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Abstract

Background: Depression in cancer patients is a common psiahidisorder with impact on the quality of life.
This study investigated the association of depoessith health status and cognitive function of@arpatients,
along with the pain impact and the need for analget

Methodology: One hundred cancer patients were enrolled instbdy. The General Health Questionnaire
(GHQ - 28), the Dysfunctional Preconception Questire (DPQ), the MMSE Scale (Mini Mental State
Examination)and the Depression scale-Beck questionnaire (BBtpwsed.

Results: Depression in cancer patients is moderate andaheandition satisfactory. The administration of
analgesics was associated with greater social dgsfun, higher depression score and lower cognitive
performance. GHQ score was statistically signifibarelated to BDI score in both males and fem#élps0.004
and p=<0.001, respectively).

Conclusion General health status in cancer patients is &gsdcwith depression and need for analgetics.& her
is a necessity of using self-report questionnaimesncology patients for the appropriate assessmetheir
mental and psychological status.
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Introduction Significant is the number of people who
perience depressive disorders, accounting for

Depression is one of the most serious angd .
common mental diseases of today's society (Kim‘4/0 of the global burden of disease (WHO

et al., 2015). It constitutes a major public heaItWternatlonal, 2000).

issue and has a very large impact on healtBesides depression, cancer patients also
especially when it co-exists with a chronicexperience significantly more pain as death is
condition (Moussavi et al.,, 2007). Depressivéampending. The study of Rolnick et al., ()
disorders are more common among people wistowed that 5-6 months before death, 55% of
live alone. No differences are observed betweemomen did not receive pain medication or used
races or religious groups (Kaplan & Sadockmild analgesics, with only 9% using strong
2007). Depression prevalence ranges from 2¢@ainkillers, an approach which did not cover the
for one month until around 6% for the entire lifeneeds of patients, while 64% of women had no
The disease is approximately twice as high iprevious assessment of pain. Pain and depression
women than in men (Burvill, 1995). Depressioraffect mood, thoughts and is usually
is accompaniedby many signs and symptomsaccompanied by bodily discomfort, disturbance
that affect all areas of functionality (Kaplan &of person's eating habits and sleep (Tavoli et al.
Sadock, 2007). Among the patients being treat&08).

at the General Hospital, 20-35% experience a

depressive episode (Katon & Schulberg, 1992).

www.internationaljournalofcaringsciences.org



International Journal of Caring Sciences May— August 201 7uviee 10 | Issue 2| 956

The present study investigated the comorbiditigel about themselves, the world and the future
between cancer and depression and their impg®tassiliadou & Goldberg, 2006)

to patients’ cognitive decline, along with their -

pain and the need for analgetics. The MMSE ~Scale (Mini Mental State

differentiation of self -report functionality ag® Itxi?[;:]oargcsm)the cognitive decline of patients
sychiatric morbidity was also explored. : . . '
Py y P MMSE scale consists of 30 questions relating to

Material and methods the orientation of the patient, the recording,

The study sample consisted of 100 oncolog IIect|'ng, reflection, haming, repgtltlon,
gecutlon of orders, the automatic writing and
Cc

patients regardless of gender, age, and locati . Th . d with 1 or 0
point, showing psychiatric comorbidity and pying. The questions are scored wit or ©,
mainly depression. The research study walepending on whet_her the answer is correct or
conducted in oncology patients hospitalized ifOL: 9-10 points indicate severe dementia, 10-20

Metaxas Cancer Hospital of Piraeus an@oderate, 21-24 slight, 25-27 is indication of

underwent either chemotherapy, or radiothera 'ental d|sorder, 28-30 absence of mental
or a combination of these, or had undergo sorder. This scale has been translated and

surgery. The measuring tool for this researc elghedh |n2§3ree(232 (Foundo_ula_kls 13.94.)’ a_n(rj]
study was a self-report questionnaire, consisti ows that 23 1o score point s to distinguis
of 5 individual anonymous questionnaires. Fo etween normal and pathological symptoms, and

the data collection, permission and approval We;gerefore patients need_ fu_rther (.:“mcal and
neuropsychological examination. It is important

taken by the Scientific Committee of the

e to note that the MMSE score of a person can be
hospital. )

affected by the level of education, cultural

Data collection tools and measurement scales background, language and the difficulties

