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Abstract

Background: common mental disorders are common co-morbid among cancer patients affecting,

29-60% of cancer patients. Therefore, the aim of this study is to determine the magnitude of
common mental disorders (CMDs) and factors associated with it among cancer patients in Saint

Paul Hospital Millennium Medical College (SPHMMC) in Addis Ababa, Ethiopia.

Methods: Hospital based analytic cross-sectional study which included 179 cancer patients was
conducted in SPHMMC, Addis Ababa, Ethiopia. CMDs were assessed using standard tool Kessler
10. Descriptive statistics were done based on the standard Kessler 10 cut off points (0-19, 20-24,
25-29, and 30-50). Bivariate and multivariate logistic regression was done to identify factors

associated with CMD.

Result: The prevalence of CMDs among breast cancer patients were 27.4% (49/179). According
to the Kessler 10 score categorization, (19/179 (10.6%), 17/179 (9.5%), and 13/179 (7.3%) of these
patients were having mild, moderate and severe CMD respectively. 130/179 (72.6%) were likely
to be well. Comorbid medical illness, employment and family history of CMD were significantly

associated with CMDs.

Conclusion: This study found that one in four among cancer patients had CMD. This study
demonstrated significant association between CMD and chronic medical illnesses, family history,
& employment status among adult cancer patients. Researcher should aware oncology unit on the

findings, and Practitioners and policy makers needs to be sensitive to findings of this study

Keywords: CMD, Kessler 10, cancer, Ethiopia
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CHAPTER 1

INTRODUCTION

1.1 Background

Study of the relationship between poor physical health and high mortality in people with mental
illness has a long history (1). Psychological distress is frequently observed among cancer patients
during the clinical course of the disease and patients are confronted with problems such as fear of
death, unresolved issues and pain (2). Previous studies have indicated that psychological disorders
are common in patients with cancer and might have significant influence on overall morbidity and
mortality ,though, adequate data are lacking to better assess this influence and the potential benefits
of interventions (3). For adults diagnosed with cancer and other chronic illnesses, the “risk of
psychological disability” is nearly six times higher than for adults not living with cancer.
Moreover, population-based data indicate that adult cancer survivors are more than twice as likely

to have “disabling psychological problems” as adults without cancer (4).

Although the adverse effects of cancer diagnosis and treatments on mental health are known, about
less than 10% of patients are estimated to be referred to seek help. The primary purpose of this
study is to obtain baseline information on mental health of patients with cancer at oncology
outpatient clinic, and to identify risk factors that may provide clues healthcare practitioners in

recognizing those needing psychiatric help in oncology practice.

One out of three people diagnosed with cancer also wind up struggling with a mental health
disorder such as anxiety and depression. Many people seem to cope with the natural stress of a
cancer diagnosis, but for about 32% of cancer patients, the diagnosis may prompt a full-blown

psychological disorder (5).

Depression affects performance of routine activities, quality of sleep, and productivity of the
affected individual (6). It can also negatively affect the outcome of individual’s chronic diseases
such as diabetes, cardiovascular diseases, cancer, and obesity (7). On the other hand, anxiety is a
response of body to a perceived threat which is triggered by an individual’s beliefs, feelings, and

thoughts and is characterized by worried thoughts, tension, and increased sympathetic outflow,



difficulty of swallowing, dizziness, and chest pain. Anxiety can often co-exist with major

depression which worsen the clinical course (8).

Cancer is a rapidly growing public health problem in low- and lower-middle-income countries
(LLMICs) (9). There is evidence from upper-income countries that co morbid mental illness is
common and can adversely affect cancer outcomes. Little is known about this burden in LLMICs

(10).

According to the study done on prevalence of depression and pain complaints , in Addis Ababa
university in 2016 , prevalence of depression was 39.9% and prevalence of pain complaint was

70% (11).

1.2 Statement of The Problem

Substantial rate of mental disorders exists in patients with cancer (12). Most cancer patients may
suffer from psychological problems in varying degrees (13). Psychological distress may be part of
a reaction to the cancer diagnosis but in many patients, it persists, causing an added burden during
treatment and leading to more difficulty with general management and symptom control, increased

length of hospital stays and decreased compliance with treatment (3).

However, these psychiatric disorders in cancer patients seem to be ignored and left untreated.
Understanding these common psychiatric disorders and associated social factors found in cancer
patients can help to plan for effective treatment of these patients and may result in more treatment

success (3).

Therefore, having a good understanding on the prevalence and risk factors of psychological

problems among cancer patients is helpful in identifying high-risk patients (14).



1.3 Significance of The Study

Despite the fact that mental disorders are the commonest co morbidities in cancer, it still is
significantly under diagnosed hence probably untreated (15). Primary reactions of patients to the
diagnosis of having tumors often followed by a period of emotional instability marked with
increased anxiety, depressive mood and decrease of daily activities and proportion of cancer
patients develop psychiatric disorders following the diagnosis which requires special treatment
(16). A number of patients also have psychiatric disorders, that already exist premorbid or recur
because of the increased strain as a result of the disease and its treatment (e.g. recurrent depressive

disorder) (16).

The diagnosis and treatment of cancer have a significant impact on mental health, and are
associated with a physical, emotional and financial burden both on individuals and on society as a
whole (16). Both these major non-communicable diseases have close interdependencies.
Nevertheless, their clinical and research communities have traditionally not worked together much.
This view has recently been reinforced by a report from the King’s Fund and Centre for Mental

Health (16).

Cancer is rapidly growing public health problem in low- and lower-middle-income countries
(LLMICs). There is evidence from upper-income countries that co morbid mental illness is
common and can adversely impact cancer outcomes. Little is known about this burden in LLMICs

(16).

