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Chapter 3

Denial in Cancer Patients, an explorative review
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SUMMARY

Denial is a clinically relevant concept in cancer patients. It has been investi-

gated and discussed extensively. The definition of denial, however, has been

subject to different theoretical trends over time. From a psychoanalytical view-

point, denial is a pathological, ineffective defence mechanism. On the other

hand, according to the stress and coping model denial can be seen as an adap-

tive strategy to protect against overwhelming events and feelings.

In this explorative review the different concepts and the prevalence of denial

in cancer patients are described. The relationship between denial and back-

ground characteristics and the influence of denial on quality of life are

reviewed also.

The prevalence of denial of diagnosis in cancer patients varied from 4% to

47%, denial of impact occurred 8% to 70% and denial of affect was found in

18% to 42% of patients. Elderly cancer patients were more likely to manifest

denial. Cultural background seemed to play a role in the prevalence of denial

in cancer patients. Neither the type of cancer nor gender seemed to be related

to denial. At the most, men might be more likely to deny during the terminal

phase. In a limited number of longitudinal studies, a gradual reduction in

denial was found over the course of the illness.

The effect of denial on physical and social functioning remained unclear

while the effect of denial on psychological functioning seemed to depend on

the concept of denial used. Distractive strategies were found to reduce distress,

whereas passive escape mechanisms turned out to decrease psychological well-

being.

Future research on the prevalence and the (mal)adaptive properties of denial

in cancer patients has to be based on a clear concept, longitudinal designs and

careful recording of background variables.
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INTRODUCTION

Denial of illness is a well recognised phenomenon in clinical practice, and was

studied in different disease contexts. Denial in cancer patients has been exten-

sively investigated and discussed in the literature since Avery Weisman’s famous

article entitled “On Dying and Denying”.1 When searching for a clear definition

of denial as to understand what is going on in the minds of cancer patients

who ‘deny’, one finds oneself in a jungle of complex and multiform concepts in

both the literature and clinical practice. Moreover, whether denial is an effec-

tive or ineffective mechanism in somatic illness remains unclear. To clarify the

variety of concepts and the impact of denial in clinical oncology practice, the

present review aims to address:

1. The prevalence of denial given the different conceptual approaches
2. The role of background characteristics
3. Patterns of denial over time
4. The consequences of denial for quality of life in cancer patients.

The psychoanalytical view

The concept of denial originated from psychoanalytic theory. Anna Freud2 ela-

borated the concept of denial as an unconscious defence against painful and

overwhelming aspects of external reality, contrary to other defence mechanisms

which serve to protect the ego against instinctual demands. She limits denial to

young children and psychotic patients. Based on her conceptualisation, denial

was viewed as a pathological phenomenon for years. The Kris Study Group of

the New York Psychoanalytic Institute3 decided that denial primarily was an

ineffective defence mechanism operated against danger, an affect, an instinctual

impulse, a superego command, or a percept, whether external or internal.

The cognitive, stress and coping model

Influenced by the cognitive, stress and coping theories, the original psychoana-

lytical definition of denial was shaped up from a maladaptive defence mechan-

ism into a concept frequently used in daily life to express different ways of

escaping consciously or unconsciously from painful events or feelings. Whether

denial is to be considered maladaptive depends on its ‘costs and benefits’.4

Dorpat5 and Horowitz6,7 both integrated psychoanalytical theory and cogni-

tive psychology, stressing the self-protective function of denial. They empha-

sised that denial can be a normal, though temporary response to

overwhelmingly stressful and disruptive situations. Miceli and Castelfranchi8

similarly showed how irrational reasoning can be ‘clothed’ in rational argu-

ments as the normal functioning of the mind, which both permits and con-

strains denial.

Thus, cognitive theory views denial as an avoidance strategy with adaptive

properties.
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Denial of Illness

Denial has been addressed in physically ill patients since the end of the nine-

teenth century, with the initial focus on the unawareness of physical symptoms

in neurological patients.9,10 Janis11 stated that ‘denial’ was misused as an over-

inclusive concept covering both psychotic and normal processes. He tried to

clarify the character of denial by proposing a continuum, placing denial of

clear cut facts (e.g., denying one’s partners death after the funeral) at one

extreme and denial of ambiguous situations (e.g. patients ignoring the prob-

ability of getting bad news), at the other. He introduced the term

‘minimisation’.

In his review on denial of illness, Goldbeck12 underlined the importance of

the context of denial and, like Janis, recommended expressing denial along a

continuum. He concluded that despite pejorative connotations, empirical

research supports the notion of adaptive properties of denial.

Denial in cancer patients

Denial in cancer patients was discussed in two reviews.13,14

Moyer and Levine13 presented an extensive review of the measurement

instruments used in oncology research. They underlined that interviews and

clinical ratings, behavioural measures, and indirect measures tend to rely on

what individuals do not admit or do not do, whereas self-report checklists

tend to rely on and accept at face value what individuals are aware of and are

willing to acknowledge. Different types of assessments therefore measure differ-

ent types of denial. The authors summarised that in oncology ‘‘the theoretical

and operational definitions that have described denial reveal a lack of consen-

sus as to whether denial is unconscious versus conscious, a trait versus a state,

indicative of psychological disturbance versus a normal response to serious ill-

ness, or a broad versus a narrow concept’’. In addition they suggested that com-

parable constructs such as avoidance, distancing, minimising, suppression,

repressive coping and defensiveness were developed to reframe the negative

value judgements associated with the term denial.

