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Regular Article
Emotional state and coping style among gynecologic
patients undergoing surgery

Abstract
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The aim of the present study was to investigate changes in emotional state and the relationship
between emotional state and demographic/clinical factors and coping style among gynecologic
patients undergoing surgery. Using the Japanese version of the Profile of Mood States (POMS), 90
patients (benign disease: 32, malignancy: 58) were examined on three occasions: before surgery,
before discharge, and 3 months after discharge. They were also examined using the Coping Inven-
tory for Stressful Situations (CISS) on one occasion before discharge. The scores for the subscales
depression, anger, and confusion were the highest after discharge while those for anxiety were the
highest before surgery. The average scores of the POMS subscales for all subjects were within the
normal range. With regard to the relationship between these emotional states and other factors,
multiple regressions showed that the principal determinants of anxiety before surgery were reli-
gious belief, psychological symptoms during hospitalization and emotion-oriented (E) coping style;
further, it was found that depression after discharge could be explained by chemotherapy, duration
of hospitalization, and E coping style. The principal determinants of anger after discharge and vigor
before surgery were length of education and E coping style, and severity of disease, chemotherapy,
E coping style and task-oriented coping style, respectively. Those of post-discharge fatigue and con-
fusion were length of education, psychological symptoms, and E coping style. In summary it is sug-
gested that the following should be taken into account in patients undergoing gynecologic surgery:
anxiety before surgery, depression, anger, and confusion after surgery, including coping styles.

Coping Inventory for Stressful Situations (CISS), gynecologic surgery, longitudinal study, Profile
of Mood States (POMS).

that focusing on the coping style of patients and
attempting to influence coping style might reduce dete-

Since the 1980s, many studies in the field of psycho-
oncology have investigated the relationship between
coping style and psychological distress, such as depres-
sion, among cancer patients.' Results have suggested
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rioration in the quality of life (QOL). The effects and
usefulness of such interventions have therefore been
investigated.®® In particular, in addition to psychiatric
outcome, the effect of these interventions on prognosis
has been reported.”"® However, the majority of such
studies have focused on patients with breast cancer,
and few have investigated the relationship between
psychological distress and the coping style of patients
with gynecologic cancer.

Patients with gynecologic disease, including cancer,
who are undergoing surgery, can be particularly vul-
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Gynecologic patients undergoing surgery

nerable to distress associated with damage to self-
image, altered sexual function, and loss of fertility,"**
in addition to general preoperative stress. Further-
more, approximately 30% of cancer patients are
reported to be diagnosed with depression or adjust-
ment disorders.®” We must therefore take into
account psychiatric complications among gynecologic
cancer patients. Compared to studies conducted in
Furope and America, in Japan fewer studies have
investigated the perioperative emotional state among
gynecologic patients, including those with cancer.

In the present study on gynecologic patients, the aim
was to investigate the emotional state in the perioper-
ative period and to ascertain the relationship between
emotional state and other factors, including coping
style, using self-administered questionnaires. We used
the Profile of Mood States (POMS)? as a scale for esti-
mating emotional state, and the Coping Inventory for
Stressful Situations (CISS)® as a scale for coping style.
We selected POMS and CISS because these scales are
used internationally, and the subjects using these scales
are not limited to the members of a particular group
such as cancer patients.

We hypothesized that gynecologic patients undergo-
ing surgery are likely to perioperatively exhibit partic-
ular psychological symptoms, irrespective of whether
or not the patient has cancer. In addition, we hypoth-
esized that the emotional state of the patient is related
to their coping style, in particular, the emotion-
oriented (E) coping style that has been reported as a
maladaptive coping style by many researchers.”* We
predicted that there should be timely intervention in
gynecologic patients undergoing surgery who exhibit
psychological symptoms; further, patient characteris-
tics, including coping styles, should be focused on
perioperatively.

METHODS
Sample

The subjects consisted of 98 patients who were admit-
ted to the Department of Obstetrics and Gynecology,
Tokyo Medical and Dental University Hospital
between June 2002 and March 2004 for the surgical
treatment of gynecologic disease, including cancer.
Patients with cognitive impairment and those undergo-
ing psychiatric treatment were excluded. Two patients
did not consent to participate in the study; a further
four subsequently withdrew consent or dropped out
due to deterioration in physical condition and two
patients died before discharge. Consequently, 90
patients (mean age£SD, 46.9 £13.1 years) partici-
pated in the present study. Of these, 32 were diagnosed

