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Adult oncology and chronically ill
patients: comparison of depression,
anxiety and caregivers’ quality of life
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ABSTRACT A diagnosis of cancer can be devastating for patients and their loved ones. We compared the
intensity of anxiety and depression for 30 terminally ill cancer patients and 30 chronically ill patients and the
quality of life of their most attendant caregivers. Hamilton depression and anxiety scales were used with the
patients and the quality of iife scale (family) was used with the caregivers. Cancer patients and their
caregivers had significantly higher scores on these scales and suffered more from depression and anxiety
than chronically ill patients and caregivers. Cancer patient caregivers also had poorer quality of tife than did
caregivers of the chronically ill.

L'oncologie adulte et les malades chroniques : comparaison de la dépression, de anxiété et
de la qualité de vie des personnes qui s’occupent des malades

RESUME Un diagnostic de cancer peut étre accablant pour les patients el ceux gui keur sont chers. Nous
avons comparé lintensité de I'anxiété et de la dépression chez 30 patients atteints d'un cancer en phase
terminale et 30 malades chroniques et la qualité de vie des personnes qui s'occupent d'eux et leur sont le plus
attachées. Léchetle de dépression de Hamilton et léchelie d’anxiété ont été utilisées avec les patients ot
Iéchelle de la qualité de vie (familiale) a été utitisée avec les personnes qui s'occupent des malades. Les
patients cancéreux et les personnas qui s'occupent d’eux avaient des scores considérablement plus impor-
tants sur ces échelles et souffraient davantage de dépression et d’anxiété que les malades chroniques et
ceux qui s'occupent d’eux. Les personnes qui s'occupent des patients cancéreux avaient également une
plus mauvaise qualité de vie que celles qui s’occupent des malades chroniques.

"Psychiatry Section, King Khalid National Guard Hospital, Jeddah, Saudi Arabia.
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Introduction

A diagnosis of cancer can be devastating
for patients and for their loved ones. Dur-
ing the months after diagnosis, the cancer
patient attempts to come to terms with the
uncertainty, the threat to life and also with
an often toxic and disabling treatment re-
gime. Roles, relationships, employment and
financial security may all be threatened [1].
Not surprisingly, therefore, there is now a
considerable body of evidence to suggest
that hetween one-quarter to one-third of
cancer patients experience significant psy-
chiatric morbidity in association with diag-
nosis and treatment [2].

Potential predictors of psychiatric mor-
bidity in such patients include patient-relat-
ed factors, disease-and treatment-related
variables and caregiver’s tolerance of the
malignancy. Inadequate social support has
been shown to be a risk factor for psycho-
logical morbidity in a variety of settings. A
few studies have investigated the relation-
ship between social support and adjustment
to cancer. For example, it has been found
that the patient’s perceived quality of fami-
ly support had no effect on the patient’s
social functioning, but positively correlated
with the patient’s sense of well-being [3].

A series of psychiatric syndromes has
been described for patients with cancer.
Depression occurs in as many as 25% of
cancer patients [4] and, of the general can-
cer population, 5%—15% experience a ma-
jor depression [5]. The incidence of
depression increases with the severity of
the illness. Similar rates (25%) have been
found in end-stage renal disease patients
awaiting cadaveric transplants [6].

Faced with terminal illness, patients ex-
perience a complex mix of physical and
psychological symptoms in the context of a
frightening reality. Thus, the recognition of
anxiety symptoms requiring treatment can

be challenging. Patients with anxiety com-
plain of tension and restlessness, or they
exhibit jitteriness, autonomic hyperactivity,
vigilance, insomnia, distractibility, short-
ness of breath, numbness, apprehension,
worry or rumination [7]. Often the physi-
cal, or gomatic, manifestations of anxiety
overshadow the psychological, or cogni-
tive, ones; these are the symptoms that the
patient most often presents with [&]. The
physician must use these symptoms as a
cue to inquire about the patients’ psycho-
logical statc, which is commonly onc of
fear, worry or apprehension. Anxiety may
be encountered as a component of an ad-
justment disorder, panic disorder, gencral-
ized anxiety disorder, phobia or agitated
depression. Additionally, in the terminally ill
cancer patient, symptoms of anxiely are
most likely to arise from some medical
complication of the illness or treatment
such s organic anxiety disorder, delirium,
or other organic mental disorders [9].

