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Abstract: 
Background: Emotional distress in cancer patients may interfere with the ability to cope effectively with cancer, 

its physical symptoms and its treatment. This in turn causes significant increase in psychiatric morbidity leading 

to poor outcome in the patients. 

Objective: To assess prevalence of anxiety and depression and to study effects of socio demographic and cancer 

variables causing emotional distress. 

Materials and Methods: The present cross-sectional hospital based study was conducted at Oncology 

department of tertiary care hospital after an approval from institutional ethical committee. The participants 

were included by random sampling method. Total 100 patients diagnosed by oncology physician or surgeon 

were interviewed after obtaining informed consent. The detailed information of study was given to every 

participant. Hospital Anxiety Depression Scale (HADS), a well validated, easy to administer and acceptable 

scale was used for measuring anxiety & depression level. On HADS cut off score of >07 was taken as possible 

cases.  Data collected was compiled, tabulated in Microsoft excel sheet and analyzed by SPSS software 16.0 

versions with the help of a statistician. 

 Results: Thus 100 consecutive consenting diagnosed patients of cancer attending oncology department were 

studied. On Hospital Anxiety & Depression Scale the mean anxiety and depression scores were 7.73 (SD - 4.57) 

& 6.63 (SD - 4.23) respectively. The range of scores on anxiety subscale was 0-18 & 0-16 on depression 

subscale.  47% had anxiety & 39% were having depression with cut off score of >07 on each subscales. 23% of 

cancer patients were having scores in moderate to severe category on both HAD subscales. Total HADS score 

had range of 0-34 with mean of 14.21.  42% cases were having emotional distress on HADS score (Total Score 

of HADS >15). 

Conclusion: On the basis of the study we would recommend that cancer patients require not only medical 

treatment approach but psychological measures as well to cope up with associated emotional distress. Early 

recognition and management of emotional distress will significantly decrease the burden on health care cost 

and improve the quality outcome in cancer treatment. 
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I. Introduction 
Cancer is a life threatening disease. Its psychological impact on patients has been an important aspect 

for health professional involved in the treatment process. The diagnosis itself and subsequent treatment of 

cancer can be emotionally distressing. It is still considered synonymous with death, pain and suffering [1]. 

 Apart from physical and financial draining it subsequently drains the patient emotionally. The actual 

symptom of the disease, its treatment as well as the patients and family member’s perception and the social 

stigma attached to the disease causes significant emotional distress [2]. 

Emotional distress is a multi factorial unpleasant experience of emotional, cognitive, behavioral & 

spiritual nature that interfere the ability to cope effectively with cancer. It extends in continuum ranging from 

common normal feeling of vulnerability, sadness and fear to problems that can become disabling anxiety, panic, 

social isolation and depression [3]. 

Across variety of studies clinically significant distress is reported in 25% of patients even though the 

range is from 5%-50% [4-9]. Although in large studies using standardized psychiatric interviews and applying 

diagnostic research criteria the range narrows from 10% to 30%. In a large Meta analysis, the prevalence of 

anxiety has been found to be around 30% in cancer patients [10], while the depressive disorders affect up to 

38% of the cancer patients [11-13]. Thus the considerable variation in prevalence rates is due to socio 

demographic variation of patient, disease related characteristics, patients pre morbid personality traits and 

different psychometric assessment tools used for assessment. 

     In spite of substantial proportion of patient of cancer suffer from emotional disturbance studies have 

consistently shown that primary care physician fail to identify anxiety and depression in their patients [14]. 

Consequence of this leads to decreased compliance to medical care, longer hospital stay, poorer quality of life, 
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suicidal tendencies and increased morbidity. A timely psychiatric intervention can have better outcome in 

treatment and will be cost effective too [15-16].  

With recent advancement in cancer treatment there is improved prognosis leading to longer survival 

rates. The longer survival has increased the emotional needs/demands of patients and inability to fulfill those 

leads to emotional distress and in turn increases the cost of treatment and eventually increases the morbidity and 

mortality. 

Literature search showed that even though there are studies to detect emotional distress is done in 

western countries but there are very few studies in Indian setting. Chandra PS et al studied 294 newly admitted 

cancer patient at a hospital in south India and assessed the psychiatric morbidity in them [17]. We therefore 

aimed to measure the prevalence of anxiety & depression & effects of socio demographic and clinical variables 

on emotional disturbance of cancer patient. 