Although mental illnesses are significantly prevalent in cancer patients, there is little information
available on the extent of mental disorders in cancer patients in Ethiopia (17). Assessing the
prevalence of cancer related mental disorders, and associated factors causing patients experience
various problems is greatly helpful to different sectors functioning on health and others described
following below. The output of this study is useful to the hospitals and to health care providers to
improve their services to patients of cancer. It also uses a base line to the researchers interested to

study the case by adding the variables not addressed in this research.



The outcome of the study is again useful to the policy makers to critically look at the major findings
and develop the new one that can alleviate the problems. The major gaps such as shortage of skilled
human power, budget and lack of cooperation between oncologists and counselors retain the policy

makers’ attention for their say.



CHAPTER 2

LITERATURE REVIEW
2.1. What Are Common Mental Disorders?

CMDs refer to conditions of psychic distress that are the most prevalent psychiatric disorders,
including the groups of anxiety, depressive, and substance abuse disorders (mainly alcohol), in

their mild or even moderate forms.

They are well-known causes of major functional incapacity, which is often as significant as that
seen in well-established psychiatric conditions. In addition to the individual’s distress, this
condition has a considerable socioeconomic impact due to absenteeism and demands for health
services, and thus represents a public health concern. CMDs have particularly significant
implications regarding women’s health and prenatal and childhood health (10)

CMDs are psychiatric/psychological problems that can usually be seen among oncology patients
(14). CMDs are primarily affective and anxiety disorders which affect approximately one third of

persons with cancer in acute care Hospitals(14).

Anxiety associated with cancer amplifies feelings of pain, interferes with sleep habits, causes
nausea and vomiting, and negatively effects on patients’ quality of life. Unless it is treated serious
anxiety can affect the length of patients’ life. Anxiety symptoms are common at the initial stage
of cancer diagnosis, during treatment decisions, as well as with concerns about return of the disease

or disease progression (14).

Contrary to all assumptions patients with advanced cancer have less fear of death but greater from

uncontrollable pain, state of loneliness and dependence on others (14).

The World Health Organization defines mental health as: “... a state of well-being in which the
individual realizes his or her own abilities, can cope with the normal stresses of life, can work
productively and fruitfully, and is able to make a contribution to his or her community.” (World

Health Organization).



2.2 Prevalence of Common Mental Disorders in Cancer

In united states, psychological disorders are a commonly found co morbidity in cancer patients
and survivors, and, if untreated, they potentially can have a negative impact on their care (18).
Correcting for the lack of research at the intersection of cancer and mental health requires a
fundamental shift in research interests and reprioritization of resources (17). For adults diagnosed
with cancer and other chronic illnesses, the “risk of psychological disability” is nearly six times
higher than for adults not living with cancer (4). Moreover, population-based data indicate that
adult cancer survivors are more than twice as likely to have “disabling psychological problems”

as adults without cancer (19).

World Mental Health Surveys assessed prevalence of CMDs in cancer patients, a study composed
active cancer patients (357), cancer survivors (1373), and cancer free respondents (64657) with
adjusted for socio-demographic confounders and other life time chronic conditions. The study
found that prevalence of CMD among active cancer was higher(18.r%), than cancer free
respondents (13.3%) and cancer survivors(14.6%), which shows prevalence of CMD to be highest
among active cancer patients , lower among survivors , and lowest among cancer free respondents

(20). Community respondents with active cancer have higher CMD rates and high treatment

gap(19).

A study which was done by European Journal of Cancer on psychiatric disorders and associated
factors in cancer patients, in a setting that includes inpatient, rehabilitation and outpatient treatment
, reported that an association between mental disorders ,especially affective and anxiety disorders
are highly prevalent in patients with cancer (19). Through a cross sectional design 517 patients
(75% females) from two acute inpatient clinics, two rehabilitation clinic, and nine specialized
practices for oncology were examined with standardized scales for psychological burden and
quality of life. Somatic parameters were assessed through standardized medical records.
Differences in the type of mental disorders were examined for gender, treatment setting, severity
of cancer and physical impairment. Prevalence of mental disorders were 23.5% for the four weeks
, 40% for the 12 weeks , and 56.5% for the life time periods (19). The current and 12 month rate
of affective and anxiety disorders were approximately 25-33% higher than prevalence rates in

recent epidemiological studies of the general population (19).



According to Dana Farber Cancer Institute and Brigham and Women’s Hospital, Harvard Medical
School Center for Palliative Care, Boston, Massachusetts, about 50% of patients with advanced
cancer meet criteria for a psychiatric disorder, the most common being adjustment disorders (11%-—

35%) and major depression (5%—26%) (21).

Cancer Association of south Africa (CANSA) reported one out of three people diagnosed with
cancer also wind up struggling with mental health disorder such anxiety and depression (22). Many
people seem to cope with the natural stress of cancer diagnosis, but for about 32 percent of cancer

patients , the diagnosis may prompt a full blown psychological disorder (19).

The majority of studies evaluating the prevalence of psychiatric comorbidity in cancer have been
conducted in upper-income countries (9). Cancer is rapidly growing public health problem in low-
and lower-middle income countries (LLMIC), but little is known about the burden of cancer in
LLMIC (9). A systematic review and meta-analysis to assess psychiatric disorders among people
with cancer in LLMIC compared results of upper income countries with LLMIC and have
estimated the pooled prevalence of comorbid mental disorders as being 32%, (9)comorbid mood

disorders to range from 30% to 40% (9)and comorbid depression to range from 8% to 24% (9).

Cancer, one of the non-communicable diseases, is among the major causes of morbidity and
death in Ethiopia, yet the prevalence of CMD in cancer patients is not yet well studied with huge
information gap. A facility-based cross sectional study done on Prevalence of Depression and
Anxiety and Associated Factors among Cancer Patient at Tikur Anbessa Hospital, found that the
prevalence of depression is 63% and the prevalence of anxiety is 56.8% among cancer patients at

Tikur Anbessa Specialized Hospital (23).