Salander and Windahl14 summarised the use of ‘denial’ in clinical oncology

from a psychoanalytic perspective: ‘‘Within the field of psychosocial cancer

research, ‘denial’ to some comprises its essence in psychoanalytic theory as an

unconscious repudiation of reality’’. They proposed a reconceptualisation

which distinguishes between three different processes: avoidance, disavowal

and denial.

Thus both reviews emphasised the lack of consensus regarding the definition

of denial and its effects.
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METHODS

A literature search was conducted to categorize the different concepts of denial

in cancer patients. References were obtained by searching in PubMed using

keywords ‘denial’, ‘repression’, ‘suppression’, ‘avoidance’ and ‘minimising’ com-

bined with cancer or oncology. The references of the papers retrieved were also

screened. Studies concerning denial-like mechanisms in cancer patients related

to prevalence, background characteristics, the course of the disease and func-

tion were selected. Given the limited availability of evidence and the necessity

to explore the field, no selection was made on the basis of research quality.

Forty research papers published during the period 1959-2005 were found, in

which very different operationalisations and assessments of denial were used

(table 1). We divided the studies in three categories: 1. denial of diagnosis

(DD) 2. denial of impact (DI) 3. denial of affect DA) and, 4. behavioural

escape (BE). The choice of this division was made because of the use of the

first three types of denial by previous researchers,15-20 referring to what the

patient denies. We added the category behavioural escape, because this item

was assessed as part of avoidant coping in some questionnaires.

Obviously overlap between the categories was inevitable. In 23 studies the

concept of denial used covered two or even three of the categories.

RESULTS

The category denial of diagnosis comprises 19 studies in which (part of) the

assessment was focused on rejection of knowledge about the illness (table 1).

Denial of impact was measured in 29 of the 40 studies. Ten studies assessed

denial of affect and in four studies behavioural escape was found.

The prevalence rates of the different types of denial

The prevalence of the different types or composites of denial was given in 21

studies (table 1). The description of results varied from straightforward percen-

tages to proportional scores of the coping repertoire.

The prevalence rates of denial of diagnosis in 13 studies varied from 4.3%21

to 46.7%.22 Interestingly the same measurement was used in the two extreme

studies. In two studies23,24 the most explicit assessments of denial of diagnosis

were found, with prevalence rates of 29% and 38.3%.

The prevalence of denial of impact was rated in 14 studies and varied from

8%25to 70%.26 In four studies literal wording of denial of impact was

used,21,22,27,28 with prevalence rates of resp. 33.3%, 42.7%, 24.6% and 15.4%.

In five studies prevalence rates of denial of affect were found, varying from

17.9%28to 42%.18 In the two studies in which denial of affect was assessed with

the Ways of Coping Questionnaire prevalence rates were 19%25 and 34.2%.29
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In two studies25,30 behavioural escape was measured by the Ways of Coping

Questionnaire. In the first no one used behavioural escape-avoidance as a pri-

mary method of coping. In the other high escapism was found in 38%, but

not as the primary method of coping. These studies lack comparability as they

analyzed their results in different ways.

Table 1 The concepts of denial and the prevalence

Author(s) +

year

Measurement

instrument

Denial of diag-

nosis

(DD)

Denial of

impact

(DI)

Denial of

affect

(DA)

Behavioural

escape (BE)

Prevalence

AitkenSwan &

Easson1959

Interview “the doctor

didn’t say it

was cancer”

19%

Weisman &

Worden 1976

Interview Blocking

information

10%

Cassileth et

al. 1980

Information

Style

Question-

naire

Information

preferences,

e.g. “whether

or not it is

cancer”

5,9 %

Silberfarb et

al. 1991

Physicians-

completed

handicap rat-

ing scale

Frequently,

usually or

completely

unaware of

illness

8%

Lampic et al.

1994

MAC ‘‘I don’t

believe I had

cancer”

16%

Chocinov et

al. 2000

Interview :

prognostic

awareness

e.g. ‘‘What do

you under-

stand about

your illness?”

no awareness:

9.5%; partial

awareness:

17%

Leigh et al.

1980

Health aware-

ness

questionnaire

Did not know

diagnosis

Self-reported

seriousness of

the illness

29%

Illness not

very serious:

70%

Thomas et al.

1988

Interview Refusal to

accept the

diagnosis

Illness not

serious, con-

viction of com-

plete cure

DD+DI: 54.4%

Carver et al.

1993

Culver et al.

2002

Stanton et al.

2002

Kershaw et al.