85

with benign disease (mean age, 41.0 £ 11.3 years) and
58 with malignancy (mean age, 50.2 +13.0 years).
Patients who dropped out from the study after the first
examination day were all cancer patients. There was no
difference in the other clinical/demographic factors.
The following diagnoses were made in the benign
group: ovarian tumor (n=16), tubo-ovarian abscess
(n =10), and other tumors including cervical adenoma
(n=06). The diagnoses in the malignant group were as
follows: cervical cancer (n =28), cancer of the uterine
body (n =12), and ovarian cancer (n = 18). The follow-
ing surgical procedures were performed: laparotomy
(n=55), conization (n=19), and adnexectomy
(n=16). In the malignant group, tumor extension was
classified according to the general classification rules
for gynecologic cancer.® Patients at disease stage 0, I,
or II were classified as the early stage group (n=47)
and those at stages III or IV as the advanced-stage
group (n=11). Table 1 shows the average age, length
of education, duration of hospitalization, habitation
status, employment status, location of tumor, progress,
surgical treatment, and chemotherapy administration
in the benign and malignant groups. No cancer patient
received chemotherapy and/or radiotherapy after dis-
charge. The two groups exhibited no significant dif-
ference in demographic/clinical factors, such as length
of education, habitation status, employment status, or
surgical treatment. In contrast, significant differences
were observed in age, duration of hospitalization, and
location of tumor. All patients were informed of their
diagnoses before admission, and when the diagnosis
was not confirmed preoperatively, the cancer patients
were told that the findings were ‘suspicious of cancer’.
There were five such patients. There was no patient
with benign disease in whom cancer was suspected.

Measures

Following routine admission and stabilization,
informed consent was obtained from each patient.
Two self-administered questionnaires were used. The
patients’ emotional state was evaluated using the
Japanese version of POMS,* and coping style was
measured using the Japanese version of CISS.*** The
POMS questionnaire was administered on three occa-
sions: before surgery, before discharge, and 3 months
after discharge. In contrast, CISS was administered
only before discharge.

POMS assesses six emotional states: tension—
anxiety, depression, anger-hostility, vigor, fatigue, and
confusion; a higher score (in the case of vigor, a lower
score) indicates a more severe emotional state. These
subscales were standardized according to the consecu-
tive studies of Yokoyama and Araki®: scores lower
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Table 1. Sociodemographic subject characteristics

T. Matsushita er al.

Benign group (n =32)

Malignant group (n = 58)

Mean/number SD/%  Mean/number SD/% d.fi, ¥? P
Age (years) 41.0 11.3 50.2 13.0 df=88/t=3372 0.0011
Length of education (years) 14.0 1.8 13.0 23 d.f =88/t=-1.939 0.0566
Duration of hospitalization (days) 14.0 53 28.2 25.4 d.f.=88/r=3.109 0.0025
Habitation status
Single 6 18.8 12 20.7 d.f =2/%*=0.438 0.8032
Spouse only 7 219 17 29.3
Others 19 59.4 29 50.0
Employment status
Employed 13 40.6 24 41.4 df=1/*=1.78E-30  >0.999
Unemployed 19 59.4 34 58.6
Location of tumor
Uterine cervix 2 6.3 28 483 d.f = 2/¢* =29.354 <0.0001
Uterine body 1 3.1 12 20.7
Ovary 29 90.6 18 31.0
Progress
Early NA NA 47 ‘81.0 NA NA
Advanced NA NA 11 19.0
Surgical treatment
Laparotomy 17 53.1 38 65.5 d.f =1/=1.161 0.2812
Conization/others 15 46.9 20 345
Chemotherapy
(+)/(=) 0/32 0/100 15/43 259/741 NA NA

NA, not applicable.

than average + SD (scores are based on data collected
from these studies) indicate ‘no emotional problem’,
scores between average + SD and average +2.4 SD
indicate that ‘medical attention is advised in the event
of symptoms’, and scores of average + 2.5 SD or more
indicate that ‘medical attention is necessary’. In the
present study we used standardized scores that were
converted from raw scores.

CISS was used to determine the typical coping style
of the subjects during the most stressful situations.
CISS assesses the following three coping styles: task-
oriented (T) coping style, emotion-oriented (E) coping
style, and avoidance-oriented (A) coping style, and
includes a total of 48 items (16 items for each coping
style); a higher score indicates that the coping style is
often used. Coping style is defined as the typical cog-
nitive/behavioral pattern adopted most often during
stressful situations.”*** We assumed that although this
style might vary depending on the occasion, an individ-
ual’s coping style is a type of character trait. We there-
fore assumed that coping style would be more likely to
affect emotional state than vice versa. CISS was
selected as a measurement of coping style because it is
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often used as an international scale, thereby enabling
us to compare our findings with those of other studies.
Further, the reliability and validity of the Japanese ver-
sion of CISS have been confirmed, and this scale can be
used for both patients with benign disease and cancer
patients.