2.3. Clinical Presentation and treatment of CMDs

A patient with mental health problem can have variety of signs and symptoms of presentation
which can be a clue for assessment of mental disorders. The American Psychiatric Association
states that if several of the following are occurring, it may useful to follow up with a mental health

professional.

Cancer patients with co morbid depression disorders present with depressed mood, loss of interest
or pleasure(feels sad , empty, hopeless), sleep changes, feeling of worthless or excessive guilt,

diminished ability to concentrate, recurrent thoughts of death (24).

Patients diagnosed cancer and having co morbid anxiety presents with a clinical picture of marked
fear or anxiousness, palpitation, sweating, shaking, easy fatigue, difficulty of concentrating,

irritability, sleep disturbance (24).

Cancer patients with trauma and stress related disorders can present with marked distress after
being diagnosed with of cancer, involuntary distressing intrusive memory, recurrent distressing
dreams, persistent avoidance of stimuli related to their diagnosed cancer, alteration in arousal and

reactivity (24).

The quality of life of cancer survivors is multifaceted and is influenced by variety of cancer-related
and noncancer factors from the time of cancer diagnosis through long-term survivorship. Physical
health and symptoms directly affect mental health, and vice versa(25). Studies of quality of life in
cancer survivors have examined both the physical and mental health consequences of cancer and
its treatments. Health care providers have focused largely on patients’ physical symptoms and

physical health status, and less emphasis has been placed on mental health issues (25).

Studies demonstrate that psychotherapy, psycho education and relaxation training may have small
to medium short-term effects on relieving emotional distress and reducing symptoms of anxiety
and depression, as well as improving health-related quality of life (26).

American Society of Clinical Oncology (ASCO) published adapted guidelines for the screening,

assessment, and treatment of anxiety and depressive symptoms in adults with cancer and suggest

-8-



annual mental health screening using the ASCO guidelines described previously, with appropriate

referrals to mental health professionals in patients’ communities or surrounding areas (25).

The National Institute of Health and Clinical Excellence has published intervention guidelines for
common mental disorders, and so has the World Health Organization (WHO), with the main focus
on primary care practitioners (the Mental Health Gap Action Program, which also made available

in its website the effect sizes of recommended interventions (17).



CHAPTER 3

OBJECTIVES

3.1 General Objective

* To determine the prevalence of CMDs and Associated factors among

patients with Cancer on follow up at SPHMMC

3.2 Specific Objectives

* To quantify the prevalence of CMDs among patients with Cancer on
follow up at St. Paul’s Hospital Millennium Medical College

* To describe associated factors to CMDs among patients with Cancer on

follow up at SPHMMC

-10-



CHAPTER 4

METHODOLOGY

4.1 Study Setting and Period

Study on prevalence of CMDs in patients with cancer was conducted at SPHMMC Oncology OPD,
Addis Ababa Ethiopia, from 01/09/2020 to 31/10 /2020GC.

Saint Paul’s hospital is the second largest referral public hospital in Addis Ababa, Ethiopia. The
Hospital was established in 1968 and opened medical school in 2007. Its core service includes the
provision of medical care, teaching and research. The Hospital’s Oncology department started
service around one year and half ago and currently provides OPD service for adults, children and
adolescents. SPHMMC opened its oncology department to be the second Hospital offering cancer
treatment in the country, following Black Lion Hospital, and shared Black Lions burden for
Chemotherapy. SPHMMC is also building a nine-story building to become an Oncology
excellence center for the country. It also provides teaching service for both undergraduate and post

graduate medical education.

4.2 Study Design

Hospital based analytic cross-sectional study design was conducted on the prevalence and
associated factors of common mental disorders in patients with cancer attending SPHMMC

oncology OPD, using interviewer administered structured questionnaire to collect data.

-11-



4.3 Populations

4.3.1 Source Population

The source population was all patients attending SPHMMC oncology OPD diagnosed to have
cancer by the attending physician. The sampling frame was all patients diagnosed with cancer

registered on follow up and new patient registry at SPHMMC oncology OPD.
4.3.2 Study Population

Study population included all patients attending SPHMMC oncology unit diagnosed to have

cancer by attending oncology unit that fulfill the inclusion criteria.

4.4 Inclusion and Exclusion Criteria

4.4.1 Inclusion Criteria

. All adult cancer patients attending the oncology clinic at SPHMMC during the study
period

. Age greater than or equal to 18 years.

. Those who gave informed consent

4.4.2 Exclusion Criteria
. Unable to hear or speak
. The presence of severe physical, cognitive or language impairments that would interfere

with a patient’s ability to give informed consent for research

-12 -



4.5 Sample Size Determination

The number of clients to be involved in the survey was determined using the formula.

_ (25)2xP(1-P)
- dz

N

N=(1.96)2 x 0.63(1 — 0.63)/(0.05)2
N= 353
N= Sample size
P= Prevalence of comorbid CMD in cancer patients
Z= Z-score at five level of significance
d= margin of sampling error

The sample size was calculated assuming the prevalence of comorbid CMD in cancer patients is
as 30% (27), sampling error to be 5% and with 95% confidence interval. Hence the sample size

was calculated to be 358.

Since total population is < 10,000 correction formula was used.

Nf = (N) (ni)
N +ni
Nf ~ 163

Where N = Average number of patients with cancer attending SPHMMC Psychiatry OPD in one-
month duration = 290, number of cancer patients who visited SPHMMC oncology opd, from

july1/20- august 6/2020, calculated from the log book of oncology OPD: SPHMMC, July, 2020.

