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Summary

Purpose: To investigate the differences in anxiety and 
self-efficacy beliefs as well as the sociodemographic and 
clinical characteristics, between cancer and chronically-ill 
patients.

Methods: A total of 175 patients from a pain relief and 
palliative care unit participated in this study. Patient sociode-
mographic and clinical characteristics were recorded. Pa-
tients completed the Greek version of the Spielberger State-
Trait Anxiety Inventory (STAI) and the Greek version of the 
General Perceived Self-Efficacy Scale (GSE).

Results: No statistically significant differences were 

found between the two patient populations regarding self-effi-
cacy. Statistically significant differences were found between 
chronically-ill and cancer patients in the scales of “emo-
tionality” (p<0.0005), and “self-deprecation” (p<0.0005). 
Statistically significant negative correlations were found be-
tween all STAI scales and self-efficacy for both cancer and 
chronically-ill patients (r ranged from -0.231 to -0.503).

Conclusion: Chronically-ill patients experienced in-
creased anxiety compared to cancer patients. Self-efficacy 
had a significant negative correlation with anxiety between 
the two groups of patients.
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Introduction

There is steadily growing interest in routine screen-
ing for emotional distress in cancer and other medical pa-
tients in order to identify patients who need psychological 
support most urgently [1].

Anxiety is a “normal” and functional feeling [2], 
it becomes “abnormal” if one finds oneself trapped in a 
way of thinking which constantly revolves around the 
notion of threat. When symptoms are out of propor-
tion they are causing emotional distress or disruption 
of functioning [3].

The basic cognitive components of anxiety with 
special reference to the need for control are: pragmatic 
control, that is power over events, and epistemic con-
trol, that is being able to foresee what will happen [4].

Cattell [5,6] first introduced the concepts of state 
and trait anxiety which have been further elaborated by 
Spielberger [7]. State anxiety refers to transient emotion-
al states, consisting of “consciously perceived feelings 
of tension, apprehension, nervousness, and worry, and 

associated with activation or arousal of the autonomic 
nervous system, which vary in intensity and fluctuate 
over time as a function of perceived physical or psycho-
logical danger” [8]. A cognitive appraisal of threat is a 
prerequisite for the experience of the emotion [9]. Trait 
anxiety is concerned with mere negative possibility, no 
matter how remote it might be [4]. Trait anxiety has been 
found to be related to health. Individuals with high lev-
els of anxiety are predisposed to a number of ailments.

Anxiety disorders and medical illness present to 
the primary care physician as a common comorbidity. 
Anxiety disorders are highly prevalent within the pri-
mary care population, and these disorders significantly 
impact the patient’s course and outcome [10]. Patients 
with comorbid anxiety who receive general medical care 
have lower levels of functioning and well-being than 
those without comorbid anxiety. There is clinical and so-
cietal importance of identifying comorbid anxiety [11].

Anxiety is also common among cancer patients 
and may arise either from causes like fear of death or de-
terioration, medical complications or treatments or may 
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2010. A total of 250 patients attended an outpatient palliative care unit 
in Athens, Greece. Inclusion criteria were the following: either a his-
tologically confirmed malignancy or a diagnosed chronic disease, age 
>18 years, ability to communicate effectively with the health-care 
professionals, and patient-signed informed consent. Patients were 
excluded if there was history of current drug abuse, and diagnosis 
of a psychiatric disorder. A total of 175 consecutive patients (cancer 
N=107, chronically-ill N=68), were considered eligible to partici-
pate in the study.

The evaluations were completed in the patients’ first visit to 
the unit. Patients were asked to complete 2 self-report questionnaires: 
the Greek version of the STAI, and the Greek version of the GSE. The 
questionnaires were then collected by a member of the research team. 
Then, another research worker recorded the data on disease status, 
cancer diagnosis and treatment regimen. Other information included 
performance status (PS) as defined by the Eastern Cooperative On-
cology Group (ECOG; 0 = optimum PS, 4 = worse PS) [24]. Patients 
with scores 0 or 1 were characterized with “good” PS while patients 
with scores 2 or 3 with “moderate to poor” PS. The study was per-
formed in accordance to the Helsinki Declaration and according to 
the European guidelines for good clinical practice. Finally, the study 
was approved by the Institution’s Ethical Review Board.

