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ABSTRACT
Background: The growing awareness of the psychological impact of the
diagnosis and treatment of cancer on quality of life has created the need
for deeper insights into the adjustment process, its disorders, and
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Questionnaire (GHQ 12). After screening the patients who were found to
have positive psychological stress, were further interviewed individually
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mental disorders.
Results: The number of patients with psychiatric morbidity was found in
45% of breast cancer patients. The clinical diagnosis as per DSM-IV
Correspondence to:
Dr Satish Kumar Thapar
criteria’s in majority of the patients (59.25%) was Adjustment Disorder.
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Major Depressive disorder was found in 22.2% patients. Generalised
Anxiety Disorder was found in 14.8% patients. Somatoform Disorder was
found in 3.7% patients. More number of patients with advanced stage of
cancer (21) were found to be having diagnosable psychiatric illness than
patients with early stage of cancer (6).
Conclusions: The results of the study have implications for clinical training, practice and policy initiatives.
Integrating mental health into general health care, effective mass media coverage, networking between mental
health-professionals and other health professionals, community-based health services are required.
Key Words: Psychological stress, psychiatric morbidity, general health questionnaire, generalised anxiety disorder,
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Introduction
Cancer is a serious and potentially lifethreatening illness which has an effect on
physical and emotional well being of
patients and their families. The diagnosis of
cancer in itself is a stressful event causing
significant psychological distress. [1-4] In this
era of improved cancer care, it is still often
believed that pain and death is inevitable
for cancer patients. [5] Breast cancer
remains the most widely studied type of
cancer with respect to its psychosocial

IJMDS ● www.ijmds.org ● January 2015; 4(1)

impact. [6] This is due in large measure to its
high prevalence, but also reflects the fact
that the disease affects women of all ages,
involves complex care, and concerns a body
part with great significance to women and
their partners.
Breast cancer is the most common
cause of cancer death among women
worldwide. Over all it is the fifth most
common cause of cancer death. [7] Incidence
is more common in high income countries,
but in recent years it has increased in less
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developed regions such as Africa, Asia and
Latin America. [8] It was estimated that
about 230,480 women were diagnosed with
and 39,520 women died of cancer of the
breast in 2011. [9]
Common risk factors for breast
cancer are female sex, advancing age, early
age of menarche, advancing age at first live
birth, race and ethnicity, oestrogen
exposure, breast density, geographical
influence, obesity, environmental toxins,
and first degree relative with breast cancer.
[10]
Cancer patients experience several
stressors and emotional upheaval. Fear of
death, interruption of life plans, changes in
body image and self-esteem, changes in
social role and lifestyle are all important
issues to be faced. [11] Many researchers
have reported that six mental disorders
occur more frequently in cancer patients to
warrant a detailed assessment and clinical
intervention. Three represent direct
reaction to illness; adjustment disorder,
major depression and delirium. Others
(primarily anxiety disorders, personality
disorders and major depressive illness) are
pre-existing conditions often exacerbated
by the illness. [12]
In a study it was found that 47% of
cancer patients had sufficient distress to
receive a diagnosis of a psychiatric disorder.
Adjustment disorder with depressed mood
and/ or anxious mood was by far the most
common diagnosis (68%), major depressive
disorder was next (13%), followed by
organic mental disorder (8%), personality
disorders (7%) and pre-existing anxiety
disorder (4%). [13]
Strong predictors of anxiety and
depression in breast cancer patients are
poor family relationship and functioning,
maladaptive problem and conflict solving,
and presence of pain and fatigue.
Promoting patient’s social support,
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especially emotional support from family,
and enhancing patient's coping skills may
reduce the patient’s psychological stress
and psychiatric morbidities. Treatment of
breast cancer patients should focus on
reduction of patient’s disturbing symptoms
such as adequate pain control, and
lessening the treatment complications.
Moreover being alert on patient’s
emotional
reactions
and
potential
psychiatric disorders is essential. [14]
Addressing
the
psychosocial
and
psychosexual
needs of patients with
breast cancer improves quality of survival
and may even enhance length of survival
from other, comorbid conditions and
events, even if not from cancer.
Material and Methods
The present study was carried out in Guru
Gobind Singh Medical College and Hospital
Faridkot on sixty female breast cancer
patients admitted in Department of Surgery
and Department of Radiotherapy. Informed
written consent was taken from each and
every patient. Patients selected in the study
will fulfilled the inclusion criteria of
between 18-60 years of age, opting for
informed written consent for study and
diagnosed as a case of breast cancer were
inducted in study. Patients below and above
specified age in inclusion criteria, refusing
consent for interview, suffering from severe
medical illness which will prevent patient
from giving interview, having any past
history of psychiatric disorder, having
cancer of any other site than breast, who
are mentally retarded, having cognitive
impairment or are pregnant or lactating
were not included in the study. The sociodemographic data like age, sex, income of
family, residence and type of family was
recorded in a semi-structured proforma.
Patients for study were screened by
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General Health Questionnaire (GHQ 12).
After screening the patients who were
found to have positive psychological stress,
were further interviewed individually and
final diagnosis was made on the basis of
DSM-IV-TR criteria for mental disorders.