With the assumption of 10% nonresponsive rate, the number of clients involved in the survey was

determined to be 179.

Convenient sampling technique was employed to select patients who participate in the survey.

-13-



4.6 Sampling Procedure

At SPHMMC, Patients were interviewed after they had completed the normal OPD visit. The
average total number of cancer patients expected to visit the hospital was counted to be 290 in one-
month period as counted from the register. The first participant interviewed was the 1st patient
with cancer who completed the OPD visit and became the 1st to give consent. In cases of patients
who were not interested to participate in the study, the next patient was a candidate until a willing

person was met, and continued from the last patient who gave the consent to participate.

4.7 Data Collection Procedure and Measurement

4.7.1 The Questionnaire

A structured questionnaire adapted from a socio-demographic profiles of the client and semi-
structured questionnaire developed from a diagnostic tool, kessler-10 (Kessler psychological

distress scale (k10)) to screen comorbid CMD, was used.

Kessler-10 is a 10-item questionnaire intended to yield a global measure of distress based on
questions about anxiety and depressive symptom that a person has experienced in the most recent
4 week period with specificity and sensitivity of 83% and 86% respectively (28). Scores will range
from 10 to 50.

People seen in primary care who score under 20 are likely to be well; score 20-24 are likely to
have a mild mental disorder; score 25-29 are likely to have moderate mental disorder; and score

30 and over are likely to have a severe mental disorder

The questionnaire was translated to Amharic & Afan-Orommo and back translated to English by
mental health professionals who are not used to the K10, to ensure the validity and reliability of

the instrument.

-14 -



4.7.2 Data Collection Method

A structured questionnaire was developed based primarily on sources from previous researches
and literature review and the above-mentioned diagnostic tools with some modification to fit into

our setup. The data was collected during working days.

Questionnaire was filled by trained nurses after the necessary briefing was given by principal

investigator.

Twenty questionnaires were pre-tested at SPHMMC, oncology OPD, to check for clarity of the
questions and completeness by the data collectors and principal investigator. Appropriate
correction was done to the questionnaires if gaps were found during pretesting. The pretest

participants were excluded from study.
4.7.3. Data Entry and Analysis

After completion of data collection, the data was cleared & entered in Epi Info version 7 and
analyzed using SPSS version 20 and was presented with tables. An association was determined

using a logistic regression analysis specifically bivariate logistic regression analysis.
4.7.4. Data Quality Assurance

There was a one-day training program by the principal investigator to be given to the data

collectors before actual data collection period.

The questionnaire was produced and organized as simple as possible so that it could easily be
understood by both data collectors and respondents and it was pretested before actual data

collection period.

-15 -



4.8 Study variables

4.8.1 Independent Variables

. Age

. Sex

. Marital status

. Educational status

. Average monthly income

. Employment status

. Social support system

. Duration of illness

. Type of current treatment

. Side effects from treatment
. Comorbid chronic medical illnesses

. Family history of CMD
4.8.2 Dependent Variables

. Kessler Score (CMD)

-16 -



4.9 Ethical Consideration

Before commencing data collection, ethical clearance and a letter of support was obtained from

SPHMMC, research ethical review committee.

After final clearance and approval, the letter was submitted to SPHMMC Psychiatry department
Office. Objective and use of the interview were explained to the respondents and their verbal
consent was obtained. It was explained for Study participants as they have the full right not to
participate in the study if they were not willing or to quit their participation in the study at any time
if they want. To ensure confidentiality of information, participants name was not used during data
collection and this was clearly explained to participants of the study. The questionnaires and others
tools were coded to exclude showing names; no references were made in oral or written reports
that could link participants to the research. No conflict of interest was considered in doing the
research. Patients who were found by the study to have a clinically significant common mental

disorders were linked to receive appropriate treatment.
4.10 Dissemination of Results

The findings of this study are to be presented to SPHMMC, psychiatry department. It will also be
sent to public health department for school publication presented in scientific conferences and
published in a scientific journal. It also will be sent to local and international journal clubs to serve

as further reference.
4.11 Operational Definitions

Common mental disorders (CMDSs): Cut scores and definition

Mentally Well === A person who score sunder 20 in Kessler- 10item questionnaire.
Mild mental disorder === A person who scores 20-24 in Kessler- 10 item questionnaire.
Moderate mental disorder ==A person who scores 25-29 in Kessler- 10 item questionnaire.
Severe mental disorder— A person who scores 30 and over in Kessler- 10 item questionnaire

A cancer patient====)is a patient labelled to have cancer disease by an attending physician in

oncology department

-17 -



CHAPTER FIVE

RESULT

A total of 179 patients were enrolled in this study to assess the prevalence and associated factors
of common mental disorders in patients with Cancer. All of the selected subjects participated in

the study. Baseline demographic and clinical characteristics are included in the analysis.
5.1 Demographic Characteristics of Participants

Table 1 Socio-demographic characteristics of the participant (n=179)

Variables Categories Frequenc Percentage (%)
Sex Male 63 35.2
Female 116 64.8
Age 18-30 26 14.5
31-50 81 45.3
>50 72 40.2
Address Urban 130 72.6
Rural 49 274
Current Single 18 10.1
relationship  Married 131 73.2
status Separated 30 16.8
Highest level Cannot read and write 14 7.8
of education Can Read and write 31 17.3
Elementary 30 16.8
High school 56 31.3
College and above 48 26.8
Employment Employed 117 65.4
status Unemployed 62 34.6
Income 0-499 11 10.8
500-2499 4 3.9
s> 2500 13 12.7
Source of Monthly Salary 49 27.4
income Daily labor 20 11.2
Pocket money from family 61 34.1
Asking from people 11 6.1
Renting home 11 6.1
Pension 5 2.8
Others 22 12.3
Social Family 125 69.8
support Relative 17 9.5
Neighbor 2 1.1
Friends 1 .6
None 34 19.0

-18-



The demographic characteristics of the recipient subjects are shown in Table 1. Among the
participants one hundred sixteen were female. Eighty-one (45.3%) of the respondents age lies
between 31 and 50. The majority of patients who participated in the study were from the urban
areas (72.6%) and Married (73.2%). Most of the participants’ social support is from their family
members 69.8%). Education levels varied, approximately 52.1% of recipients had completed a
high school education and above. More than half of the participant were employed (65.4%) and

their source of income was monthly salary.