Instruments

Respondents completed the following instruments:
a) Levels of anxiety were measured by the Greek version 

of STAI [25]. It has a different fracture structure from the original 
scale, including three subscales, namely “emotionality”, “well-being 
mixed with worry”, and “self-deprecation”. The original version of 
STAI is probably among the most widely used self-report measures 
of anxiety in clinical and research settings [26]. The original version 
has two subscales measuring state and trait anxiety [27]. The state 
portion has been used extensively in numerous studies to measure 
how the respondent feels in several conditions within that moment 
and trait anxiety how they feel in general, independent of their cur-
rent situation [7]. Participants respond to each of the items on a four-
choice Likert scale, with options ranging from “not at all” to “very 
much”. Scores range from 20 to 80, with higher scores indicative of 
greater anxiety. The Greek version of STAI has demonstrated good 
psychometric properties demonstrating that it is an instrument with 
satisfactory stability [25].

In general, the STAI measures anxiety as a feature of the gen-
eral population, thus it is expected its scores to follow the normal 
distribution. However, it is widely used in the assessment of medi-
cally ill populations.

b) The GSE [21] which was adapted to the Greek population 
[28]. It consists of 10 items rated on a 4-point scale (not at all, hard-
ly true, moderately true, exactly true) ranging from 10 to 40 scores; 
higher scores indicate higher levels of GSE. The current measure has 
been validated in a sample of advanced cancer patients with Cron-
bach alpha= 0.927 [29].

Statistical analysis

Data were expressed as mean±standard deviation (SD) for 
continuous variables and as percentages for categorical data. The 
Kolmogorov-Smirnov test was utilized for normality analysis of 
the parameters.

The homogeneity of groups was examined using the inde-
pendent samples t-test, the x2 test and the Fisher’s exact test. The 
analysis included the Greek version of STAI scales (“emotionality”, 

be a chronic condition that predates illness [12]. Anxiety 
symptom levels are high soon after the onset of cancer 
but reduce over time [13]. An understanding of the nature 
of the anxiety in cancer patient populations is important 
because abnormal anxiety is disruptive [11] and amena-
ble to pharmacological treatment [14]. Abnormal anxiety 
in cancer patient populations varies from 10 to 30% [15].

Moreover, anxiety often leads to delays in diagno-
sis, which have been estimated to reduce prospects of 
long-term cancer survival by 10 to 20%. Yet, because 
anxiety is a universal emotion that is managed without 
consequence by many people, its significance is often 
ignored by healthcare providers [16].

Anxiety has been found to be associated with a low 
self-efficacy [17]. As elaborated by Bandura [18], self-
efficacy can be altered by behavior, by internal personal 
factors in the form of cognitive, affective and biological 
events, and by the external environment. The two com-
ponents of Bandura’s [19] concept of self-efficacy are 
predictability (corresponding to the previously described 
epistemic control), and controllability (corresponding to 
the previously described pragmatic control).

The measurement of self-efficacy, a critical con-
cept in chronic disease management, is of increasing in-
terest for the assessment and management of patients. 
For the newly diagnosed, faced with a complex regimen 
of care, belief about their ability to change and to cease 
or initiate new behaviors is generally believed to be im-
portant in determining successful adaptation to chronic 
illness [20]. Efficacy belief about ability is more impor-
tant than outcome expectations when health outcomes 
are not entirely controlled by behavioral input [21]. The 
measurement of self-efficacy is useful to detect individ-
ual differences between patients, and finally, measure-
ment of self-efficacy may be an indicator to predict im-
portant health outcomes such as hospital admissions or 
health-related quality of life.

Perceived self-efficacy to exercise control over 
stressors plays a central role in anxiety arousal [22]. In 
this mode of affect regulation, efficacy beliefs alleviate 
anxiety by enabling individuals to mobilize and sustain 
coping efforts [23].

The aim of the present study was two-fold: first, 
to investigate possible differences between cancer and 
chronically-ill populations according to their self-efficacy 
beliefs, anxiety, socio-demographic and clinical charac-
teristics; and, second, to assess the relationship between 
self-efficacy and anxiety in the studied populations.