 

II. Materials And Methods 
  Participants in the present study were randomly selected. 47 male and 53 female, in the age range of 

18-85 yrs, diagnosed with cancer at a tertiary care hospital were included in the study. Participants had a 

primary diagnosis of cancer in stage I-IV cancer and were undergoing different types of treatment. Eligible 

candidates were identified and after obtaining an informed consent questionnaire for psychometric test was 

given to patient. Those patients who were admitted in ICU on life support measures, unable to understand the 

questionnaire due to delirium were excluded from the study. 

       Patient demographic variables such as age, residence, occupation, marital status, education and type of 

family were recorded. Medical variables like participants disease stage (I-IV), treatment modality (like radio or 

chemo therapy) duration since diagnosis were obtained with the help from the on duty oncologist, staff of 

oncology department and the medical case papers of the patient. 

      Emotional distress was measured using HADS (Hospital Anxiety Depression Scale) psychological 

inventory. The HADS questionnaire consist of seven items on anxiety (HADS-A) and depression (HADS-D) 

subscale. The scale was chosen as it is well validated, acceptable to patients, easily understandable. To increase 

acceptability, symptoms of severe psychopathology have been omitted. HADS is used in patients with exclusion 

of symptoms caused by somatic illness [18]. HADS has been recommended for use in oncology patients [19]. 

The psychometric properties of HADS have been tested in HUNT study and they are considered to be excellent 

[20]. 

      For anxiety disorder HADS (A) score of >7 and HADS (D) score of >7 for depression were taken as 

cut off score. HADS (A) focuses mainly on generalized anxiety issues of worry and fears of the future, with one 

item for panic attacks.  HADS (D) focuses mainly on the reduced pleasure response aspect i.e., inability to 

derive pleasure from pleasurable activities. Walker et al [21] found that total HADS score with cut off 15 has an 

excellent sensitivity of 0.87, specificity of 0.85 and Positive Predictive Value of 0.35 for Major depressive 

disorder. The reliability, validity and factor structure of the HADS has been established in a variety of clinical 

populations [22-25] of cancer patients. However HADS defined anxiety and depressive disorder are not 

identical to anxiety and depressive disorders as defined in DSM- IV edition [26].  

Each item is scored from 0 (minimally present) to 3 (maximally present), and the sum score on each 

subscale HADS (A) and HADS (D) ranges from 0 to 21 and total maximum score of 42. During the interview 

all patients were interviewed by same set of examiners for maintaining the uniformity in the scoring and to 

avoid interview bias. 

     Data was compiled, tabulated in Microsoft excel sheet and analyzed with help of statistical software SPSS 

16.0 version. The significance level was set at P <0.05. 

 

III. Results 
In our study there were 53 females and 47 males. Mean age of cancer patients were 52 years. The age 

was in range from 18-81 years. Maximum patients were in the age group of 50-64. Mean years of schooling of 

the cases were 8.63 years. Maximum cases were educated between 6-11 standard.  37% of cancer patient were 

homemaker by occupation and 29% were dependent on their family members for their financial needs. On 

marital status 97% patients were married. 56% were from rural backgrounds that have come to this tertiary care 

centre for specialty treatment. 58% patients had nuclear type of family. Maximum patients were in middle 

income category with only 06% in high income group.  

  26% of patients were having genitourinary cancer which included cancer of prostate, bladder, uterus, 

cervix and ovaries. 22% were gastrointestinal cancer cases which included cancer of pancreas, small and large 

intestine, gall bladder & peritoneum. Three quarter of the cases was diagnosed 6 months back & 25% were 

diagnosed in less than 3 months period. 49% cases received chemotherapy and 8% cases are on radiation 

treatment. 49% patients were in stage I, 15% in stage III & only 01% in stage IV of cancer staging.  
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The correlation of HADS (A) & (D) scores with respect to socio demographic and cancer variables are 

shown in Table 1 & 2 respectively. 