5.2 The Clinical Characteristics of The Patients

The clinical characteristics of the patients are shown in table 2.

More than one third of the participants reported that the onset of symptoms was 13 to 72 Months
(38%) of onset of the illness and more than half of them began the first treatment within six months
(52%) of the diagnosis. Among participants 91.1% of them had less than three-time relapse history
and 57.5 % were treated as outpatient using chemotherapy as treatment option (60.9%). One
hundred forty-seven (147) participants reported side effect (82.1%) and, 5.6% had family history

of common mental disorders.

-19-



Table 2: Clinical Characteristics of the participant (n=179)

Variables Categories Frequency Percentage
)
Duration from the onset of symptoms <6 Month 34 19.0
7 to 12 Month 64 35.8
13to 72 Month 68 38.0
73 to 143 Month 9 5.0
> 145 months 4 2.2
Duration from start of treatment <6 Month 93 52.0
7 to 12 Month 58 324
13to 72 Month 25 14.0
>73 1 .6
Number of recurrences/relapses <3 163 91.1
4t06 14 7.8
>7 2 1.1
Admission Yes 76 42.5
No 103 57.5
Type of current treatment group. Chemotherapy 109 60.9
Surgery 4 2.2
combination 58 324
therapy
None 8 4.5
Prominent side effects from the treatment Yes 147 82.1
No 32 17.9
Comorbid chronic medical illnesses Yes 68 38.0
No 111 62.0
Family history of common mental Yes 10 5.6
disorders No 169 94.4

-20-



5.3 Prevalence of Common Mental Disorder Among Cancer Patient

All of the hundred seventy-nine participants were screened using kessler-10 (global measure of
distress (CMD) scale (k10)) to screen comorbid CMD. Forty-nine (27.4%) of the participants
scored 20 to 50 on K-10 and 130 (72.6) of them scored less than 20. The overall prevalence of

common mental disorders among cancer patients was 27.4%.

Figure one prevalence of mental disorder:

Haish

B Likely to he well
B milel disorder

O moderate disorder
M zevere disorder
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5.4 Analysis of Factors Associated with CMDs Among Cancer Patient

Table 3 Analysis of factors associated with common mental disorders among cancer patient

(n=179)

Variables

Sex

Male

Female

Age

18-30

31-50

>50

Address

Urban

Rural

Current relationship status
Single

Married
Separated

Level of education
College and above
High school
Elementary

Read and write
Cannot write and write
Employment status
Employed
Unemployed
Income

0 -499

500-2499

> 2500

Social support
Family

Relative

Neighbor

Friends

None

Clinical characteristics

CMD N (%)
Yes No
16 (32.7%) 47 (36.4%)
33 (67.3%) 82 (63.6%)
6(12.2%) 20(15.5%)
20(40.8%) 6046.5%)
23(46.9%) 49(38.0%)
31(63.3%) 99(76.7%)
18(36.7%) 30(23.3%)
4 (8.2%) 13(10.1%)
36(73.5%) 95(73.6%)
9(18.4%) 21(16.3%)
7(14.3%) 41(31.8%)
16(32.7%) 39(30.2%)
8(16.3%) 22(17.1%)
13(26.5%) 18(14.0%)
5(10.2%) 9(7.0%)
22(44.9%) 94(72.9%)
27(55.1%) 35(27.1%)
24(49.0%) 41(31.8%)
7(14.3%) 30(23.3%)
18(36.7%) 58(45.0%)
37(75.5%) 87(67.4%)
3(6.1%) 14(10.9%)
2(4. 1%) 1 (.8%)
7(14.3%) 27(20.9%)
37(75.5%) 87(67.4%)

COR (95%CI) AOR (95%CI) P

856(.43,1.72)
1

64(.23,1.8)
(34, 1.42)
1

54(.27,1.09)
1

67(.17,2.59)
88(.37,2.11)

1.3(.35,4.78)

72(.21,2.48)

65(.17,2.55)

31(.08,1.19)
1

3(.15, .6) ** 27(.12,.6) 001
1

1.92(.92,3.98)
.76(.29,2.03)

1.62(.65,4.0)
82(.18,3.67)
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Duration from the onset of
symptoms

<6 Month

7 to 12 Month

13 to 72 Month

73 to 143 Month

> 145 months

Admission

Yes

No

Type of current treatment
group
Chemotherapy
Surgery
combination therapy
None

Prominent side
from the treatment
Yes

No

Comorbid chronic medical
illnesses

Yes

effects

No

Family history of common
mental disorders

Yes

No

9(18.4%)
11(22.4%)
21(42.9%)
6(12.2%)
2(4.1%)

25(51.0%)
24(49.0%)

27(55.1%)
1(2.0%)
19(38.8%)
2(4.1%)

42(85.7%)
7(14.3%)

25(51.0%)

24(49.0%)

6(12.2%)

43(87.8%)

25(19.4%)
53(41.1%)
46(35.7%)
3(2.3%)
2(1.6%)

50(38.8%)
79(61.2%)

82(63.6%)
3(2.3%)
3829.5%
6(4.7%)

104(80.6%)
25(19.4%)

43(33.3%)