Statistical analyses

For statistical analysis, the demographic/clinical data
between the benign and malignant groups was com-
pared using Student’s r-test and the y* test. The change
in each POMS subscale score over the three test
administration days was analyzed using repeated mea-
sures analysis of variance (aANova) with post-hoc com-
parisons (Scheffe’s F-test; 95% significance). Multiple
regressions were subsequently performed by treating
the factors (including the CISS scores) significantly
related to the POMS scores as independent variables
and the POMS scores as dependent variables. This was
done in order to assess determinants of the POMS
subscale scores exhibiting the greatest deterioration.
P <0.05 was considered significant.
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RESULTS

Emotional states over the three test
administration days

On all occasions, the POMS scores for all subjects were
within normal range. Significant differences in the ten-
sion—anxiety, depression, anger—hostility, and confu-
sion scores were evident across the three test
administration days (tension-anxiety: F=9.356,
P =0.0001; depression: F=6.819, P=0.0015; anger—
hostility: F=15.101, P <0.0001; confusion: F=3.956,
P =0.0211). For vigor and fatigue, no significant differ-
ence was apparent in the values of the scores over the
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study period. In summary, the tension~anxiety score
was the highest before surgery, and the depression,
anger-hostility, and confusion scores were the highest
after discharge (Table 2).

Furthermore, with the exception of anger-hostility,
no significant difference was apparent in the POMS
subscales between the three groups (benign, early
stage, advanced-stage groups) across the three test
administration days. The anger-hostility score was the
lowest in the advanced-stage group and the highest in
the benign group (F = 4.016, P = 0.0220); post-hoc tests
showed that there was a significant difference between
these two groups with regard to this score.

Table 2. POMS subscale scores (£SD) in the three groups (benign, early stage, and advanced-stage) over the three examination

days

Subscales Before surgery

Before discharge Three months after discharge

Tension-anxiety

All subjects 47.7£10.6
Benign group 49.7+11.8
Early stage group 464 +11.1
Advanced-stage group 48.4 £5.6
Depression
All subjects 46.3+£9.0
Benign group 472 £8.6
Early stage group 454 £8.7
Advanced-stage group 45.8£5.7
Anger-hostility
All subjects 423 £5.7
Benign group 44.8%5.6
Early stage group 41.3%53
Advanced-stage group 39111
Vigor
All subjects 48.5+9.6
Benign group 45.0£10.5
Early stage group 52.6£7.7
Advanced-stage group 42.3+8.1
Fatigue
All subjects 433 +9.1
Benign group 46.1£9.8
Early stage group 41.0+7.8
Advanced-stage group 47.9+9.6
Confusion
All subjects 44.4+10.5
Benign group 46.8+£10.8
Early stage group 42.0£10.5
Advanced-stage group 452 £8.2

42.0£9.2 43.9+10.3%
42.6£10.8 45.6£11.0
421497 44.2+10.8
39.8+53 38.7+3.0
44.0£6.6 47.8+10.8°
44.8 +7.7 48.2+10.0
43.8+6.9 49.0x£12.1
42.5%3.5 41.7+2.4
40.2+4.3 44.4 £8.5M
402 £3.5 46.4 £8.0
40.1 £4.9 445192
39.0+1.8 392422
514+11.1 51.0+11.2
50.0+£12.5 50.8+11.6
532+112 5114121
48.9+10.9 - 51.5+53
43.0£9.6 44.7£9.7
44.0£11.0 46.8+10.3
41.4 +£8.9 446198
43.3£9.6 40.5£6.0
42.1+£8.8 453 +11.5¢
42.9+10.1 46.6+£11.0
40.8£8.8 46.2+12.3
43.2+7.5 379458

" Significant differences between before surgery and discharge; * significant differences between before surgery and after
discharge; ® significant differences between before discharge and after discharge.

Two-way analysis of variance (ANovA) repeated measures.

Multiple comparison was analyzed by Scheffe (P < 0.05; Scheffe), between 3 days (before surgery, before discharge, after

discharge) for all subjects, and between three groups.
POMS, Profile of Mood States.
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Clinically, three patients demonstrated psychologi-
cal symptoms such as depressed mood from before sur-
gery to before discharge (during hospitalization). One
patient was diagnosed with depression before dis-
charge (her gynecologic diagnosis was benign), and the
other two patients were diagnosed with adjustment
disorder (all had benign’ disease).