Family members of cancer patients of-
ten feel very helpless despite their best at-
tempts if symptoms persist. Family
caregivers may deny the presence of
symptoms as a means of coping with the
situation. Day-to-day family activities,
roles and relationships, and the meaning of
life itself become altered once life shifts
from health to illness. During terminal ill-
ness, patients and families struggle not only
with the present and all that comes with
terminal iliness care, but also with the over-
whelming issues associated with death and
transcendence beyond death [/0].

In this study we compared the intensity
of anxiety and depression for a group of
cancer palients and the quality of life of
their most attendant caregivers with a
group of chronically ill patients and their
CATCEIVETS.
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Methods

During January—June 1999, 37 patients ad-
mitted to King Khalid National Guard Hos-
pital (KKNGH) were interviewed. Five
adult oncology patients refused to partici-
pate in the study and two caregivers de-
clined to answer questions about their
quality of life. These patients and their car-
egivers were thus excluded from the study.
The remaining 30 patients were diagnosed
with a variety of advanced, or terminal,
cancers and were candidates for palliative
care (Table 1). Ages of the cancer patients
ranged from 24 years to 79 years.

Another 39 chronically ill patients with
various endocrine, cardiac, respiratory and
other medical conditions were assessed to
form the control group. Cases of renal fail-
ure and necurological disorders were ex-
cluded. Of the 39, 9 patients were excluded
as they refused psychological assessment.
The remaining 30 patients with chronic ill-
nesses and their main caregivers were sub-
jected to the same psychological
assessment as the terminally ill cancer pa-
tients. The chronically il patients were also
admitted to KKNGH during the same peri-
od. Ages of the chronically ill patients
ranged from 16 years to 70 years.
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All the patients were chosen hy nan-
random sampling technique as there were
not enough terminally ill cancer patients
during the time period mentioned to do ath-
erwise. Both groups were matched regard-
ing socioeconomic and demographic data.
Informed consent was taken from every
participant in the current study.

The cancer group and the control group
were assessed using the Hamilton depres-
sion and anxiety scales [//7,712]. Quality of
life scale (family) [ 73] was also given to the
terminally ill cancer patient’s most atten-
dant caregiver and to the chronically il! pa-
tient’s most attendant caregiver. All patients
were assessed according to DSM-IV clini-
cal criteria [/4].

Statistical analyses were performed
with SPSS. The data were expressed as
mean values + standard deviation, P-values
< 0.05 were considered statistically signifi-
cant. The Student #test was used to com-
pare differences of means between the two
groups of patients [/5].

Results

There were 17 women and 13 men in the
cancer group and 20 women and 10 men in

Table 1 Distribution of the patients by age, sex and type ot iliness

Cancer group* Chronicillness group®
Breast cancer 9 (30%) Diabetes 10 (33.3%)
GIT cancer 10(33.3%) Chest problem® 13 {43.3%)
Other cancer 11 (36.7%) Other chronic illness 7(23.3%)
Total cancer 30 (100%) Total chronic illness 30 (100%)

“The mean age of the cancer group was 50.1 = 2.3 years and the female/male sex ratio was
17/13. The mean age of the chronically ilf group was 44.3 + 3.00 years and the female/male
sex ralio was 2U/10. The differencas were nol statistically signiicant ft-1est = .14, ¥° = (.63,

P = 0.43).
*Cardiac or respiratory Hinesses.
GIT = gastrointestinal tract.
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the control group of chronieally ill patients.
The mean age difference between both
groups of patients was not statistically sig-
nificant (2-tail significance = 0.14) (Table
1}. The sex distribution of the two groups
was not significant (¥* = 0.63).

In the group of cancer patients there
were 9 patients with breast cancer, 10 with
different types of gastrointestinal tract can-
cer and 11 patients with other types of can-
cer (2 with multiple myelomas, 2 with lung
cancer, 2 with sarcomas, 1 with kidney
cancer, 1 with thyroid cancer, 1 with ovari-
an cancer, 1 with lymphoma and 1 with
nasopharyngeal carcinoma). The group of
chronically ill paticnts consisted of 10 pa-
tients with diabetes mellitus, 13 with cardi-
ac or respiratory chest problems and 7 with
other chronic medical diagnoses (Table 1).

Of the terminally ill cancer patients, 15
{50%) patients were diagnosed with a men-
tal disorder according (¢ DSM-IV. Of
these, 9 had an adjustment disorder, 3 had a
major depression and 3 had generalized
anxiety disorder.