86(66.7%)

47(36.4%)

82(63.6%)

.36(.04,2.95)
21(.03,1.64)
45(.06,3.39)
2(.18,22.06)
1

1.61(.83,3.13)
1

.99(.19,5.19)
1(.06,16)
1.46(.27,7.93)
1

1.43(.57,3.55)

2.11(1.08,4.11) *

2.43(1.14,5.21)  .022

1

4.39(1.18,16.31) *  4.21(1.05,16.92) .043

1

* p-value < 0.05 and ** p-value <0.01

Comorbid chronic medical illnesses AOR:2.43,95%CI: (1.14,5.21), family history of common
mental disorder AOR=4.21,95%CI: (1.05,16.92) and employment AOR: 10.59, 95% CI: (2.43-

14.19) were significantly associated with mental distress among cancer patient.
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CHAPTER SIX

DISCUSSION

6.1 Discussion of Results

The United States spends billions of dollars annually on cancer research and studies indicate that
psychological disorders are common in patients with cancer and might have significant influence
on overall morbidity and mortality (18) and studies show it has varied prevalence. A study done
in Germany shows Prevalence rates of mental disorders were 23.5% for the 4-weeks, 40% for the
12-months, and 56.5% for the lifetime periods (29) but little work is done on prevalence of

common mental disorders and it’s impacts in Ethiopian cancer patients.

In this study of the 179 participants, 130(72.6%) scored <20, 19(10.6%) scored 20-24, 17(9.5%)
scored 25-29, 13(7.3% scored >= 30. Total of 49(27.4%) scored 20-50, who have common mental
disorder on Kessler-10, and 130(72.6%) score under 20 are likely to be well on Kessler-10.

The study was done taking the definition of CMDs in cancer patients as a Kessler score of >20
(28) making the overall prevalence of CMDs as a comorbidity 27.4%. The prevalence of this study
is comparable with the Population-based studies conducted in industrialized countries which
reported a prevalence of CMD ranging from 7 to 30%, with a mean of 17% (12.5% in men and
20% in women) (10). However this study is slightly lower than studies conducted in Latin
America, Africa, and India, the reported prevalence exceeded 30% in the community and

approximately 50% in the primary care setting (10).

It also is slightly smaller than studies conducted in Brazil, around 50% of patients seeking primary
care services were identified as suspected CMD cases (10). A study done in Istanbul University
shows somewhat higher incidence of psychological disorders in patients with cancer (30-60%),
with approximately 29-43% fulfilling the diagnostic criteria for psychiatric disorders (30)as
compared to the result of this study (27.4%).

The current study may differ from other studies due to methodological differences, especially the
sensitivity difference of the different screening tools and difference in clinical and other
psychosocial factors, of the study participants could be responsible for the discrepancies of the

findings. Some studies used Kessler Psychological Distress Scale (K10) where as other studies
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used Self-Reported Questionnaire (SRQ 20) for screening. The other factor might be cross-
cultural difference since Ethiopian has strong psychosocial bond and spiritual affiliation that helps

to reduce mental distress.

This study identified strong association between CMD and having family history of common
mental disorders AOR=4.21, 95% CI:(1.05,16.92). Patients with cancer were four times likely to
develop common mental disorder if they have family history of CMD. This may be due to
biological predisposition to mental illness as mental disorders run in families in general. A study
done in Bangladesh on relationship between positive family history of mental illness and major
psychiatric disorders shows that there is extensive evidence that major psychiatric disorders have

strong relationship with positive family history of mental illness (31).

Having comorbid chronic medical illness (AOR:2.43,95%CI: (1.14,5.21)) shows two and half
times more likely to be distressing than other cancer patients without comorbidity. This may be
due to the reasons that comorbid physical illness adds burden and impairs physically causing
increased functional impairment and increased expense (economic burden). A study done in brazil
on CMD and use of psychiatric drugs in cancer patients showed strong association between CMD
in cancer patients and physical health condition (35). Another study done in turkey on
characteristics and risk factors for common psychiatric disorders in patients with cancer seeking
help for mental health showed association between CMD in cancer patients and chronic medical

illness (34).

Employment is negatively associated with CMD AOR: 0.27, 95% CI: (.12,.6) found to be strongly
protective. This may be a reason that people with high income can visit health facility on time and
can offer for their health needs. This finding is consistent with findings of other studies done on
relationship of employment and mental health. Work is at the very core of contemporary life for
most people, providing financial security, personal identity, and an opportunity to make a
meaningful contribution to community life (32). A study done in Denmark, Arhus University, on
unemployment and mental disorders , an empirical analysis, showed that unemployment is strong

risk factor for mental disorders (33).
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6.2 Strength of The Study

¢ In the study comorbid mental disorder was screened using a very sensitive (86%) and specific

(83%) enough tool (Kessler-10) to assess symptoms of common mental disorders (34)(35).

e The result of the study can be used as a scaffolding for future researches

6.3 Limitations of The Study

This study was not without potential limitations:

The study design has inherent weakness being a cross sectional study, has the limitation to

test the temporal sequence of these events.

Small number of sample size affects the generalizability of the results to all patients with

Cancer.

Kessler 10 lacks validation study in Ethiopia.
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CHAPTER SEVEN
CONCLUSION AND RECOMMENDATION

1. Conclusion

This study reveals that a substantial number of cancer patients (two to three patients in ten) had
common mental disorders and extends the fact that CMD is a common comorbidity among adult

cancer patients similar to different studies done in different setups((9)(23)(19)(21)).

This study clearly demonstrated significant association between CMD, and chronic medical

illnesses, and family history among adult cancer patients.

Employment found to be protective factor for patients with cancer from common mental disorders.