2004

(brief) COPE Denial: ‘‘I’ve

been refusing

to believe that

is has

happened’’

Self-distrac-

tion: ‘‘I’ve

been turning

to work or

other activ-

ities to take

may mind off

things’’

Alcohol and

drug-use
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Table 1 continued

Author(s) +

year

Measurement

instrument

Denial of diag-

nosis

(DD)

Denial of

impact

(DI)

Denial of

affect

(DA)

Behavioural

escape (BE)

Prevalence

Chakravorty et

al. 1993

Watson’s

interview

“refuses to

accept to have

cancer”

‘Admits that

the diagnosis

is cancer ...

but denies or

minimizes the

implications’

DD: 46.7%

DI: 42.7%

Nordin and

Glimelius 1997

MAC

Impact of

Event Scale

‘‘I don’t

believe I had

cancer’’ Avoidance :

denial of

meanings and

consequences

of the event

DD: 13%

DI: 20%

Roy et al.

2005

MAC revised ‘‘I don’t really

believe I have

cancer’’

‘‘I don’t dwell

on my illness’’

DD: 38.3%

DI: 65.8%

Meyerowitz et

al. 1983

Personal opi-

nion survey

Likert scale

E.g.: “Breast

cancer causes

always death

– never

causes death”

Manuel et al.

1987

Interview Avoidance " /

approach #
‘not spending

much time

thinking about

cancer or its

conse-

quences’

34.3%

Ward et al.

1988

Kreitler et al.

1993

Zachariae et

al. 2004

Weinberger

repression

questionnaire

Low on dis-

tress and high

on

defensiveness

31.3%

40.6%

49.1%

Morris et al.

1992

Appraisal of

cancer

diagnosis

E.g. ‘believes

that the diag-

nosis will not

have adverse

conse-

quences’

24.6%

Osowiecki &

Compas 1998

Manne et al.

2000

Impact of

Event Scale

Avoidance e.g.

“I try to

remove it from

my memory”

Denial and Quality of Life in Lung Cancer Patients 31



Table 1 continued

Author(s) +

year

Measurement

instrument

Denial of diag-

nosis

(DD)

Denial of

impact

(DI)

Denial of

affect

(DA)

Behavioural

escape (BE)

Prevalence

Brown et al.

2000

Butow et al.

2000

Psychological

Adjustment to

Cancer

‘.. cancer is

not impacting

on social,

work and

family life and

is not a sub-

stantial cause

of anxiety or

distress’

Burgess et al.

1987

Appraisal of

cancer

diagnosis

‘Thinking very

little about it

and not con-

sciously devis-

ing mental

strategies for

dealing with it’

‘… to block

out feelings

associated

with it’

Heim et al.

1993

Bernese

Coping Modes

‘minimizing or

denying the

illness / not

undertaking

necessary

medical

action’

‘Not admitting

feelings ade-

quate to

situation’

Dunkel-

Schetter et al.

1992;

Stanton

&Snider 1993;

Manne 1994

Ways of

Coping-CA

Cognitive

escape avoid-

ance: e.g.

‘hoped a mira-

cle would

happen’

Distancing: “I

tried to keep

my feelings

from interfer-

ing with other

things too

much”

Behavioural

escape avoid-

ance: ‘‘tried to

make myself

feel better by

eating, drink-

ing,

smoking,..’’

DI: 8%

DA: 19%

BE: -

Reynolds et

al. 2000

Interview,

similar to

Ways of

Coping

Questionnaire

Avoidance:

e.g. ‘go on as

if every thing

will be okay’

Suppression

emotion: e.g.

‘try to keep

others from

knowing

about your

illness’

Escapism: e.g.

‘try to get

away from it

by doing

relaxing

things’

DI: 34.4%

DA: 34.2%

BE: 38%

Filipp 1992 Trier Skalen

zur

Krankheits-

bewäldigung

Threat

Minimisation

+ intrapsychic,

presumably

emotion-

focuses cop-

ing

responses,
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Table 1 continued

Author(s) +

year

Measurement

instrument

Denial of diag-

nosis

(DD)

Denial of

impact

(DI)

Denial of

affect

(DA)

Behavioural

escape (BE)

Prevalence

Friedman et

al. 1992;

McCaul et al.

1999; Hack &

Degner 1999 /

2004

Coping

response

inventory

Avoidance:

“kept feelings

to myself”

Behavioural

avoidance:

“drinking

more”

Watson et al.

1984

Interview ‘Refuses to

accept that

she has

cancer..’

‘Admits that

the diagnosis

is cancer ..

but denies or

minimizes the

implications’

‘Admits to

cancer and

accepts the

implications

but minimizes

the extent to

which she is

distressed by

this

knowledge’

DD: 4.3%

DI: 33.3%

DA: 16.7%

Wool 1986 Interview “..I just have

this pain in

my chest’

‘Expressing

the expecta-

tion of cure

despite pro-

gressive phy-

sical decline’

Not being

upset

Orr 1986 Interview Saying the

tumour is

benign

Denial of can-

cer-related

information

Self-report:

very healthy/

quite healthy/

very sick

Avoidance of

feelings, e.g.

statements

about not

being afraid

or affected

DD: 8%

DI: 18 %

DA: 42%

Self-rating:

“Very

healthy”: 60%

Erbil et al.

