known
or unknown aspects of cancer, anxiety about the future, the
thought that therapy is not working, the length of treatment,
the adverse effects of both disease and treatment, social isola-
tion and insufficient social support (13,17,26). It may also be
said that, in addition to the above, the experience of pain
adversely influences the anxiety level of elderly patients; anx-
iety level increases with increasing pain. It has also been sug-
gested that a high anxiety level contributes to increased sen-
sitivity to pain. 

Time since diagnosis was shorter than a year in 48.1% of
the patients in the study. Those who had been diagnosed with
cancer longer than five years ago were found to have elevated
scores on the sensory, affective and mixed sub-dimensions of
the MPQ. This might be related to an increased vulnerability
over time to pain caused by both cancer and its treatment.

More than half of the aged patients in the study receiving
chemotherapy and/or radiation experienced “frequent” nau-
sea/vomiting. A study similar to ours found that patients over
60 experienced more intense/frequent post-chemotherapy
nausea (25,26). We found that, among patients treated with
chemotherapy and/or radiation, those who described the fre-
quency of nausea/vomiting, loss of appetite and diarrhea/con-
stipation as “frequently” displayed a high level of both pain
and anxiety. Cancer-related symptoms, adverse effects of
chemo-radiotherapy and the lack of control of these adverse
effects may be increasing the patients’ anxiety level and pain
perception. A study report indicated that the extended dura-
tion of chemotherapy and the uncontrolled adverse effects of
cancer cause an increase in anxiety level (26).

“Several times a day” and “Any time during the day” was
the description of the timing of pain for more than half the
patients. The pain and anxiety levels of patients experiencing
pain predominantly “mornings and evenings” were also high-
er than in other groups. A published study has indicated that
elderly patients experienced pain predominantly in the after-
noon or during the entire day (9). While acute pain in cancer
patients is often related to diagnostic and therapeutic proce-
dures, chronic pain is the result of tumor infiltration of or
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impingement on bone, soft tissues, nerves, and blood and
lymph vessels. As a result, continuous and intermittent pain
is often seen in cancer patients. The increase of the duration
of pain during the day and the unpredictability of its time of
onset may cause anxiety by negatively affecting the patients’
ALD, quality of life and coping capacity. Almost half of the
patients in our study experienced pain as being “both deep
and superficial”. Uncontrollable pain is the most frequent
cause of anxiety in cancer patients. The feeling of pain as
being both deep and superficial may negatively impact the
patient’s pain sensation, perception of pain intensity and anx-
iety level. Pain medication was being used by 90.6% of our
patients. It was established that the pain and anxiety levels of
patients who were receiving pain medication were higher

than in those who were not. More than half our patients
reported experiencing cancer pain “several times a day”. The
persistence of pain during the day may be influencing the
anxiety level. Also, positive correlation was founded between
the patient’s’ pain and anxiety mean scores in our study. So
that anxiety level may be increasing pain level. Studies report
indicated that the high anxiety level cause an increase in pain
level (11,13).
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