Relationship between POMS and demographic/
clinical parameters

We selected the presurgery tension—anxiety and vigor
scores and the post-discharge depression, anger-
hostility, fatigue, and confusion scores as dependent
variables because these were the highest scores (in the
case of vigor, the lowest scores) over the study period.

Next, we performed the following process for select-
ing the dependent variables for each regression model.
First, we analyzed the relationship between POMS
and other demographic/clinical factors (continuous
variables) including the coping style by using Pear-
son’s correlation test. Second, we analyzed the rela-
tionship between POMS and other demographic/
clinical factors (nominal variables) by using two-way
ANOvA with repeated measures. Third, we confirmed
the multicollinearity by analyzing the relationship
between the significant demographic/clinical factors
(continuous variables) other than POMS by using the

T. Matsushita et al.

Pearson’s correlation test. The following results were
obtained.

With regard to the relationship between POMS and
clinical parameters, Pearson’s correlation test results
showed that variables such as CISS scores, age, length
of education, and duration of hospitalization were
related to the POMS subscale scores (Table 3). The
results of two-way aNovas with repeated measures
showed that variables such as benign/malignant group,
religion, chemotherapy, administered during hospital-
ization, and psychological symptoms during hospi-
talization were significantly related to the POMS
subscales. With regard to the relationship between
the significant clinical parameters, including the CISS
scores, Pearson’s correlation test results indicated sig-
nificant relationships between the age and duration of
hospitalization (r=10.369, P =0.0013), age and length
of education (r =-0.532, P < 0.0001), age and E coping
style scores (r=-0.313, P=0.0071), duration of
hospitalization and length of education (r=-0.410,
P =0.0003), and E coping style scores and A coping
style scores (r= 0.320, P = 0.0058).

Taking these results into account, we attempted
multiregression analyses with some combinations of
independent variables, and we were able to achieve the
most adaptive model (the best combination of the
independent variables) for each dependent variable.
Table 4 shows the results of those multiple regression

Table 3. Variables significantly related to the POMS subscale scores (Pearson’s correlation tset)

Variables: demographic/clinical
factors and coping style(CISS scores)

CISS scores
Task-oriented coping style
V before discharge
C before discharge
Emotion-oriented coping style
Avoidance-oriented coping style T-A after discharge
D after discharge
A-H after discharge
F after discharge
C after discharge
D before surgery
A-H before surgery
C before surgery
D before discharge
F after discharge
V before surgery
C after discharge
F before discharge

Age

Length of education

Duration of hospitalization

T-A before discharge

All POMS scores except for V before discharge

POMS subscale scores r P
-0.267 0.0249
0.388 0.0008
-0.253 0.0344
0.263-0.612  <0.0001-0.0278
0.332 0.0048
0.317 0.0073
0.292 0.0137
0.267 0.025
0.315 0.0076
-0.270 0.0236
-0.270 0.0234
-0.251 0.0357
—0.300 0.0112
-0.238 0.0469
0.242 0.0434
0.263 0.0278
0.259 0.0301

A-H, Anger-Hostility; C, Confusion; CISS, Coping Inventory for Stressful Situations; D, Depression; F, Fatigue; POMS-J,
Japanese version of Profile of Mood States; T-A, Tension-Anxiety; V, Vigor.
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Table 4. Final multiple regression model for predicting POMS scores