2. Recommendation

The researcher should press on unfolding the findings to oncology unit and inform to link those
with significant CMD to SPHAMMC psychiatry opd. Practitioners and policy makers need to be

sensitive to findings of this study.

Active mental health screening of cancer patients for CMDs during their visit of oncology unit

(opd) and appropriate referrals to mental health professionals is recommended.

Further analysis of factors included and large-scale Hospital and community-based studies are also

recommended.

Standard validation of Kessler-10 in Ethiopia is mandatory.
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Annexes
Annex 1: Questionnaire

Introduction

My name is Dr. Haish Desta (psychiatry resident) I am working as data collector for the study
being conducted at St. Paul’s Hospital Millennium Medical College (SPHMMC), Department of
Oncology by Dr Haish Desta. I am asking if you agree or disagree to participate in the study after

knowing the purpose and general condition of the study which was stated below.

Title of the study: Prevalence of common mental disorders in patients with cancer among clients

attending SPHMMC, Oncology OPD, Addis Ababa, Ethiopia.

Purpose of the study: Assess the prevalence common mental disorders among patients with

cancer and the associated factors.

Risks and benefits: - The risk of participating in this study is very minimal. Except taking some
minutes, for the interview, there is no other risk that you will experience. By participating in this
study, you will not get direct benefit but the outcome of this study will be useful tool for mental

health care providers and consequently service users or clients and mental health service in general.
Consent form

You are selected to be one of the participants in the study. You have the full right to participate or
not to participate in the study if you are not willing to or quit at any time if you want. To ensure
confidentiality of information, your name will not be used during data collection instead code will
be used. The questionnaire will be coded to exclude showing names; no references will be made
in oral or written reports that could link participants to the research. The finding of study will be

general for the study population and will not reflect any thing particular of individual setting.
Are you willing to participate in the study?

1. Yes 2. No

Thank you very much.

If you agree to participate, please fill the following questionnaire
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Date: /

Identification Participant code:
II Socio-demographic
Questions Responses Skip
to/remarks
01 1. Male
Sex 2. Female
02 Age VyIS.
03 Address 1.Urban
2. Rural
04 Current Marital status 1. Single
2. Married
3. Separated
05 Current religion 1. Orthodox
2. Muslim
3. Protestant
4. Catholic
5. Others(specify)
06 Current educational | 1. College and above
status 2. High school
3. Elementary
4. Read and write
5. Illiterate
07 Average monthly income 1. <300
(Eth. Birr) 2. 300-600
3. 601-1000
4. 1001-1500
5. 1501-2000
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6. 2001-3000
7. >3000

08

Employment status

1 Employed
2 Unemployed

If answer is choice No 1, got to question No 209

09

Current Occupation

Civil/domestic servant
House wife

Daily laborer

Student

Merchant
Others(specify)

No response

10

Source of income

L kR WD =N R W N

Monthly Salary

Daily labor

Pocket money from family
Asking from people
Others (specify)

11

Social support system

—_—

Family
Relative
Neighbor
Friends
None

Others (specify)___
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I1I

cancer and medical History

Questions

Responses

Skip

/remarks

12 Duration from first symptoms (onset of yrs/
symptoms) months
13 Duration from First time treatment sought yrs/mo
ment
14 Number of recurrences/relapses
15 Number of admissions, if any
16 Type of current treatment group. 1 Chemotherapy
2 surgery
3 hormonal therapy
4 radiotherapy
S combination
therapy
6 none
17 Form of Administration, if taking 1 Oral
chemotherapy 2 1V
3 M
4 Combination
18 Dosage 1. High dose
2. Moderate
3. Low dose
19 Prominent side effects from chemotherapy, 1. Yes
surgery, hormonal therapy, radiotherapy, or 2. No
from combination
20 Phase of treatment 1. On treatment
2. In remission
3. On palliative care
21 Comorbid chronic medical illnesses 1. Diabetes Mellitus
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Hypertension
Cardiac illnesses
Renal disease
Tuberculosis
HIV/AIDS
None

Others (Specity)

e A o B

IV Screening for common mental disorders (CMDs)

Interviewer: The first question was asked as written. Use follow up probes or qualifiers were

used at interviewer discretion. Time frame referred to last four weeks unless stipulated.

These questions concern how you have been feeling over the past 30 days. Tick a box below each

question that best represents how patient has been.

S.No

1.None of
the time

2. A little of
the time
3.Some of
the time

4. Most of
the time
5.All of

the time

22 | During the last 30 days, about
how often did you feel tired out

for no good reason?

23 | During the last 30 days, about

how often did you feel nervous?

24 | During the last 30 days, about
how often did you feel so nervous
that nothing could calm you

down?
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1

2

25

During the last 30 days, about

how often did you feel hopeless?

26

During the last 30 days, about
how often did you feel restless or

fidgety?

27

During the last 30 days, about
how often did you feel so restless

you could not sit still?

28

During the last 30 days, about
how often did you feel

depressed?

29

During the last 30 days, about
how often did you feel that

everything was an effort?

30

During the last 30 days, about
how often did you feel so sad that

nothing could cheer you up?

31

During the last 30 days, about
how often did you feel

worthless?

Total score:

V.

Family history of common mental disorders (depression, anxiety)

Family History

1. Yes

2.