Methods

The current study was performed from October 2009 to March 
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ality” (p<0.0005), and “self-deprecation” (p<0.0005) 
(Table 2). Chronically-ill patients had higher scores in 
these scales compared to cancer patients.

Adjusted analysis (ANCOVA model)

After adjusting for the variables that showed sta-
tistically significant differences in the homogeneity 
analysis it was observed that their influence was only 
small and the p values were slightly different but still 
statistically significant. More specifically, statistical-
ly significant differences were found between chron-
ically ill patients and cancer patients in “emotional-
ity” (p<0.0005) and “well-being mixed with worry” 
(p<0.0005; Table 3).

“well-being mixed with worry”, and “self-deprecation”. The unad-
justed analysis was performed using the independent samples t-test.

The adjusted analysis was performed using the analysis of 
covariance model (ANCOVA model). We compared the differences 
between groups of all parameters controlling for demographic vari-
ables using as dependent variable the values of parameters and de-
mographic variables as covariates.

Pearson’s r correlation coefficients were used to examine 
the univariate associations between self-efficacy (GSE) and anxi-
ety (STAI).

All tests were two-sided and statistical significance was set 
at p <0.05. All analyses were carried out using the statistical pack-
age SPSS version 16.00 (Statistical Package for the Social Sciences, 
SPSS Inc., Chicago, Ill., USA).

Results

Descriptive statistics

The most frequent types of cancer were gastroin-
testinal (25.2%) and urogenital (23.4%), followed by 
breast (21.5%), lung (20.6%), and others (9.3%). All 
cancer patients had stage I and II disease, and had been 
subjected to radical (not palliative) surgical and/or ra-
diotherapeutic treatment and/or prophylactic anticancer 
treatment. The most frequent chronic diseases were os-
teoporosis/osteoarthritis (60.3%), followed by neural-
gia (10.3%) and migraine (10.3%). Mean (±SD) of GSE 
score was 26.66 (±6.32) for chronically-ill patients, and 
25.73 (±6.00) for cancer patients (p=0.328).

Homogeneity

The homogeneity analysis (Table 1) revealed 
that the only statistically significant differences found 
between cancer and chronically-ill patients were in 
gender (p<0.0005), marital status (p=0.001), opioids 
(p<0.0005), and NSAID medication (p=0.002).

Unadjusted t-test

There were statistically significant differences be-
tween the patient populations in the scales of “emotion-

Table 1. Homogeneity analysis among cancer and chronically-ill 
patients

 Chronically-ill pts Cancer pts p-value
 (N=68) (N=107)
 N (%) N (%)

Age (years) 61.67±14.26 64.52±12.84 0.173
MEAN±SD

Gender   <0.0005
Male 11 (16.2) 55 (51.4)
Female 57 (83.8) 52 (48.6)

Education   0.992
Primary 26 (38.2) 41 (38.3)
High 32 (47.1) 51 (47.7)
University 10 (14.7) 15 (14)

Family status   0.001
Married 43 (63.2) 92 (86)
Unmarried 25 (36.8) 15 (14)

ECOG PS   0.312
0-1 51 (75) 72 (67.3)
2-3 17 (25) 35 (32.7)

Opioids   <0.0005
Mild 54 (79.4) 15 (14)
Strong 14 (20.6) 92 (86)

NSAIDs   0.02
No 41 (60.3) 38 (35.5)
Yes 27 (39.7) 68 (64.5)

pts: patients, NSAIDs: non steroidal antiinflammatory drugs

Table 2. Unadjusted analysis of STAI (Greek version) and GSE (Greek version)

 Patient group N Mean±SD p-value

Emotionality Chronically-ill pts 68 33.63±6.11 <0.0005
 Cancer pts 107 29.22±4.78
Well-being mixed Chronically-ill pts 68 36.53±6.82 0.470
with worry Cancer pts 107 35.87±5.19
Self-deprecation Chronically-ill pts 68 27.63±5.70 <0.0005
 Cancer pts 107 24.02±5.84
GSE total Chronically-ill pts 68 26.66±6.32 0.328
 Cancer pts 107 25.73±6.00

pts: patients
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tween cancer and other chronically-ill patients regard-
ing their self-efficacy beliefs and levels of anxiety. The 
findings revealed that chronically-ill patients scored 
higher in most anxiety scales (emotionality, and self-
deprecation) compared to cancer patients. The question 
arises how anxiety seems to be lower in cancer patients 
compared to other chronically-ill populations. Several 
explanations may be considered: improvements in pa-
tient education and in medical treatment, or downward 
shifts in stage and age at diagnosis, leading to improved 
prognosis. Moreover, patients could consciously sup-
press any (preexisting) psychological problems be-
cause they have to deal with a major life event. Finally, 
patients may (unconsciously and partially) deny their 
feelings of anxiety and distress rather than confront 
them because of an inability to cope with these feelings. 
This inability may be related to the stress of cancer [33].