1. Demographic questionnaire of the SXPerienced.

population under study (anonymous) 5. Depression scale-Beck questionnaire

: . B.D.l)
2. General Health Questionnaire (GHQ) - 28 ( . . . .
This validated questionnaire has been WideIBeCk questionnaire for depression (BDI) is a

) . E{reliminary assessment tool, which has taken its
used in the general population by researchers in . L
ame from the American psychiatrist Aaron

various scientific fields such as medicine angeck who developed the basis of cognitive
psychology (Goldberg, 1997). It is a self-repor sychotherapy model. It has been widely used

guestionnaire, administered to adults of all ages . .
. Qr the detection and assessment of depression
and both sexes. It is used to detect recent (last _ . . . .
L severity. It consists of 21 entries - questions
two weeks) mental morbidity and focuses on twQ ; . , .
which the patient is asked to answer about how

gq;}grg]o'rr:gs%t;ea'r?gbr'gtgtir?; tgse:gtsiggngﬁgt t%'%ey feel on the day completing the questionnaire
eck & Steer, 1984).

appearance of new depressive psychologic
phenomena. It consists of 28 questions arBDI questions refer to the following factors:
includes four subscales regardingnood, pessimism, sense of failure, loss of
a) physical symptoms, b) anxiety and insomniaatisfaction, feelings of guilt, punishment feeling
¢) social functioning d) major depression. dislike of self, self-reproaches, suicidal ideation
. : ol LaeCTYING, irritability, social withdrawal,
GHQ-28 is completed using a four-point “Likert indecisiveness, distorted body image, efficiency
scale (0, 1,2,3). ; . . . :
at work, sleeping disorder, fatigue, disturbance in
3. DPQ Scale-Dysfunctional Preconception appetite, weight loss, physical preoccupation,
Questionnaire M. Vassiliadou, D Goldberg loss of libido. It has been weighed in Greek and
This is a questionnaire that explores thés use is widespread (Jemos J. Beck 1984). The
dysfunctional preconceptions of patients whicljuestions are scored with 0, 1, 2, 3, depending on
helps health professionals to design a bri¢he patient's response. Rating 0-9: indicates
therapeutic psychological treatment. The DP@inimal depression, 10-18: indicates mild
guestionnaire consists of 24 questions witbepression, 19-29: indicates moderate depression
dilemmas that people often face in their livesand 30-63: indicates severe depressi@eck,
The respondent expresses what they think ad884).
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Statistics The findings of this research show that

The SPSS-17.0 statistical package was used depression in cancer patients (a significant
analyse the data. Descriptive and inferentigdroportion of which were end-stage patients) is
statistics was performed. The duration of diseaseoderate, while their mental condition is
was classified into four quarters (<15 monthssatisfactory. In addition, the stage of the disease
16-22, 22-24, >24 months). Parametric andnd the medication are related to the type and
nonparametric methods were used according severity of the mental disorder. Those receiving
indications. Specifically, the statistical methodsinalgesics showed greater social dysfunction,
t-test and ANOVA were employed forhigher depression score and lower cognitive
comparisons between two or more sampleperformance than those who did not use
respectively, and the x2 test and its variatiorsnalgesics.

(likelihood ratio and Fisher's test) depending o
the number of observations. The level o
statistical significance was set at p=0.05.