Dependent variables Independent variables B SE P R? FIP
Tension—-Anxiety before surgery  Age 0.099 0.124 0.2699 0.270 3.198/0.0024
Religious beliefs 8.196 0210 0.0411
Severity of disease -1.794  -0.082  0.4468
Chemotherapy -8.098 -0.289  0.1845
Psychiatric symptom -10236  -0.263  0.0118
Duration of hospitalization -0.149 0306  0.1558
Task-oriented coping style -0.093 0121  0.2290
Emotion-oriented coping style 0.331 0.332  0.0035
Avoidance-oriented coping style 0.051 0.058 05706
Vigor before surgery Age 0.033 0.045 0.6759 0324  4.736/<0.0001
Religious beliefs -0.567 -0.016  0.8691
Severity of disease 5.181 0260 0.0130
Chemotherapy 15.236 0.598  0.0046
Psychiatric symptom 0.664 0.019 0.8478
Duration of hospitalization 0.105 0.239  0.2437
Task-oriented coping style 0.207 0.297  0.0023
Emotion-oriented coping style -0.218 0241 0.0206
Depression after discharge Age 0.063 0.075 05758 0464  5.019/<0.0001
Length of education 1.006 0.197  0.1376
Religious beliefs 3.370 0.093  0.3751
Severity of disease 2.224 0.097 03802
Chemotherapy 14.300 0.525 0.0178
Psychiatric symptom ~-6.655 ~0.171  0.0997
Duration of hospitalization 0.265 0.565  0.0092
Task-oriented coping style -0.089 -0.113  0.2815
Emotion-oriented coping style 0.475 0479  0.0001
Avoidance-oriented coping style 0.146 0.155  0.1409
Anger-Hostility after discharge Age 0.128 0.194 0.1841 0377 3.517/0.0011
Length of education 1.160 0.287  0.0459
Religious beliefs 1.157 0.040 0.7197
Severity of disease -1.128 -0.062  0.6001
Chemotherapy 6.664 0.310  0.1869
Psychiatric symptom -0.547 -0.018 0.8721
Duration of hospitalization 0.116 0.314  0.1696
Task-oriented coping style -0.058 -0.093 04123
Emotion-oriented coping style 0.390 0.498  0.0002
Avoidance-oriented coping style 0.107 0.144  0.2036
Fatigue after discharge Age 0.057 0.075 0.6070  0.366 3.347/0.0017
Length of education 1.694 0366  0.0100
Religious beliefs 0.245 0.007  0.9477
Severity of disease -0731 -0.035 0.7689
Chemotherapy 6.743 0273 0.2474
Psychiatric symptom -9.091 -0.258 0.0238
Duration of hospitalization 0.179 0422  0.0690
Task-oriented coping style -0.013 -0.018 0.8737
Emotion-oriented coping style 0.301 0.336  0.0100

Avoidance-oriented coping style 0.111 0.130  0.2535
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Table 4. Continued

T. Matsushita et al.

Dependent variables Independent variables B SE P R FIP
Confusion after discharge Age 0.145 0.160 02511 0429  4.349/0.0001

Length of education 2.144 0.388  0.0056

Religious beliefs 3.322 0.085  0.4327

Severity of disease 1.372 0.055  0.6265

Chemotherapy 9.375 0.319  0.1570

Psychiatric symptom -10.775 0256  0.0183

Duration of hospitalization 0.159 0315 0.1512

Task-oriented coping style ~0.090 -0.106  0.3289

Emotion-oriented coping style 0.430 0.403  0.0014

Avoidance-oriented coping style 0.179 0175  0.1078

POMS-J, Japanese version of Profile of Mood States,

analyses. Presurgery tension-anxiety scores for non-
religious patients were higher than those for religious
patients. Presurgery tension-anxiety scores and
fatigue/confusion scores after discharge were higher in
patients with psychological symptoms than patients
without them. Depression scores after discharge and
vigor scores before surgery for patients who underwent
chemotherapy were lower than those for patients who
did not receive chemotherapy. The longer the duration
of hospitalization, the higher were the patients’ depres-
sion scores. The longer the length of education, the
higher were the patients’ anger-hostility, fatigue, and
confusion scores after discharge. Presurgery vigor
scores were higher in cancer patients and patients with
high T coping style scores than in other patients. Fur-
thermore, presurgery tension-anxiety and vigor, and
post-discharge depression, anger-hostility, fatigue, and
confusion scores were higher (in the case of vigor,
lower) for patients with high E coping style scores than
for those with low E coping style scores.

DISCUSSION
Change in emotional state over the study period

With regard to changes in emotional state, the present
results showed that over the study period, depression
and anger changed in a different manner as compared
to anxiety. While anxiety was the highest before sur-
gery, depression and anger were maximal 3 months
after discharge. High anxiety before surgery might be
due to general concerns regarding the surgery itself. In
contrast, high depression and anger after discharge
might be attributed to psychological distress associated
with damage to self-image, altered sexual function, and
loss of fertility.""" Such distress appears to be overt
after discharge when the patient’s physical condition
has improved.

© 2007 The Authors
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Previously, we investigated the psychological state of
gastrointestinal patients (including cancer patients)
undergoing surgery. We found that depression
increased from before surgery to before discharge and
had not recovered to presurgery levels 6 months after
discharge; but the scores for anxiety did not change
over the study period.*® Although it is evident that
patients with gastrointestinal disease differ from those
with gynecologic disease in terms of parameters such as
gender and physical status, the two studies showed sim-
ilar results with regard to the following two points: (i)
depression changed significantly over the study period;
and (ii) the changing pattern of anxiety was different
from that of depression. In conclusion, we should focus
on the timely initiation of treatment or care to gyneco-
logic patients. For example, we should communicate to
patients with gynecologic disease taking into account
their anxiety, and offer preoperative orientation and
explanation about surgery. Furthermore, follow-up
psychological examinations should be carried out by
skilled experts to evaluate patient deteriorated emo-
tional states such as depression, anger, and confusion.
The routine psychological screening test carried out
during follow up after discharge might be useful.