1996

Omega

Vulnerable

Rating Scale

No correct

perception of

the threat of

illness

Denial of

implications

Avoiding pro-

nouncing the

word cancer

DD: 54.8%

DI: 15.4 %

DA: 17.9%

The role of background characteristics

The question arises whether illness-related factors and demographic variables

are related to the need to protect oneself against painful facts or feelings. For

example, younger generations may be less likely to deny than older ones due to

a growing openness about feelings over recent decades. On the other hand,

elderly people could also be less likely to deny because they more readily accept

that death is inevitable.
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The prevalence of denial and type of cancer
The prevalence of denial might be related to the type of cancer. For example,

Silberfarb et al.31 suggested that lung cancer patients might deny because of the

self-induced nature of the disease.

Denial was related to type of cancer in two studies.25,27 In the first no differ-

ence of denial (DI, DA, BE) was shown between breast cancer and other cancer

sites. Morris et al.27 found 30% deniers (DI) in the lymphoma and 15% in a

breast cancer group.

Denial and gender
The relationship between gender and denial in cancer patients was investigated

in eight studies (see table 2). Some researchers expected men to deny more fre-

quently,25 whereas others hypothesized they are less likely to use avoidance

coping strategies.32 In three studies in which denial of diagnosis was

assessed23,33,34 men denied more than women. In one study35 no difference was

found.

Men rated lower in one,36 and higher on denial of impact in another.23 No

difference was found in the combination of denial of diagnosis and denial of

impact in one study.37 and with respect to denial of impact and affect and

behavioural escape in two studies.25,32

Results are therefore inconclusive, although some comments can be made.

In two studies23,34 men denying their diagnosis turned out to have a worse

prognosis. Leigh et al.23 explained the gender differences they found as a result

of hampering communication between physicians and male patients. Thomas

et al.,37 suggested that surgical staff assuming that men are better at coping

with bad news may have informed them of their poor prognosis at an earlier

stage: a sudden awareness of likely death could then lead to denial.

Dunkel-Schetter et al.25 explained the absence of gender differences by selec-

tion bias: patients recruiting from self-help groups might result in under-repre-

sentation of avoidant men. Friedman et al.’s32 hypothesis that male patients

would use less avoidance coping, on the other hand, was based on studies in

healthy samples.38,39

Denial and age
The relationship between age and denial was investigated in seven studies

(table 2). In five studies younger patients denied less than elderly. These cov-

ered denial of diagnosis35 (p < 0.05), denial of impact40 (p < 0.05),41

(p < 0.05), denial of affect42 (p < 0.01) and a composite of these three

types.43 In one study no difference was found in denial of diagnosis and of

impact.37 In one denial of impact and denial of affect were similar, whereas

younger patients showed more behavioural escape.25 Cassileth et al.35 reported

that older patients tended to say things such as: “I need as little to worry about

as possible”, whereas younger patients make remarks such as “Ignorance is

fear”. In contrast to the secrecy associated with cancer diagnosis in previous
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decades, younger patients are also more likely to inform friends about their

diagnosis than elderly patients.

As in five studies the same trends were found in terms of age difference, the

conclusion that younger patients are less likely to deny than older ones seems

justified.

Marital status, education and religion
Few studies investigated the relation between denial and marital status, educa-

tion and/or religion. Four studies reported no effect of marital status on denial

of impact.25,37,41,44,45 Chochinov et al.,34 however, unexpectedly found that

greater denial of diagnosis in terminally ill patients corresponded with being

married: they suggested family members may collude with the denial of prog-

nosis in a deeply distressed loved one.

In one study,25 patients with a lower level of education were more likely to

use denial of impact (p < 0.01) and denial of affect (p < 0.001). No difference

was found in the two other studies.34,41

Finally, Wool16 concluded that ‘religious beliefs’ were not associated with

people’s denial, while Dunkel-Schetter et al. 25 found that denial of impact was

significantly associated with a Christian religious preference (p < 0.001).

Ethnic and cultural background
In all studies (n = 5, Table 2) investigating the relationship between denial and

ethnic and/or cultural background a significant effect was found.

Erbil et al.28 compared Belgian and Turkish patients: Belgians were found to

hold a more correct perception of their disease (53% vs. 34%), and displayed

less denial of impact (13 vs 19%), but more to denial of affect (21% vs. 14%).

The authors underlined the possible role of cross-cultural differences in infor-

mation transmission; Belgian patients received more explicit information about

illness and treatment than Turkish patients.

Butow et al.45 found that Australian women were less likely to minimise the

impact of their cancer than non-Australian women (p=0.005). They suggested

that adoption of such a coping style may be sanctioned in some cultures.

Reynolds et al.30 found no difference in denial of impact between black and

white patients. Black patients, however, were more likely to rely on denial of

affect, whereas whites displayed more behavioural escape. Culver et al.46 found

that Whites and African Americans reported less denial of impact compared to

Hispanics in the U.S. (p < 0.05). Roy et al.24 found the British Asians were

more likely deny diagnosis. A higher proportion of British Caucasians, on the

other hand, coped by denial of impact.