In study sample of 60 patients,
27(45%) patients were in advanced stage of
cancer while 33(55%) patients were in early
stage of cancer

Results
Socio Demographic Profile
The maximum number of the patients
30(50%) were of the age group 51-60 years,
followed by 21(35%) of the age group 41-50
years and minimum number of patients
9(15%) were in the age group 30-40 years.
In regard to the occupation of the patients,
57 of the patients were housewives,
followed by 2 were labourer and only 1
patient was teacher. The majority of the
patients 27(45%) were illiterate, followed
by 20(33.3%) were primary pass, followed
by 10(16.7%) were middle pass, followed by
2(3.3%) were secondary pass and only
1(1.7%) patient was graduate. Of the
sample patients 58(96.7%) were married
and 2(3.3%) were widow. 19(31.67%)
patients were living in a nuclear family
while 41(68.33%) were residing in joint
family structure. The patients belonging to
Sikh community constituted 80% (n=48) of
the sample followed by 18.3% (n=11)
students of Hindu community and 1.7%
(n=01) of the sample consisted of patients
belonging to Muslim community. The
23(38.3%) of the patients were living in
urban region while 37(61.7%) were living in
rural region. The majority i.e. 45(75%) of
patients were having family income
between Rs10000- 20000 per month
followed by 11(18.3%) having family income
less than Rs10000, and only 4(6.7%) of
patients were having a family income
between Rs 20000-30000 per month. (Table
1)

Age (years)
30-40
41-50
51-60
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Table 1: Socio Demographic profile of the
subjects

Occupation
Housewife
Labourer
Teacher
Education
Illiterate
Primary Pass
Middle Pass
Secondary Pass
Graduate
Marital Status
Married
Widow
Family type
Joint
Nuclear
Religion
Hindu
Sikh
Muslim

N (%)
09(15%)
21 (35%)
30 (50%)
57(95%)
02 (3.3%)
01 (1.7%)
27 (45%)
20 (33.3%)
10 (16.7%)
02 (3.3%)
01 (1.7%)
58 (96.7%)
02 (3.3%)
41 (68.33%)
19 (31.67%)
11 (18.3%)
48 (80%)
01 (1.7%)

Region
Urban
Rural

23 (38.3%)
37 (61.7%)

Income of family (Rs./month)
<10000
10000-20000
20000-30000

11 (18.3%)
45 (75%)
04 (6.7%)

Findings of Screening Instrument (General
Health Questionnaire-12)
It was developed by David Goldberg in 1974
as one of the first mental screening devices
for medical and surgical settings. It is a
measure of morbidity. It identifies subthreshold states, disturbance of mood and
decreased well being. GHQ-12 scores are
computed by responses obtained as per
Likert scoring (0-1-2-3).Those patients
having GHQ score of 12 or more were
further assessed by a detailed history and
diagnosis was made according to DSM -IV
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TR criteria. Administration of screening
instrument revealed that 33 (55%) patients
were having GHQ Scores equal or more
than 12, meaning that these patients were
having psychological strain and required
further
evaluation
for
diagnosable
psychiatric illness whereas, 27(45%)
patients were having GHQ Scores less than
12 and did not require further evaluation.
The screening instrument scores showed
that, of 33 patients who showed
psychological stress (i.e. scored more than
or equal to 12 on GHQ 12 screening), 23
were from advanced stage of cancer and 10
were in early stage of cancer. This
difference was found to be statistically
significant. (Table 2)
Findings on clinical evaluation: Out of 33
patients found positive for psychological
stress upon screening, 27 (81.81%) were
found to be having a diagnosable mental

illness. The psychiatric diagnosis wise
(according to DSM IV TR criteria)
distribution of the patients is shown in
Table 3. A statistically significant difference
was found in patients having psychiatric
illness when compared with stage of cancer
(Table 4). It was found that of 27 patients
having diagnosable psychiatric condition, 21
were from advanced stage of cancer
whereas 6 of the patients were from early
stage of cancer.
Correlation of psychiatric illness with socio
demographic variables: While correlating
the occurrence of psychiatric illness with
socio demographic variables, it was found
that more patients (63%) living in nuclear
families had diagnosable psychiatric illness
as compared to those living in joint families
(37%) whereas no correlation was found in
any of the other socio demographic
variables. (Table 5)

Table 2: GHQ Score wise’ distribution of total sample as per Stage of Cancer
GHQ Score
Stage of Cancer
<12

Early
23

Advanced
4

>12

10

23

2

X =18.072; df=1; p value=0.00(*S)

Table 3: DSM-IV (TR) Diagnosis-wise distribution of total sample (n=60)
DSM-IV(TR) Diagnosis
No. of patients (%)
Adjustment disorder

16(26.7%)

Major Depressive Disorder

06(10%)

Generalized Anxiety Disorder

04(6.7%)

Somatoform Pain Disorder

01(1.7%)

No- Diagnosis

33(55%)

IJMDS ● www.ijmds.org ● January 2015; 4(1)