Incidence of psychiatric disease and the level of
emotional state over the study period

All the POMS average scores for all subjects were
within the standard range for each subscale on all test
administration days. Furthermore, only three of 90 sub-
jects had psychological symptoms warranting psychiat-
ric diagnosis. Hence, the morbidity rate was relatively
low at 3.3% when compared with findings from previ-
ous studies that investigated psychiatric morbidity
rates among cancer patients.

Using the Center for Epidemiologic Studies Depres-
sion Scale (CES-D) and the State~Trait Anxiety Inven-
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tory (STAI) as depression/anxiety evaluation scales,
Bodurka-Bevers ef al. investigated depression and anx-
iety among patients with ovarian cancer (26% of sub-
jects had early stage cancer, 74% had advanced-stage
cancer, and 49% were undergoing active treatment).”
They reported that scores exceeded the threshold for
depression in 21% of all subjects and scores for anxiety
exceeded 75% of the average scores in 29% of all sub-
jects. In the present study, the fact that the POMS aver-
age scores were all within the normal range might be
explained by differences in the measurements used and
the inclusion of subjects with benign tumors and the
fact that patients with early stage disease outnumbered
those with advanced-stage disease in the present study.
In contrast, our study showed that the emotional status
of advanced-stage patients was not different from that
of benign and early stage patients. This contradiction
might be because there were only a few advanced-stage
patients in the present study and their physical condi-
tion was not severe.

Next, Tanaka er al. reported that 29.2% of gyneco-
logic cancer patients who had been informed of their
diagnosis were diagnosed with psychiatric diseases
within 1 week of being given the diagnosis.®® In the
present study, preoperative tests were administered
some weeks after the patients were informed of their
diagnosis; this might contribute to differences between
the Tanaka etal findings and those of the present
study.

We now discuss our findings that there was no dif-
ference in most POMS subscale scores between the
benign, early stage, and advanced-stage groups and
the finding that the anger-hostility score was higher in
the benign group than in the advanced-stage group. As
for the former observation, the physical condition of
the advanced-stage patients in the present study was
not severe. Additionally, Lutgendorf ef al. investigated
QOL and mood in women with gynecologic cancer at
an initial clinic visit and after 1 year by using FACT
(measuring QOL) and POMS* They reported that
QOL and mood improved among the early stage and
regionally advanced oncology patients and that there
was no significant difference between the two patient
groups in the level of and change in mood over time.
Their finding is consistent with the present findings.
Irrespective of whether the patients have cancer or
whether their cancer is at an early or at an advanced
stage, most distress common to all gynecologic patients
undergoing surgery might be associated with concerns
other than surgery, cancer, and the disease itself. Fur-
thermore, as for the second finding (that the anger—
hostility score was found to be higher in the benign
group than in the advanced-stage group), we did not
obtain the same results in proceeding studies in gyne-
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cologic patients. However, because gynecologic
patients with benign diseases have no fear of cancer,
that is, they are not severely anxious, feelings such as
anger and hostility might be exhibited to a greater
extent by these patients than by cancer patients. In fact,
through clinical experience in gynecologic wards we
confirmed that strong negative emotions such as fear
and anxiety often prevail over anger and hostility.

Relationship between emotional state and
demographic/clinical parameters

Anxiety before surgery was related to religious beliefs
and to the E coping style. In crisis situations, patients
with religious beliefs might experience less stress than
non-religious patients. Jarvis et al. examined the rela-
tionship between religious practice and psychological
distress in a culturally diverse urban population, and
confirmed that attendance at religious services was
related to lower levels of distress.”’ Salsman e al. inves-
tigated the relationship between religiousness and
adjustment (distress and life satisfaction) and between
spirituality and adjustment; they reported that intrinsic
religiousness and prayer fulfillment are related to life
satisfaction, and that life satisfaction is mediated by
optimism and social support.”

Moreover, it appears plausible that patients exhibit-
ing psychological symptoms during hospitalization are
more likely to feel anxiety, fatigue, and confusion after
discharge than those who do not exhibit psychological
symptoms. It also appears plausible that patients who
underwent long hospitalization stays were more
depressed after discharge than those who underwent a
short hospitalization. With regard to the finding that
scores for anger, fatigue, and confusion after discharge
were lower among patients with short-term education,
many previous studies showed that gynecologic
patients are more likely to suffer from distress associ-
ated with loss of female identity and self-image than
that resulting from the disease itself**° The cognitive
scheme against such distress might be related to the
length of education. However, this scheme is assumed
to be different from coping styles because the length of
education affected patient mood after discharge inde-
pendently of coping styles. In contrast, it is unclear why
vigor scores before surgery were higher for cancer
patients than for patients with benign diseases, and
why depression scores after discharge were lower for
patients who underwent chemotherapy than for those
who did not.