A comparison of the studies carried out by Chakravorty et al.22 and Watson

et al.21 is also of interest. Whereas Chakravorty et al. found that 47% of the

patients denied having cancer (‘total denial’) and 43% denied the implications

of the disease, Watson et al., found prevalence rates of only 4% and 33% for

these items using the same measurement instrument. The most evident differ-
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ence between these two studies was the location of the studies (Bombay and

London), and hence the cultures (Indian versus English).

Although these studies offer little explanation regarding possible influences

or confounders, such as the information about diagnosis and prognosis given

by the doctors, it can be concluded that ethnic and/or cultural background

influences the prevalence of denial in cancer patients.

Table 2 denial, type of tumor and demographic variables

Authors + year Type of cancer Sample size Denial Categoriesa Socio demographic

Characteristics and

results

Aitken-Swan

1959

Mixed 231

r 40%

DD Gender: Men < women

Cassileth et al. 1980 Mixed 246

r 40.2%

DD Gender: n.d.b

Age: Younger < elderly

Leigh et al. 1980 Mixed,

radiotherapy

100

r 40%

DD+DI Gender: Men > women

Wool 1986 Breast Deniers: 20

Non-deniers 30

DD+DI+DA Age:

younger < elderly

Religion: n.d.

Thomas et al. 1988 Colorectal can-

cer/ stoma sur-

gery

T1: 68 T2: 52

T3: 36

DD + DI Gender: n.d.

Age: n.d.

Marital Status: n.d.

Ward et al.

1988

Hodgkin, non-

Hodgkin, breast

67

r 13.4%

DI Age: Younger < elderly

Dunkel-Schetter et al.,

1992

Mixed 668

r 22%

DI, DA, BE Gender: DI , DA, BE: n.d.

Age: DI , DA : n.d. BE:

Younger > elderly

Education: DI, DA lower

education > higher edu-

cation B.E.: n.d.

Religiosity: DI: believers

> non-believers, DA,BE:

n.d.

Marital status: DI, DI:

n.d. BE: Living

alone > married

Filipp 1992 Mixed T 332

r 46.4%

DA Age: DA:

Younger < elderly
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Table 2 continued

Authors + year Type of cancer Sample size Denial Categoriesa Socio demographic

Characteristics and

results

Friedman et al. 1992 Mixed 94

r 33%

DA, BE Gender: n.d.

Morris et al. 1992 Breast and

Lymphoma

B 105

L61

DI Breast < lymphoma

Erbil et al. 1996 Mixed

radiotherapy

296

B: 172

T: 124

DD, DI, DA Etnic Background

(Belgium vs. Turkey):

DD: B < T

DI: B < T

DA: B > T

Nordin & Glimelius 1997 GI 127; r 51% DI Gender: Men < women

Butow et al.

2000

Metastatic

breast cancer

99 DI Ethnic background:

Australian-born < non

Australian born

Marital status: n.d.

Chochinov et al.

2000

Mixed,

terminal cancer

200

r not given

DD Gender: Men > women

Education: n.d.

Marital status: Being

married > single

Reynolds et al.

2000

Breast Black: 442

White: 405

DI, DA, BE Ethnic background

(Black vs. White):

DI: n.d.

DA: B > W

BE: W > B

Culver et al. 2002 Breast African American:

8

Hispanics: 53

Non-hispanics: 70

DI Ehtnic Background:

Hispanics > non-

hispanics

Zachariea et al.

2004

Breast 71 DI

Age: younger < elderly

Marital status: n.d.

Education: n.d.

Roy et al. 2005 Mixed Asians: 82

Caucasians: 117

DD,DI Ethnic Background:

Asians vs Caucasians

DD A > C

DI C > A

a DD = denial of diagnosis DI = denial of impact DA = denial of affect BE = behavioural escape
b n.d. = no difference

Denial and Quality of Life in Lung Cancer Patients 37



Patterns of denial

Lazarus emphasised that denial is a process, writing: “we are dealing with

flux”.4 Time can have different meanings in the context of cancer. Firstly, ‘time

since diagnosis’ is determined when measuring denial at fixed intervals to

establish stability of denial.37,47,48,49 Secondly, time can be related to illness

stages.50 Thirdly, time can be addressed in terms of time until death, i.e., survi-

val time.42 In our analysis we looked at denial over time since diagnosis cross-

sectionally (data not shown). Given the wide range of results no conclusions

could be drawn. Longitudinal designs, however, provide a more appropriate

picture of patterns of denial over time.

Longitudinal studies investigating patterns of denial
Seven longitudinal studies relating denial to the course of cancer (Table 3). The

study periods varied from 6 months to 3-5 years and time intervals between

assessments from 4-6 weeks to 3-12 months.15,37,42,46,47,49 Heim et al.48 defined

time in eight predetermined illness stages and across fixed time intervals.

Filipp42 carried out a follow back analysis to trace the course of coping in

patients who had died.

In three studies denial decreased significantly over time,42,46,47 and one study

showed a trend in diminishing denial.49 One study37 found a gradual reduction

in denial amongst males as those men who exhibited signs of denial were

dying. Weisman15 did not observe a specific pattern of denial during the course

of the disease, while Heim et al.48 established a stable pattern of dissimulation

or avoidance during the course of the disease, with an increase in denial during

the terminal phase. Although more longitudinal research is needed, this limited

number of studies seems to indicate that denial in cancer patients diminishes

over time, but increases as death draws nearer.