     On Hospital Anxiety & Depression Scale the mean anxiety and depression scores were 7.73 (SD 4.57) 

& 6.63 (SD 4.23) respectively. The range of scores on HADS (A) subscale was 0-18 & 0-16 on HADS (D) 

subscale. Cut off score on both the subscale was >07. 47% had anxiety & 39% were having depression with cut 

off score of >07. 23% of cancer patients were having scores in range from 11-21 on both HAD subscales. Total 

HADS score had range of 0-34 with mean of 14.21. 42% cases were having emotional distress on HADS score 

(Total score > 15).  

 

TABLE No. 1 

 

Socio Demographic Variables with HADS Score of Cancer Patients 

Variables HADS(A) Score  

 
 

 

X2=16.1
1 

p-0.186 

HADS(D) Score  

 
 

 

 
X2-20.1 

p-0.054 

Mild 

(8-10) 

Moderate 

(11-14) 

Severe 

(15-21) 

Mild 

(8-10) 

Moderate 

(11-14) 

Severe 

(15-21) 
Age (Yrs) 18-33 2(33.3) 00(0) 1(16.7) 1(16.7) 00(0) 2(33.3) 

34-49 8(22.9) 3(8.6) 2(5.7) 3(8.6) 5(14.3) 1(2.9) 

50-64 10(22.2) 9(20) 3(6.7) 10(20.8) 11(22.9) 01(2.1) 

65-79 4(33.3) 1(8.3) 4(33.3) 02(18.2) 02(18.2) 01(9.1) 

>80 00(0) 00(0) 00(0) 00(0) 00(0) 00(0) 

Gender Female 10(18.9) 07(13.2) 05(9.4) X2=1.919 

p-0.589 

09(17) 07(13.2) 04(7.5) X2=3.0 

p-0.392 
Male 14(29.8) 06(12.8) 05(10.6) 07(14.9) 11(23.4) 01(2.1) 

Marital Married 22(22.7) 13(13.4) 09(9.3) X2=6.071 

p-0.108 

15(15.5) 18(18.6) 02(2.2) X2=26.54 

p-0.00 
Unmarried 00(0) 02(66.7) 00(0) 01(33.3) 00(0) 01(33.3) 

Education 

(yrs of 

school) 

0-5 3(15) 3(15) 4(20) X2=7.48 

p-0.278 

04(20) 04(20) 02(10) X2=2.25 

p-0.894 
6-11 12(21.4) 9(16.1) 5(8.9) 09(16.1) 10(17.6) 02(3.6) 

>12 9(37.5) 1(4.2) 1(4.2) 03(12.5) 04(16.7) 01(4.2) 

Residence Rural 06(10.7) 08(14.3) 07(12.5) X2=12.48 

p-0.006 

07(12.5) 10(17.5) 04(7.1) X2=2.19 

p-0.534 
Urban 18(40.9) 05(11.4) 03(6.8) 09(20.5) 08(18.3) 01(2.5) 

Family Joint 08(19) 10(23.8) 14(9.5) X2=7.66 

p-0.054 

09(21.4) 09(21.4) 02(4.8) X2=2.69 

p-0.441 
Nuclear 16(27.6) 03(5.2) 06(10.4) 07(12.1) 09(15.5) 03(5.2) 

Income 

(Rs.) 

Up to 8000 02(11.8) 00(0) 03(17.6) X2=21.46 

p-0.048 

03(17.6) 02(11.8) 01(5.9) X2=15.42 

p-0.217 
8001-10000 16(27.6) 07(12.1) 06(10.3) 09(15.5) 12(20.7) 03(5.2) 

10001-12000 03(7.6) 05(29.4) 00(0) 03(17.6) 02(11.8) 00(0) 

12001-14000 00(0) 01(50) 01(50) 01(50) 00(0) 01(50) 

>14000 03(50) 00(0) 0(0) 00(0) 02(33.3) 00(0) 

occupation Dependent 5(17.2) 4(13.8) 06(20.7) X2=17.72 

p-0.039 

04(13.8) 07(24.3) 03(10.3) X2=6.277 

p-0.712 
Employed 07(58.3) 00(0) 00(0) 02(16.7) 02(16.7) 00(0) 

Homemaker 06(16.2) 04(10.8) 03(8.1) 07(18.9) 04(10.8) 02(5.4) 