:llhe appearance of mental disorders is expected
In cancer patients, particularly those on the end
stage of their illness and the profound distress of
Results the patients is an important public health issue
. - (Car et al., 2012). Especially in patients with
0

The majority of participants were male (51 /o)tgetastatic cancer (end-stage), depression is a

basic education graduates (61%) and marri% - .-
: : gnificant comorbidity. Chemotherapy and other
(68%) (Table 1). The mean disease duration for ncer treatment methods are responsible for 40-

diagnosis time was 1.8+1.9 years. In a 0-10 poi% % of the patient's discomfort. However, the

: 0 e !
Likert scale, 64% of the participants rated the/%revalence of mental disorders and their intensity

pain inten_sity between 5-6 points, while 129 ary (Dugan et al, 1998). The investigation of
gave the highest rate (9-10 points) (Table 2). Singer et al., (2010) in cancer patients showed
The mean BDI values was 17.7+9.8,indicative dhat the most common psychiatric diagnosis was
mild depression. The mean MMSE value wadepression (11.6%), while the prevalence of
26.4+3.1, indicative of a satisfactory mentageneralized anxiety disorder was 5.7% and
function.Those  who reported analgesid0.4% for somatisation. However, other studies
consumption had a marginally statisticallypresent much higher rates, with the frequency of
significantly lower score in MMSE compareddepressive symptoms reaching 35% in
with those who did not(25.85 vs 27.04, p=0.058mbulatory patients with various types of cancer
and a statistically significantly higher score irn different stages of the disease, while in
the social dysfunction subscale of the GH@ospitalized patients the rate exceeds 50%
(Table 3). (Dugan et al, 1998). The advanced stage of the

, disease along with the lack of social resources
Table 4 shows the correlations between the,cerhate anxiety and depressive disorders

subscales according to disease duration. (Nordin et al, 2001; Priscilla et al, 2011)
statistically  significant positive correlation ' ' ’ '

occurred between BDI-GHQ in all time perioddHiowever, it is noted that treatment is given to
(marginally for the period between 22 to 24ess than half of patients in need. Indeed,
months), while correlation between BDI-DPQdepression is underdiagnosed and undertreated
occurred only during the period between 16 to 2fbr a very high rate of 80%. It is often difficut
months. distinguish  between  "proper" grief and
GHQ score was statistically significantly relatediepression, as the patient approaches the end of
to BDI score in both males and females (p=0.004eir life. For the treatment to be effective,dt i
and p=<0.001, respectively), while in malesecommended that antidepressants are introduced
GHQ was correlated with DPQ score at p=0.07darly in treatment and patients are supervised
level (Table 5). with a view to their maximum possible

. ) .adherence to medication. Pain, insomnia, fatigue
Table 6 shows tranquilizers consumption iR,y gepression along with anxiety constitute a

relation to the disease stage. A 90% of patieqt%rdw manageable mix of emotions, requiring

who took tranquilizers were of stage Il or IV,he jndividual approach and the holistic care of
compared with 75% of those who did not. Théye patient (Dunn et al, 2011; Galloway et al,
difference was statistically significant: p=0.020. 2012).

Discussion
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Table 1. Demographic characteristics of the sample

N (%)
Gender
Women 49
Men 51
Total 100
Age
20-29 1
30-39 7
40-49 15
50-59 32
60-69 25
>70 years old 20
Total 100
Educational level
Elementary 45
Junior High School 16
High School 29
Tertiary Education 10
Total 100
Marital status
Married 68
Unmarried 13
Divorced 13
Widowed 6
Total 100

Table 2. Pain intension sample distribution

Pain scale (grading) N(%)
0 8

1-2 26
3-4 10
5-6 20
7-8 24
9-10 12
Total 100
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Table 3. Analgesic use and MMSE-GHQ scales scores

Analgesics usg N | MT SD p

Somatization Yes 54| 11.3519| 3.65574 | 0.127
No 45| 10.1266| 4.26072

Anxiety and insomnia | Yes 54| 12.7778| 4.88612 | 0.114
No 45| 10.9968| 6.21165

Social dysfunction Yes 54| 13.9850| 4.73413 | 0.004
No 45| 11.2829| 4.39108

Depression Yes 54| 6.2097 | 5.10956| 0.600
No 45| 5.6320 | 5.79962

GHQ total Yes 54| 45.3291| 14.45817| 0.075
No 45| 39.6942| 16.68764

MMSE total Yes 54| 25.8588| 3.08087 | 0.054
No 45| 27.0444| 3.02982

Table 6. Disease stage and tranquilizers use

Disease stage
Tranquilizers | I 11 11 v Total
use
Yes 4 2 12 14 32
No 5 12 25 26 68
Total 9 14 37 40 100
X?, p=0,020
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Table 4. Scales correlation depending on diseasarédtion