There are several studies that support the high 
prevalence of anxiety in chronic illness. Investigations 
on psychological variables and migraine have con-
firmed a strong association between migraine and anxi-
ety [34]. Moreover, fibromyalgia (FMS) and rheuma-
toid arthritis patients are found to score high in anxiety 
[35]. Since either “state anxiety” or “trait anxiety” (or 
both) types of stress have been identified in virtually all 
individuals with FMS, the STAI would allow the prac-

Univariate analysis

Patients’ (cancer patients, chronically-ill patients, 
and the total sample) GSE was examined with anxi-
ety (STAI) in order to investigate correlations between 
them (Table 4). Statistically significant negative corre-
lations were found between all anxiety subscales (emo-
tionality, well-being mixed with worry, self-depreca-
tion) and self-efficacy for chronically-ill patients (rang-
ing from r=–0.406 to –0.503). The same findings were 
observed for cancer patients (ranging from r=–0.231 to 
–0.411) and the total sample (ranging from r=–0.258 
to –0.443).

Discussion

The degree to which individuals meet the chal-
lenge and adjust to the demands of an illness experi-
ence while continuing prescribed and ascribed roles in 
their daily lives impacts on the course of the illness [30]. 
Studies have shown that psychosocial adaptation is in-
dependent of a specific illness [31]. There does not ap-
pear to exist a universal process of adaptation to chronic 
illness [32].

The present study investigated the differences be-

Table 3. Adjusted analysis of STAI (Greek version; Subscales: emotionality, well-being mixed 
with worry, and self deprecation) and GSE (Greek version)

 Patient group N Adjusted mean±SE* p-value

Emotionality Chronically-ill pts 68 33.63±6.11 <0.0005
 Cancer pts 107 29.22±0.55
Well-being mixed Chronically-ill pts 68 36.05±0.77 0.148
with worry Cancer pts 107 35.51±0.56
Self-deprecation Chronically-ill pts 68 28.41±0.79 <0.0005
 Cancer pts 107 23.52±0.59
GSE Total Chronically-ill pts 68 27.23±0.95 0.147
 Cancer pts 107 25.37±0.68

*controlled by gender, marital status, opioids. NSAIDs: non steroidal anti-inflammatory drugs, pts: 
patients, SE: standard error

Table 4. Correlation between STAI (Greek version; Subscales: emotionality, well-being mixed 
with worry, and self deprecation) and GSE (Greek version)

   GSE
  Chronically-ill Cancer patients Total patients
  patients (N=107) (N=175)

Emotionality Pearson’s (r) –0.406 –0.231 –0.258
 p-value 0.001 0.017 0.001
Well-being mixed Pearson’s (r) –0.499 –0.411 –0.443
with worry p-value <0.0005 <0.0005 <0.0005
Self-deprecation Pearson’s (r) –0.503 –0.331 –0.358
 p-value <0.0005 <0.0005 <0.0005



789

chronic disease management [51]. Patients with chronic 
diseases who are asked to identify barriers to self-man-
agement often cite examples such as aggravation of one 
condition by the symptoms or treatment of another [52].

In light of the weight of evidence for increased 
morbidity associated with anxiety in these physical ill-
nesses, it becomes apparent that the research task of 
finding effective solutions is lagging a long way behind. 
Based on the principles of chronic disease management 
and the results of the present study, an integrated disease 
management system could include screening and moni-
toring, good disease information and self-management 
advice, as well as a range of cognitive and behavioral 
strategies applied in a stepped or tiered model.

Healthcare providers need to realize that they 
serve as vital gatekeepers to services that will help op-
timize cancer survival’s psychosocial as well as physi-
cal outcomes [53].
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