Corney et al. investigated psychological and sexual
distress among patients with uterine and vulval cancer
undergoing surgery by using interview methods incor-
porating HADS.* They reported that anxiety was not
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related to age or surgical methods and sexual problems
were significantly related to the anxiety level. In addi-
tion Greimel and Freidl investigated daily living and
psychological well-being among gynecologic cancer
patients perioperatively; they reported that the scores
were not significantly related to age, tumor location, or
disease progression.” Therefore, although we cannot
make a simple comparison, their findings regarding
age, tumor location, surgical methods, and disease
progression appear to be consistent with the present
findings. ‘

Relationship between emotional status and
coping style

After the multicollinearity in the regression model was
considered, the present findings suggested that anxiety
and vigor before surgery and depression, anger,
fatigue, and confusion after discharge depend on the
individual’s coping style. In particular, the E coping
style had a great influence on all emotional states. Pre-
vious studies using CISS have reported that among the
various population, the E coping style is related to neg-
ative psychological states, personality, or psychiatric
pathology.** Some studies have also reported that
the T coping style is related to positive personality
traits.”’?* These findings are similar to those of the
present study. From the standpoint of optimizing men-
tal health and promoting comprehensive patient care,
concrete strategies should focus on the coping style of
gynecologic patients, particularly the E coping style.
Patients who cope emotionally should be enrolled in
a psychoeducational program focusing on adjusting
coping style.

CONCLUSION

The present study clarified perioperative changes in
the emotional state in gynecologic patients undergoing
surgery, and the relationship between these and multi-
ple related factors. In particular, the findings showed
that there are not many differences between the mood
of patients with benign disease and those with cancer.
Additionally, the findings elucidated the characteristics
of subjects who should receive more clinical attention.
However, although we were able to identify these
characteristics, it is difficult to extrapolate these find-
ings into concrete methods for care or intervention
for characteristics such as the physical condition of
patients, types of treatments, and patient background
such as educational length. In contrast, with regard to
coping style, it is not impossible to prompt patients to
alter their cognitive style and to urge them to use a
more adaptive style through therapy such as psychoe-
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ducational group therapy. Furthermore, considering
that almost all the psychological variables studied
changed over the perioperative period, it can be con-
cluded that timely intervention taking into account
individual treatment conditions and situations is
important.
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[EH] 2EOF - NEEO—BIER (50 KU E 300 R Ofh 5 EEEME L22,397 FEICE
ML ZE AL, EMZ25SRICESESARENOEMNT D A3 RHEOERBFAEZ1T o 72 (EIER21.4%) o
HEBEZICEOLPABEOE AN 1ERT L THEMIMTINTHY, BOFRPOREENT Lz
BEN, HLPABEORICED LEEISELE L VI ERMIZ44.3%, 1R E V) ERHIZ28.5%,
EHUEOEMIE, BOFNEMLAEFTABRERLN D Z) THROEBRDIEZI) FEP o7, —F, 84l
MWERMIAH 2 TREMC LTV L BEEEZ 3R L LTz, RAOOEINEE L [RIE] %
b4 <, HEBEOFIIEDOIPABEEHSORBVEMICEMRITIE, SHEROEREIBVE
filZE, JOOBEERNOMEIIRANE o072, 72, BE LWEHAFESSNHOET L natin £
DL NV—F UMb ENTBY, EMHEOKEZEMBEAIL > THIRE—E LTV,

DO EORKPAERICB VT, FAEX
RIEF T TR, EBENT T E Vo 2RETT
T 22BEHIVD, —BRETEL248%E
DI BLBPITE N, Tl EE, FOKIEA
B ADREEHDRELCE-LOHRE %
AT 505, #0% QI AL L7 iaE R
RREFRECOEREZRLIZBDPITLALTSH
5o LL, PFADENW - RERLWIGEIIF &

F—T—F I FAEH, - EERE, BRE

1 RREREHRER R CEBNERE S
*2 EREFEELRFRER (T107-0062 HBREHFL 1-
24-1)

LTh, ZOROBESLENEENLENL %
AL TV — Rk, FFICH - ADAEEO—ER
BRI BT AEMICOWTIEHL I ENT WA,
AR TIE, F - NRBEO—EREICBIT 5
RED, HEEDL L WOEETIABREZEZHY
L, BEGZVWLEZDORE~ND, HEE I LD ET
B—BDEME VDR LEET, EOX)ICER
LTWwWa0h, Tz, ZoOBOMNERE, SH%
DCHEVBABREB LT ZORE~NDP LY DE
BB T L e b1, S0 HICEET S
FRFEHOPICTHZEREMNE L,