The effect of denial on quality of life in cancer patients

Although the relevance of denial in clinical practice is undisputed, its effects

are extensively debated in the literature. As Lazarus states: ”denial can have a

positive value under certain conditions and a negative value under others”.4

Our search retrieved 26 research papers empirically addressing the relationship

between denial and quality of life in cancer patients, 17 of which used a denial

measurement instrument with acceptable reliability (� > 0.60, Table 4). In two

studies,51,52 the reliability turned out to be weak (� < 0.60) and in one the

denial category contained too many items.53 Six studies failed to describe or

measure the psychometric qualities, for example when a single item was

used.21,34,54-57 The results from 17 papers with acceptable reliability for the

denial measurement will be described. As customary we subdivided quality of

life in physical functioning, psychological functioning and social functioning.
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Table 3 Denial over time in longitudinal studies

Authors + Year Type of

Cancer

Sample

Size

Type of

denial

Design Pattern over time:

results

Weisman

1976

Mixed,

newly

diagnosed

163 DD Follow-up-intervals

4-6 weeks, during

6 months

During the 6-months

period:

45 % presented a

mixed profile, fluctuat-

ing between varying

degrees of acceptance

and denial.

2% persistent deniers

Morris et al.

1977

Breast,

newly

diagnosed,

operable

T1:63

T2:53

T3:45

DI Months after

operation:

T1: 3

T2: 12

T3: 24

T1: 16%

T2: 11%

T3: 7 %

A non significant trend

of diminishing denial

in the course of the

disease

Thomas et al.

1988

Colorectal

cancer,

newly

diagnosed

T1: 68

T2: 52

T3: 36

DD + DI T1: post surgery

T2: 3 months

T3: 12 months

Stable pattern

Filipp 199

Mixed

time since

diagnoses

1-840

weeks

T1: 332

T4: 202

T5: 145

DA Longitudinal follow-

through, 2 years. T1-T4

intervals 3 to 4

months, T5: 2 years

Decrease over time

P < 0.01

Carver et al. 1993 Breast,

stage I -II

T1: 59

T2: 59

T3: 56

T4: 52

T5: 52

DD, DI T1: 1 day presurgery

T2: 7-10 days post sur-

gery

T3: 3 months

T4: 6 months

T5: 12 months

DD : Decrease

P < 0.01

DI: decrease P < 0.07

Heim et al.

1993

Breast

stage I-IV

74 DI, DA Prospective longitudi-

nal 3-5 years descrip-

tive.

Time in 8 predescribed

illness stages

Stable over disease

phases,

increase in terminal

phase

Culver et al. 2002 Breast, s

tage I-II

131 DD, DI T1: 2 days presurgery

T2: 7-10 days postsur-

gery

T3: 3 months

T4: 6 months

T5: 12 months

DD: decrease

P < 0.05

DI: decrease P < 0.05
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Denial and physical functioning
Denial may lead to the patient experiencing fewer physical complaints, since in

non-deniers emotional reactions are likely to amplify noxious physical symp-

toms. Indeed in three papers the effect of denial on physical functioning was

found to be positive.40,45,58 Patients in the study of Ward et al.40 reported fewer

and less severe chemotherapy-induced side-effects. Manne et al.29 reported no

relationship between denial of impact and physical symptoms, but a combina-

tion of denial of affect and behavioural escape was related to having more phy-

sical symptoms in breast cancer patients undergoing adjuvant chemotherapy.

Denial and psychological functioning
Psychological functioning, mostly assessed as distress, was related to denial in

16 studies (table 4 and 5).

In two studies the combination of denial of diagnosis and denial of

impact46,59 and in one denial of diagnosis47 were related to increased distress.

Or,18 on the other hand, found no relation of distress and denial of diagnosis.

Denial of impact was related to less distress in seven studies18,25,29,58,60,61,62

and to increased distress in three studies.59,63,64 In two studies no relation was

found.47,65

In two studies denial of affect was related to poorer psychological function-

ing.25,65 In Orr’s study a positive effect of denial of affect on distress was found

aand in Heim et al.’s study48 denial of impact and affect together caused

increased wellbeing. In four studies behavioural escape alone or combined with

denial of affect turned out to have a negative effect on psychological

functioning.25,29,66,67

Manne et al.64 found no effect of denial of illness in patients with early stage

cancer and a negative effect in late stage cancer patients. Stanton et al.,59 on

the other hand, found preoperative avoidance to be related to higher distress at

three months, but after one year such a relationship could no longer be

detected.

In the studies in which denial of impact was related to improved psychologi-

cal functioning, the concepts of denial used represent active strategies of realis-

ing that one has cancer, but choosing not to let the illness control life, trying

to brush the illness aside and instead create a positive outlook (Table 5).

Examples of the concepts of denial of diagnosis and denial of affect and beha-

vioural escape found to be related to poorer psychological functioning are:

refusing to believe it has happened, hoping a miracle will happen, making one-

self feel better by drinking, eating and smoking, giving up the attempt. These

strategies can be characterised as passive and having a negative connotation.