Retired 06(27.3) 05(22.7) 01(4.5) 03(13.6) 05(22.7) 00(0) 

(Read the number in parentheses as percentages) 
 

 

TABLE NO.2 
 

Cancer Variables And HADS Score Of Cancer Patients 

 

 HADS Score 
X2 

HADS Score 
X2 

Mild Moderate Severe Mild Moderate Severe 

Diagnosis 

Breast 02(13.3) 00(0) 01(6.7) 

X2=38.34 

p-0.012 

01(6.7) 02(13.3) 00(0) 

X2=47.83 

p-0.001 

Head, neck & 

face 
00(0) 03(33.3) 00(0) 00(0) 03(33.3) 00(0) 

Gastrointestinal 08(36.4) 02(9.1) 04(18.2) 05(22.7) 05(22.1) 01(4.5) 

Genitourinary 04(15.4) 05(19.2) 01(3.8) 07(26.9) 02(7.7) 01(3.8) 

Lung carcinoma 03(30) 01(10) 02(20) 01(10) 02(20) 00(0) 

Leukemia 02(28.6) 00(0) 00(0) 01(14.3) 01(14.3 ) 00(0) 

Lymphoma 04(66.7) 00(0) 00(0) 01(16.7) 01(16.7) 00(0) 

Sarcoma 01(20) 02(40) 02(40) 00(0) 02(40) 03(60) 

Duration 
<06 Month 06(24) 01(4) 02(8) X2=2.97 

p-0.396 

04(16) 03(12) 02(8) X2=1.316 

p-0.725 >06 Month 18(24) 12(16) 08(10.7) 12(16) 15(20) 03(4) 

Staging I 10(20.4) 04(8.2) 00(0) X2=32.61 09(18.4) 04(8.2) 00(0) X2=17.92 
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(Read the number in parentheses as percentages) 

 

IV. Discussion 
Emotional distress of some degree is always associated with a diagnosis of cancer. With advancement 

in treatment modalities and longer survival rates there has been increase in the emotional needs of the patients. 

Early recognition of the emotional requirements by the oncologist or the health professional involved in the 

treatment process not only decrease the cost burden of cancer treatment but at the same time improve quality of 

life. 

The study was conducted to assess the level of anxiety and depression in cancer patients. In search of 

causative factors in relation to production of anxiety and depression various socio demographic and cancer 

variables were considered. 

      The socio demographic results showed that there was increased proportion of depression as age 

advances in cancer patient (P < 0.054). Even though prior studies found to have psychological distress on lower 

side in older patients [27] but some studies do not found any association between age and psychological well 

being or distress [28-29]. However, in our study the older age was found to have increased distress on HADS 

(D) subscale may be due to impact of more extensive surgery or the side effects of chemotherapy or 

radiotherapy. These procedures produce limitations in activity causing distress or may be due to poor coping 

skills of the patient. 

In our study result there were no statistically significant differences in gender of cancer patients with 

the distress even though the study done by Goldzweiz G et al [30] revealed that men were found to be more 

distressed than their wives (p < 0.0001). Even though men reported receiving more support from their wives 

than did the female spouses (p< 0.0005) still men report higher level of psychological distress as they do not use 

the support as effectively as their wives. These differences can be related to cultural characteristics of that 

particular society. 

In our study there was statistically significant score on marital status variable on HADS (D) sub scale 

which was consistent to the study done by Goldzweig G, et al [31]. In our study result in residential background 

of the patient there were statistically significant scores on residence (P<0.006), family type (p<0.054) & 

occupation (P<0.039) of the cases. These findings were consistent with the findings of prior studies done by 

Parle et al [32] & Bowman et al [33]. 

Educational status the scores on anxiety and depression were proportionately higher on lower 

education, this findings corroborates with the findings of Parker et al [34] who found that greater educational 

level and greater social support reported better quality of life in terms of psychological well being . 

Our study we found statistically significant anxiety scores in patients having low income. This is in 

concurrence with prior study done by Nordin et al [35] and A Alacacioglu et al [36]. Thus this study shows that 

the economy plays an important role in the life of patients to fight against cancer.  

On occupational status of the patient the P value was 0.039 and 0.712 on anxiety and depression scale 

respectively. This might be because the perceived burden of the continuation of the work and the frequent 

hospital visit leading to poor work performance, frequent absenteeism and fear of removal from the employment 

place all leads to increased emotional distress in patients. 