Of the chronically ill patients, 12 {40%)
patients had DSM-IV diagnoses. Of these,
6 had adjustment disorder, 5 had mood dis-

orders due to a general medical condition
and | patient had a phobia disorder.

The mean values of Hamilton depres-
sion and anxiety scales showed significant
differences between both groups in this
study (2-tailed significance was 0.008 and
0.007 respectively) (Table 2). The cancer
patient group had significantly higher mean
values on the Hamilton depression and anx-
iety scales. The most attendant caregivers
in the cancer patients’ group also had sig-
nificantly higher mean scores on quality of
life physical, psychological, social and spir-
itual subscales as well as higher mean total
scores than did caregivers of the chronical-
ly ill paticnts (2-tailed significance was
0.0003, 0.0002, 0.021 and 0.0001 respec-
tively) (Table 2).

Corrclation cocfficients were applied to
the values of the different scales that were
used in the study for both groups of pa-
tients. There was significant correlalion be-
tween patient’s Hamilton depression and
anxiety scores and most attendant caregiv-
er's scores on the quality of life scales

(family) (Table 3).

Table 2 Mean values {+ standard deviation) for Hamilion depression and anxiety scores of
patients and quality of life for the most attendant caregivers

Variable Cancer group

Chronic illness group Significance*®

Hamilton depression scale 30.1£9.1
Hamilton anxiety scale 33687
Caregiver quality of life
Physical well-being 23875
Psychological well-being 480z 129
Sacial concerns 31879
Spiritual well-being 231x7.2
Total score 127.3+299

23.3+10.0 0.008

2691101 0.007

152169 0.0003
29.0+13.1 0.0002
206+8.9 0.0002
182+ 8.9 0.0210
79.8+ 321 0.0001

*Test of significance 2-tailed t.
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Table 3 Correlations between Hamilton depression and anxiety of patients and quality of life of

caregivers
Variable Hamilton Hamilton Physical Psychological Social Spiritual  Total
anxiety depression QOL QoL QoL QoL QoL
Hamilton 1.000 0.81 0.48 047 0.72 0.42 0.50
anxiely - P=000 P=000 P=0.00 P=0.00 P=000 F=0.00
Hamitton 0.81 1.000 0.38 0.39 043 0.4 0.44
depression P=0.00 - P=0.00 P=0.00 P=000 P=000 P=0.00
Physicai QOL 0.48 0.38 1.000 0.87 0.65 0.57 0.89
_ P=0.00 P=000 - P=0.00 P=000 P=000 P=0.00
Psychological .47 0.39 0.87 1.000 0.81 0.62 0.92
QoL P=0.00 P=000 P=000 - P=000 P=000 PFP=000
Social QOL 047 0.43 0.65 0.81 1.000 0.50 0.86
P=000 P=000 P=0.00 P=0.00 - P=000 P=0.00
Spirtual QOL  0.42 0.40 0.57 0.62 0.50 1.000 0.70
FP=0.00 P=0.00 P=0.00 F=0.00 F=000 - P=0.00
Total QOL 05 0.44 0.90 0.95 0.86 070 1.000
P=0.00 P=000 P=000 P=0.00 P=0.00 P=000 -

QOL = qualily of life for the most attendant caregiver.
Significant at P < 0.05.

Discussion

There have been many myths about the
psychological state of cancer patients. The
Psychosocial Cellaborative Oncology
Group reported a study of 215 randomly
selected hospitalized and ambulatory pa-
tients at 3 major cancer centres [/6]. Using
DSM-III diagnostic criteria, 47% of pa-
tients met the criteria for a psychiatric dis-
order and 53% did not. Of the 47% who
had a recognizable psychiatric disorder,
68% had an adjustment disorder with de-
pressed, anxious or mixed mood; 13% had
major depression; 8% had an organic men-
tal disorder; 7% had a personality disorder;
and 4% had an anxiety disorder.

Estimates of the prevalence of depres-
sive symptoms in patients with cancer vary
but are found to be approximately twice the

level found among general medical patients
(20%—74% versus 12%—30% respectively)
[{7]). In our study, 50% of the cancer
group had psychiatric disorders according
to DSM-1V criteria. Of the chronically ill
patient group, 40% had psychiatric disor-
ders. This was higher than the percentage
in relatively similar studies but might be he-
cause all chronically ill patients were cho-
sen from patients admitted during the study
period and were not randomly selected.

There were no significant differences
as regards age or gender in both study
groups. We did not assess other confound-
ing variables such as occupation, marital
status and education because both groups
of the study were of similar sociocultural
level.