Patients seek escape by using stimulants, and experience a sense of loss of con-

trol, or feel fatalistic and helpless. These strategies share features of depression

and seem to be, by definition, maladaptive.
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Tabel 4 Denial and quality of life

Author + Year N=

+ time of

assessment

Type of denial

and reliability

Qol or variable of Qol Results

Meyerowitz et al.

1983

113; time since

diagnosis

< 3½ yrs no

recurrence

DI � = .81 psychological

functioning:

distress

DI " distress #
p < .01

Orr 1986 51; newly

diagnosed

DD R � 0.95

DI r = .78

DA r � .95

psychological

functioning:

distress

social functioning:

social adjustment

DD " distress n.s.

social adjustment #
p < 0.001

DI" distress#
social adjustment "
p < 0.001

DA" distress # p < .001

social adjustment "
p < .01

Manuel et al. 1987 35; newly

diagnosed

DI r=0.90 psychological

functioning:

distress

DI" distress#
p < .05

Ward et al.

1988

67; time since

diagnosis: 1-

221 months

DI

� = .88

physical functioning:

chemo-therapy

induced side-effects

DI"
side-effects:

number# p=.03

severity# p=.07

Dunkel-Schetter et al.

1992

668; from

newly diag-

nosed to sev-

eral years ago

DI � = .79

DA � =.78

BE � =. 74

psychological

functioning:

distress

DI" distress# p < .05

DA" distress" p < .05

BE " distress" p < 0.001

Carver et al.

1993

59; newly

diagnosed or

second

opinion

DD � = .79

DI � =.58

psychological

functioning:

distress

DD" distress" p < .001

DI" distress n.s.,

Stanton & Snider

1993

36; newly

diagnosed

DI � � .70

DA � � .70

BE � = 0.51

psychological

functioning:

distress

DI" distress n.s.

DA" distress" p < .05

Manne et al. 1994 43; receiving

adjuvant

chemotherapy

DI � = .69

DA-BE � = .70

physical functioning:

physical symptoms

psychological

functioning:

distress

DI physical symptoms n.s

DA-BE" physical symptoms"
p < .05

DI" distress# p < .01

DA-BE"distress" p < .01
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Table 4 continued

Author + Year N=

+ time of

assessment

Type of denial

and reliability

Qol or variable of Qol Results

Heim et al.

1997

74; newly

diagnosed

DI-DA

� � .75

psychological

functioning:

wellbeing

social functioning

DI-DA " distress# p < .05

DI-DA: social functioning n.s.

Osowiecki & Compas

1998

83; time since

diagnosis

mean 10

weeks,

sd=5.84

DI � =.73 psychological

functioning:

distress

DI" distress" p < .001

Hack & Degner, 1999 70; time since

diagnosis: 1,5-

6 months

DA-BE � = .66 psychological

functioning:

distress

DA-BE"! distress"
p < .01

Brown et al. 2000 125; metastatic

melanoma

DI � = 0.65 QOL: physical

functioning

Psychological

functioning:

effort to cope and

mood

DI" physical functioning "
p < 0.001

DI" effort to cope"
p < 0.001

DI" mood" p < 0.001

Butow et al. 2000 99; time since

diagnosis � 4

months

DI � = 0.65 QOL: Physical +

emotional functioning

combined

DI" QOL"

Manne et al. 2000 189; time since

diagnosis:

80% < 6

months,

20%: ½ - 13

yrs

DI � = .80 Psychological

functioning:

distress

3 months later:

early disease stage:

DI: distress n.s.

advanced disease stage:

DI"distress" p < .001

Culver et al. 2002 131; newly

diagnosed

DD, DI average

r = 0.92

Psychological

functioning:

distress

DD"distress" b � 0.17

DI"distress" b � 0.18

Stanton et al.

2002

70; newly

diagnosed

DD+DI � = .67 psychological

functioning:

distress

Preoperative DD+ DI:

At 3 months:

DD+DI " distress" p < .05,

At 1 year:

DD+DI: distress n.s.

Hack &Degner

2004

55; 3 years

after baseline

DA+BE � = .66 psychological

functioning:

distress

Baseline DA+BE:

3 years later: distress"
p < .05
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Denial and social functioning
In two papers the effect of denial on social functioning was studied.18,50 One,18

found avoidance of information to be related to poorer social functioning,

while denial of feelings was found to be related to better social functioning.

The other50 did not find denial of impact and affect to be related to social

functioning over time nor at different illness stages.

DISCUSSION

In summary of the findings of this explorative review, three conclusions can be

drawn:

Firstly, from a historical point of view the concept of denial developed from

psychoanalytical roots with the emphasis on the pathological nature of the

phenomenon to become a comprehensive expression for an adaptive strategy

for protection against distressing events or feelings. These both pejorative and

alleviating connotations are reflected in the variety of concepts of denial used

in research and clinical practice over the last decades.