602

Thapar et al: Prevalence of psychiatric comorbidity

Table 4 Psychiatric Illness wise’ distribution of total sample as per Stage of Cancer (n=60)
Psychiatric
Illness

Stage of Cancer

Total

Yes

Early
06

Advanced
21

27

No

27

06

33

X2=21.310; df=1; p value=0.00(*S)

Table 5 Distribution of patients with or without Psychiatric illness on the basis of type of family (n=60)
Family type

Patients without Psychiatric Illness

Joint
Nuclear

N (%)
31 (93.9%)
02 (6.1%)

Discussion
In our study, majority of patients (50%)
belonged to age group 51-60 and mean age
of patients was 50.8 which is near earlier
studies by Montazeri et al in 2001 in
Tehran, Iran conducted on 56 patients with
breast cancer where the mean age was 45.4
years, [28] In study by Kissane DW et al in
2004 the mean age of participants suffering
from breast cancer was 49.8 years. [29]
In present study, no significant
correlation was found in prevalence rate of
psychiatric disorders and the occupation of
the patients as most of the patients were
housewives. However, Ogce F et al in 2007,
found that unemployed breast cancer
patients
significantly
had
more
psychological distress than employed
patients. [30] In this study 33(55%) patients
were having GHQ Score >12 indicating the
presence of psychological stress in these
patients, further 27 (45%) were found to be
suffering from diagnosable psychiatric
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Patients with
Illness
N (%)
10 (37.0%)
17 (63.0%)

Psychiatric

illness which is similar to earlier studies of
Fallowfield L et al in 2001, on 2297 patients
using GHQ 12 as screening instrument
where they found that 837 (36.4%) of 2297
patients had GHQ scores suggestive of
psychiatric morbidity. [31] In another study
by Atesci FC et al in 2003, investigating the
prevalence of psychiatric morbidity among
cancer patients on 150 patients with the
diagnosis of cancer diagnoses where all
patients were evaluated using GHQ and
Hospital and Anxiety Depression Scale
(HADS) and diagnosis was made according
to the criteria of DSM-IV with the SCID-I
interview 28.7% of cancer patients were
found to have a DSM-IV Axis I diagnosis. [32]
Simpson JSA et al in 2002, in their
study on breast cancer patients found that
there was clear evidence of a crosssectional relationship between social
support and psychiatric morbidity at each
time point, as those women with DSM-IIIR
diagnoses had signiﬁcantly less social
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support. [33] In present study, no significant
correlation was found in prevalence rate of
psychiatric disorders and the marital status
of the patients it could be due to the
constitution of the sample as our study had
97% of married participants.
Burgess et al in 2005, in their study
on breast cancer patients found that longer
term depression and anxiety, were
associated with previous psychological
treatment, lack of intimate confiding
relationship, younger age and severely
stressful non cancer life experiences. Lack
of intimate confiding support also predicted
more protracted episodes of depression
and anxiety. [26] Ogce F et al in 2007, in their
study on Turkish breast cancer patients
found that the women with high social
support scores had assistance provided by
family, a special person or a friend. [30]
These women had low psychiatric morbidity
as compared to women with no support. In
our study patients living in nuclear families
had more psychiatric morbidity due to lack
of intimate confiding support which is
similar with above studies.
In our study 45% patients met DSMIV criteria for diagnosis of psychiatric
disorders 16(59.25%) patients were of
Adjustment Disorder, 6(22.22%) of Major
Depressive Disorder, 4(14.8%) patients of
Generalized Anxiety Disorder and 1(3.7%)
patient of Somatoform Pain Disorder. It is
somewhat similar to the result observed in
studies by El-Hadidy MA et al in 2012 which
found that 38.8%, 29.6%, and 9.2% of the
patients had major depressive disorder,
generalized anxiety disorder, and panic
disorder, respectively [34] and study by
Grabsch B et al in 2006 which found that
42% of the women (97/227) had a
psychiatric disorder, 35.7%(81) of these had
depression or anxiety or both. Specific
diagnoses were minor depression in 58

IJMDS ● www.ijmds.org ● January 2015; 4(1)

women (25.6%), major depression in 16
(7%), anxiety disorder in 14 (6.2%), and
phobic disorder in 9 (4%) and 17 (7.5%)
women had more than one disorder. [35]
Looking at the findings of our study
among the female breast cancer patients,
significant proportion of psychiatric
morbidity was observed among these
patients. There is a growing importance and
need to treat these psychiatric disorders
and all possible measures are to be taken
for their early detection. There is also a
need to conduct a large scale survey of
psychiatric disorders in these patients to
see the nature and extent of prevailing
morbidity to trace its developmental course
and study its psychosocial determinants
which are known to contribute to
psychiatric disorders.
In view of the above discussion, it is
concluded that it is imperative to carry out
more studies and to follow up them
longitudinally to understand the natural
history of psychiatric disorders in cancer
patients. The results of the study have
implications for clinical training, practice
and policy initiatives. Integrating mental
health into general health care, effective
mass media coverage, networking between
mental health-professionals and other
health professionals, community-based
health services are required.
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