Disease duration BDI GHQ
<15 months | Spearman's rhg DPQ | Correlation Coefficient -0.110| 0.083
p 0.654 | 0.735
N 19 19
BDI | Correlation Coefficient 0.799
p <0.001
N 19
16-21 months| Spearman's rho| DPQ | Correlation Coefficient 0.546 | 0.307
p 0.019 | 0.215
N 18 18
BDI | Correlation Coefficient 0.512
p 0.030
N 18
22-24 months| Spearman's rho | DPQ | Correlation Coefficient 0.058 | 0.166
p 0.802 | 0.472
N 21 21
BDI | Correlation Coefficient 0.062
p 0.791
N 21
>24 months | Spearman's rhg DPQ | Correlation Coefficient 0.263 | 0.244
p 0.385| 0.422
N 13 13
BDI | Correlation Coefficient 0.757
p 0.003
N 13

Table 5. Scales correlation depending on gender
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Gender DPQ | BDI
Spearman's rho| Female | GHQ | Correlation Coefficient 0.110| 0.638
p 0.453| <0.001

N 49 49
DPQ | Correlation Coefficient 0.170
Sig. (2-tailed) 0.242

N 49
Male GHQ | Correlation Coefficient 0.252| 0.395
p 0.074| 0.004

N 51 51
DPQ | Correlation Coefficient 0.186
p 0.192

N 51

Pain and fatigue, the prevalence of which reachasental burden that are not detected by doctors
80%, are the most common symptoms in cancand reveals specific areas that require
patients and are associated with the disease itsaeliervention (Palma et al, 2008).

and its treatment (Theobald, 2004). AnalgeswEhe results of this study provide a starting point

or further investigation of the factors associated
with the development of mental disorders in
gancer patients.

consumption in this study seems to differentiat
for the worse the responses of participant
showing the complex etiology of mental
disorders in cancer patients and its function wit
their basic needs. Future research should particularly focus on
I%nalgesic therapy and the need for early

The sourse of depression and anxiety diffe ntervention to prevent depression, so that the
significantly from patient to patient and they aré P P o )
increase of the years of survival that is so

associated with the quality of life, bearing in,.. :
mind that anxiety is higher in newly diagnosed‘.j'ﬁ'%umt/ conqglered \;\.',[OUI?l.?e accompanied by
Young patients with higher levels of stress in th%be est possible quality ot lite.

beginning of the disease are likely to presentimitations

higher levels of depression in the future_ . . _
(Galloway et al, 2012). This was a convenience sample of patients, the

majority of which were over 50 years old and
This study also shows the importance of usingensioners, whose disease in a significant
self-report questionnaires that significantly helpercentage was end-stage. In addition, no
to clarify issues relating to the mental health gbsychiatric interview was used, which could
cancer patients and help towards the individupkovide additional information on the mental
approach to each patient and their holistic care. state of patients. Also, about 30% of patients
Often, health professionals do not accept the udgre recewing "?“.“'depress.a”t treatment, which
of calculation scales for psychopathologicarlnaly have modified the final results of the
symptoms because of the perception thapeasurements.
depression constitutes a rather normal reaction Therefore, our results, although limited, are not
a terminal disease and therefore there is no poineralizable. Additional research by type of
fighting it, while questioning its measurabilitycancer and in a wide range of ages is expected to
(Trask, 2004, Shi et al, 2011). However, theurther elucidate the findings of this study.
completion of questionnaires by the patient

themselves shows that there are aspects of thefr c'ences
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