Secondly, the prevalence of denial in cancer patients seems to be related to

the concept and the instrument used. Different operationalisations and instru-

ments have been chosen in the different studies. While this is confusing, it

does reflect the multiversity of the concept of denial. Besides, conclusions are

complicated by the fact that the instruments used do not always have proven

validity. When dividing the definitions of denial in four types the overlap

between categories, e.g. the overlap between denial of impact and denial of

affect could not always be made clearly. This is understandable, since mostly

thinking and feeling are connected.

Thirdly, denial seems to be related to demographic variables such as age and

ethnic or cultural background. The relationship between denial and gender is

still unclear, men possibly are more likely to deny during the terminal phase of

illness. Type of tumour does not seem to be related to denial but later disease

stages seem to be associated with a higher prevalence of denial. The investiga-

tion of the prevalence of denial over time during the course of the disease,

however, is complex and requires more attention, particularly by means of

longitudinal studies.

Finally, based on this literature review, whether denial influences the quality

of life in cancer patients can only be partially answered. Too few studies inves-

tigated the effect of denial on physical and social functioning for any conclu-

sion to be drawn.

Psychological functioning is studied more often. The effect of denial on psy-

chological functioning is, at least in part, predicted by the concept used.

Poorer psychological functioning is related to passive escape-strategies. At

the same time, more active distractive strategies to create a positive outlook

seem to be associated with a reduction in distress. This is in line with the origi-

nal conceptual distinction described above. In psycho-analytic theory, denial
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was considered to be primitive and maladaptive, whereas when viewed as an

active coping strategy, it may well be adaptive in severely ill cancer patients.

Based on our explorative review we recommend that future research into the

prevalence of denial in cancer patients is based on a clear concept, using a

measurement instrument with good psychometric properties with repeated

measurements over time, paying particular attention to the terminal phase,

and with careful recording of background variables.

Table 5 The direction of the effect of denial on psychological functioning

Denial and improved psychological functioning

Author Wording of the denial items

Meyerowitz et al. 1983 DI: minimization of cancer’s impact

Orr 1986 DI: avoidance of speaking about cancer or death

DA: avoidance of negative feelings

Manuel et al. 1987 DI: trying to forget the event or staying away form reminders of it

Dunkel-Schetter et al. 1992 DI: didn’t let it get to me, tried to keep my feelings to myself, refused to think

about it, made light of it, went on as if it were not happening

Manne et al. 1994 DI: create a positive outlook or detach from the situation

Heim et al. 1997 DI-DA: minimizing, keeping one’s poise and self-control, not admitting feelings

adequate to situation, discontinuing or not undertaking necessary medical

action

Brown et al. 2002 DI: having cancer is not making any difference to my life at all; I try not to let

people know about my cancer

Butow et al. 2002 DI: cancer is not impacting on social, work and family life and is not a sub-

stantial cause of anxiety or distress.

Denial and poorer psychological functioning

Dunkel-Schetter et al. 1992 DA: hoped a miracle would happen, prepared for the worst, prayed, went

along with fate, slept more than usual, depended mostly on others to handle

things

BE: Avoided being with people, tried to make myself feel better by eating,

drinking , smoking or drug use,

Carver et al. 1993 DD: I’ve been refusing to believe that is has happened

Stanton & Snider 1993 DA: Tried to keep my feelings from interfering with other things too much

Manne et al. 1994 DA-BE: wished the situation would go away or somehow be over with

Osewiecki & Compass 1998 DI: I try not to think about it, I try to remove it from my memory

Hack & Degner 1999 DA-BE: resigned acceptance, alternative rewards and emotional discharge

Manne et al. 2000

late-stage cancer

DI: I tried not to think about it, I tried to remove it from memory, I stayed

away from reminder of it

Culver et al. 2002 DD: I say to myself: this isn’t real/I refuse to believe that it has happened/

DI: I turn to work or other substitute activities to take my mind off things/ I go

to movies

Stanton et al. 2002

avoidance preoperative dis-

tress at 3 months

Composite:

DD: I say to myself: this isn’t real/I refuse to believe that it has happened/I

act as though is hasn’t even happened

DI:I turn to work or other substitute activities to take my mind off things/ I

daydream about things other than this, I go to movies

BDa: I admit to myself that I can’t deal with, and quit trying/I give up the

attempt to get what I want
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Table 5 continued

Author Wording of the denial items

Denial and poorer psychological functioning, continued

Hack & Degner 2004

avoidance at the time of

diagnosis, distress 3 years

post-diagnosis

DA-BE: feelings that time would not make any difference, the only thing to do

was wait, I realized I had no control, I think that the outcome would be

divided by fate, I expect the worst possible outcome, I lost hope that thinks

ever would be the same, I accept that nothing could be done

Denial and no effect on psychological functioning

Stanton & Snider 1993 DI: didn’t let it get to me, tried to keep my feelings to myself, refused to think

about it, made light of it, went on as if it were not happening

Carver et al. 1993 DI: I’ve been going to movies, watching TV, or reading, to think about it less

Manne et al. 2000

(early stage cancer)

DI: I tried not to think about it, I tried to remove it from memory, I stayed

away from reminder of it

Stanton et al. 2002

avoidance preoperative

distress at 1 year

DD+ DI: composite of mental disengagement, behavioural disengagement and

denial

a Not included in the denial categories
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