Zabora et al [37] studied 4496 cancer patients with 14 different diagnoses. He found overall prevalence 

of distress to be 35.1% with anxiety and depression 24.1% & 18.7% respectively. For measurement he used BSI 

(Brief Symptom Inventory) scale with global severity index for total symptom score > 63 on either BSI scale. 

He found that distress rate varied from 43.4% for lung carcinoma to 29.6 for gynecological cancers while 

pancreatic cancer produced highest mean scores on anxiety and depression while Hodgkin’s lymphoma 

exhibited highest mean score on hostility criteria. Thus the cancer site affects quality of life and psychological 

well being differently similarly our findings are in concurrence to previous studies which shows that variable 

site of cancer produces different types of emotional responses in patients. 

In cancer staging the anxiety and depression scores were statistically significant on Pearson chi square 

test. For HADS (A) & HADS (D) the values were P < 0.000 & P < 0.036 respectively. These results were in 

agreement with the study done by Noyes et al [38]. In their study 400 cancer patients were given Illness distress 

scale (IDS) in which they found that younger patient with advanced disease scored higher on the scale. Score on 

this scale correlated highly with measure of depression by the Becks Depression Inventory (BDI).  Similarly 

Couper JW et al [39] in their study found that advanced cancer causes more psychological distress compared to 

 

II 
08(22.9) 07(20) 04(11.4) 

p-0.000 
05(14.3) 08(22.9) 03(8.6) 

p-0.036 

III 05(33.3) 02(13.3) 06(40) 02(13.3) 05(33.3) 02(13.3) 

IV 01(100) 00(0) 00(0) 00(0) 01(100) 00(0) 

Treatment 

Chemotherapy 11(22.4) 05(10.2) 03(6.1) 

X2=33.37 

p-0.000 

07(14.3) 07(14.3) 03(6.1) 

X2=21.31 

p-0.011 

Operated 06(21.4) 02(7.1) 00(0) 03(10.7) 03(10.7) 00(0) 

Palliative 05(33.3) 02(13.3) 05(33.3) 04(26.7) 05(33.3) 00(0) 

Radiotherapy 02(25) 04(50) 02(25) 02(25) 03(37.5) 02(25) 
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early prostate cancer. Norton et al [40] too found that with more advanced or recurrent disease ovarian cancer 

patient experienced greater psychological distress. In their study the distress was measured using BDI (Becks 

Depression Inventory, The Mental Health Inventory & Impact Event Scale). 

During the treatment phase of the individuals they have significant levels of emotional distress. This 

distress is pertaining to different modalities of treatment option available to the patient offered by the health 

provider. The type of treatment whether operative or non operative, schedule of treatment, side effect of 

treatment, anxiety regarding the intervention procedures, cost of treatment, self analysis of the treatment 

modalities from the knowledge which patient gathers from various sources and  finally the thought regarding 

outcome of the treatment all this leads to distress. In our study also patients have statistically significant scores 

on anxiety and depression subscales which are in agreement with prior studies which found that during the 

treatment phase the emotional distress significantly changes [41-43]. 

      Some limitations of the study need to be mentioned. The sample size studied was small in number. 

Since situational anxiety and distress precedes every intervention hence assessment prior to this might not 

appropriately predict emotional distress. Personality traits of the subject can also influence the emotional 

reaction to the stressors which we did not assess. The measurement tool used also has bias as our results were 

based on the score of questionnaire and not on clinical interview and hence many patients having transient 

distress were also included in the distress group which might influence our study result. 

 

V. Conclusion 
Our findings indicate that emotional distress to cancer is prevalent among cancer patient suggesting 

that they should be carefully assessed to determine whether these symptoms warranted attention. Psychiatric 

professional can minimize this emotional distress by timely addressing the problem and providing them with 

appropriate treatment. 

      Awareness to identify the risk factors causing emotional distress needs to be created in oncologist for 

early detection of serious emotional reactions. This will help in early diagnosis and treatment of psychiatric 

morbidity and in turn will improve quality of life of cancer survivors & reduce the economic burden of such 

patients in developing countries like India.     
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