[ IR EEEE 2003-2004 ] 9 IS N TV 5
415 9,239 DIFEED» S, 50 KL E 300 ki —
BRE &S TR L 722,397,
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RS, EiTROEMK, BEXRHEEE—
A& LCEBRRITHE®E L7z, BRI, #HYss
ABEDEIE, EHOERIRN, #0BO%EsE
WZOWTHRRERMR EBEELSBREINTS
D, HEHECTRDIELPABREDE WERICH
BELTWRZEIKIELZ, 2B, HEEOR
Be LT, EaToRUeREIE L, MK
ARV LIEADPFESNS L) M2 &
VWXL, BRBIERO BABEFHEE T
HHW, TTHEEBEEORELEWT, AFEOE
FIZino 2 LR R RE L, RIS Lo
fl % CBEE Y 2B L 05O ME L,

T & BT I RO AR & P & L72As, BRRIE
ERDBBLZRIEMREL LTRZ 5 X ) 1ER
L7zZ &db, FEkMHEME OB % Spearman)li
FMARBIREIC TR 2 & & b1, FO— LT
R RE L7,

2397THBEICEE L7z 9 B, Wk Eds51095kE,
5134F (HINZE21.4%) TH Y, BAxhEEEIZ504
B CEREEEE 21.0%) TH o7z HEDFH
JRIR 13 138.6 = 81.5 IR, ERIREDMERNITE M)
488 % (96.8%), EMRIL 40 E S0 TT73.8
%xEOTVIz, BIRES L TORBRERIT, &
YL WON 204 L) E30ERMHE (43.8%) T, K
AT 104E 2L B 20 F R EE & 304E DL L 404E 54
WHTH o7 (FNEFN32%), FOM, wEF
DEMEZ 1L Table 1 IR L7,

1. BEPABEQINE E ENOERE
HLEEIIED D VABREOE AT, 1SRG
ETHEMDIU4T% THLDIZH L, 58 EE T
5ERIZ15.6% 12T E o7z (Fig. 1), HOHE
WO [zl E0% LB ABEZE &I LD A
BEDSEILLE &2 - EI344.3%, 181K &
BRIERIZ285% TH o720 $F, 55.7%DE
MCBWT, BOPFEHMLTWARWEEH, H
CEMLIZEZRI D OEL -7z (Fig. 2), —H,
78.8% DIEMiIDS, MO PDEHTH 2 THRAICEK
(%) FAIC LTV EEIAE, HEFABREDS

Table 1. HHHFDEM (n=504)

% %

y B 488 96.8
' I

R Tk 16 3.2

30 RESR 2 0.4

30 AT 34 6.7

. 40 B 169 33.5

*® R 50 R 203 40.3

60 AL 70 13.9

70 Ll 26 5.2

5 FERTE 2 0.4

5~ 104E 10 2.0

. " 10 ~ 20 4F 117 23.2

HREH 20 ~ 30 4E 221 438

30 ~ 40 4 117 23.2

40 LA E 37 7.3

JbiEE 36 7.1

it 41 8.1

BE 122 242

B - dule 29 5.8

. i 39 7.7
radicl

HBAR plin 3 87 17.3

1 [E] 52 10.3

I 20 4.0

JuH 77 15.3

RS 1 0.2

Pk 210 41.7

- : VAV 267 53.0

PRTEH 1 22

BT - RAY R 16 3.2

gz 2w EE L7 (Fig. 3).
RIS, BODPRGOO [BRE] SHE L2EED

CELL BB, 424%DEMAELAABRE DS

REICLPESPEBEEMEIToTWihWvE L,
—HTR5UDEMIZ, HLEBABED 5L E
WHOPEESEME T o2 @& L7 (Fig. 4),
HOWHRMD [25ADFEBIIER FLSAFIOME
BzL) wik] &MLz BEOEEITDONTIE,
HLUPABED 1 LR L W) EA61.6%, F
BLLEE W) R 13.1% 1T &b o7 (Fig.
5)c HOPRAD [y HHE L BEOEE
HIZIZTF LT, 18R E V) ERiI67.1% TH 5
DI L, 5ELUEEWVIEMIE100%I2TE R
oz (Fig. 6), 72, T TIMET W4 &
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