The most common type of cancer in the
study was breast cancer, followed by colon
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cancer. This was similar to the distribution
of types of cancer in other studies [/8-20].

Chronically ill neurological and renal pa-
tients were excluded from the present
study. Several researchers have discussed
the relationships between these ilinesses
and psychiatric disorders, especially anxi-
ety and depression [27-23).

Cancer patients had significantly higher
mean values of anxiety and depression on
the Hamilton anxiety and depression scales
than did chronically ill patients. Acute anxi-
ety occurs for cancer patients at several
points, e.g. while awaiting the diagnosis of
cancer, while awaiting procedures and
tests (hone marrow aspiration, wound de-
bridement, chemotherapy or radiation),
while awaiting test results, with a change
of treatment, after learning of relapse, and
on the anniversary of illness-related events,
Pain, hypoxia, endocrine abnormalities,
drug withdrawal and medications may also
produce symptoms of anxiety [24]. Chron-
ic anxiety may be present especially if the
patient has had an avoidant personality be-
fore the diagnosis of cancer [25]. Further-
more, depression in cancer patients may
result from: stress related to cancer diagno-
sis and treatment; medications such as ste-
roids, interferon or other chemotherapeutic
agents; biologically determined depression,
which is not related to a precipitating event
or recurrence of a bipolar mood disorder
[26].

It is very difficult to determine with cer-
tainty whether depression appearing in can-
cer is related to a pre-existing mood
disorder. Whereas the diagnosis of depres-
sion in physically healthy patients depends
heavily on the somatic symptoms of anor-
exia, fatigue and weight loss, these indica-
tors are of little value in the assessment of a
cancer patient since they are common to
both cancer and depression. Diagnosis

must rest on psychological, not somatic
symptoms: anhedonia, dysphoric mood
and feelings of helplessness, suicide or
guilt [27]. Cancer patients who are at high-
er risk of depression are those with poor
physical condition, inadequately controlled
pain, advanced stages of illness (like the
patients in our study) or pre-existing mood
disorders [28].

The patient’s or family’s perception of a
“sense” of terminal disease results from an
increase in the severity of medical prob-
lems, delirium, development of pain. organ
failure, a rapid course irrespective of ade-
quate medical management, or the level of
care given by the health care team [29]. A
patient’s and family’s acceptance of termi-
nal illness depends on many cultural and
religious factors [30]. In our study, the car-
egivers of cancer patients had higher mean
values on subscales and total quality of life
scale. This implies that there is a signifi-
canlly poorer guality of life for the caregiv-
ers of cancer patients than for caregivers
of the chronically ill patients. Moreover, the
psychological, mcdical, surgical, social,
spiritual and financial problems that the
caregivers and cancer patients face [37,32]
through the stages of the malignant disease
and its management make coping strategies
more difficult. This needs further compar-
ative study between cancer patients and
their most attendant caregivers. Dunkel-
Schetter surveyed 79 cancer patients and
found that 81% defined emotional support
as most helpful, followed by informational
support (41%) and instrumental aid (6%).
The demands for emotional support natu-
rally fall on those with whom patient has
the most social contact, which is most of-
ten, although not exclusively, an immediate
family member, particularly the spouse
{33]. Physical, psychological, spiritual and
social support to the caregivers of cancer
patients is, therefore, requircd.
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Conclusions qnd
recommendations

Terminally ill cancer patients are more like-
ly to suffer from anxiety and depression
than other chronically ill patients. Caregiv-
ers of such cancer patients have a poorer
yuality of life than do the caregivers of pa-
tients who are chronically ill. Therefore,
palliative care should give more psycholog-
ical, physical, social and spiritual attention
to the caregivers of terminally ill cancer pa-
tients. A patient’s high score on the Hamil-
ton depression and anxiety scale in the
current study was directly proportional to
his/her caregiver’s high scores on the qual-

ity of life subscales and total. Thus it is
very important to give psychological care
and attention to caregivers as well as to pa-
tients themselves.

Mental health programmes should be
planned for the caregivers of terminally ill
patients regardless of the diagnoses of the
patients. Psychological support 15 snll
needed for many cancer patients, from the
day of diagnosis of malignant disease
through to recovery or death. Furthermore,
clinical research is needed to investigate the
psychological problems of the adult oncol-
ugy patient’s caregiver during the different
stages of the patient’s illness.
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