Family history of psychotic illnesses 1. Yes

2. adongP

ave(L®
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IV, ¢FAP8. PRAIPC Yaog® OC P+ELH TINGEPT TP T (Kessler-10)

t& | TPEPT
&
by By
& |3 |§ | =
< - =
SHE S5 =
) § T e =
g <] < g E =
— a foe) <t v
22 (HY A7L OC O-OT PaPLNC (PavndeT) (9% F 9°7 SUA LH L0712 101C?
23 (HY A7L OC O-AT 1MI° hav2(1CP (harhg-TP) o114 9°79° 11C ALOLNTP
CAFANT 9°7 PUA LK 10C?
24 (LY A28 OC ONT ALIT (LTI AP7T eaomid 0%t 9°7 PUA LI
a7t 1Inc?
25 HY A7 OC @O (1N9° havgh,idP O1a 9°79° 11C ALLIIPT PAFANT
L 97 PUA 10C?
26 (HY A7& OC O-AT PaPLIPIT MRI° W&t 271N+ A%t 9°7 PUA LH:
a7t 1nc?
27 OHY A7%E OC @-OT NMI° heeRpiTP o194 A7e NF avpavp PAF (It
LH 977 PUA 10C?
28 (Y A28 OC AT ATT79° AAMPICI® (PIPATII®) L9LA (9% F 9°7 PUA LI
L0TIP+ 1NC?
29 (OHY A7 OC @O 9°79° LU 2204 ALLhIT PINZ@- 9°7 LU LH 10C?
30 OHY AL @OC O-AT 0% PaoR4LT (98T 9°7 LUA LH LOaT1PT 10C?
31 (U A28 OC @AT U-79° 116 (AIPAN-0PGIC: avydyt: avig 8z Rapd(\-T17)

09L:P7% LRCT PINLD- I°7 PUA LK, 10C?

mPAA £9°C O-mt=

IV e0tan Féh
1. A0HON OAT 204137 091007k YargT (psychotic illnesses) LANTF A@- AA?

1. AP 2. A9
2. MO @OF 09 apa@F/av $on (mood disorders) PANT PANT D+ AA?

1.A% 2. ea9°
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V, Gaaffiiwwandhukkubasammuubaratamoowaliinwalgabataniijiraniif (“Kessler-10)
LakGaaffiiwwan

0. Gonkumaanattidhagahameehinbeeku

1. Hagasnattihindhagahamne

2. Yerooxigqoodhaaf

3. Yeroobaay’eef

4. Yeroohunda

101.Ji’atokkicha kana keessaatiimiirrimukaawuuyerooammamiifsittidhagahamaaturee ?
102.Ji’atokkicha kana keessaatiimiirrimukaawuusittidhagahamuuisaatiifwantikamiyyuu kin si
gammachiisuuhindandeenyeyeroohagamiif ?

103.Ji’atokkicha kana keessaatiitasgabbaa’uudandeessuusmiirricinqamuudhaayeroohagamiifsitti
dhagahamaature?

104.Ji’atokkicha kana keessaaticinqamuukeetirraakanka’ewantikamiyyuuakkahintasgabboofnekan
sigodheyeroohagamiitiif?

105.Ji’atokkicha kana keessaatiimiirriboqonnaadhabuuyeroohagamiitiif?

106.Ji’atokkicha kana keessaatisababamiiraboqonnaadhabuuurraakankan’eiddotokko
tasggabboofteakkahinteenyekansigodheyeroohagamiitiif?

107.Ji’atokkicha kana keessaatimiirri “ani namakamiiyyuuffayyaduuhindanda’uyookingatiihinqgabu”
jedhuyeroohagamiitiifsittidhagahame?

108.Ji’atokkicha kana keessaatiwantatokkolleeodoohinhojjetiinmiirridhadhabbiiyeroohagamiitiifsitti
dhagahame?

109.Ji’atokkicha kana keessaatimiirriabdiikutachuuyeroohagamiitiifsittidhagahame?
110.Ji’atokkicha kana keessaatiwantahunda (fkndubbachuu, ka’uu, deemuu, fikan kana fakkaatan)

dirqamaankangochaaturteeyeroohagamiitiif ?
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ANNEX 2

DUMMY TABLES

Table 1- Socio-demographic distribution among cancer patients with CMD cancer patients

without CMD, in cancer patients visiting SPHMMC Oncology OPD, 2020.

18-22

Age 23-27
28-32
33-37
38-42
>42
Address Urban
Rural
Male
Sex Female

Single

Marital status Married

Divorced

Widowed

Average monthly | <300
income (ETB) 300-600
601-1000
1001-1500
1501-2000
2001-3000
>3000
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Employment

status

Employed

Unemployed

Social  support

system

Parents

Sibling

Spouse

Relative

Neighbor

Friends

Work mates

None

Others

Table 2- Kessler 10 score of cancer patients attending adult OPD, SPHMMC Oncology OPD,

2020

Kessler Score

No

%

<20

20-24

25-29

>=30

Total
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Table 3— Chronic illnesses among patients with and without CMD attending SPHMMC Oncology
OPD, 2020.

Chronic illnesses Cancer patients with Cancer patients Total
cMD Without CMD
No %o No %o No %
Tuberculosis
HIV/AIDS

Renal Disease

Diabetes Mellitus

Hypertension

Cardiac illnesses

Others

None

Total

Table 4-Duration from first symptoms (onset of symptoms) Vs CMD in patients with Cancer

among patients attending adult OPD, SPHMMC Oncology OPD, 2020.

Duration Cancer patients with Cancer patients without Total
from  first common mental common mental
symptoms disorders (CMD) disorders (CMD)
No % No % No Yo
Total
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Table 5 — Relationship of number of recurrence/relapses with CMD in cancer patients attending

adult OPD, SPHMMC Oncology OPD, 2020.

Number of Cancer patients with Cancer patients Total
recurrences/relapses common mental without common

disorders (CMD) mental disorders

(CMD)

1*" Episode No % No % No %
2" Episode
3" Episode
4™ Episode
5% Episode
>5 Episodes

Total

Table 6 — Association of total duration of treatment with CMD in Cancer patients attending adult
OPD, SPHMMC Oncology OPD, 2020.

Total Cancer patients with Cancer  patients  without Total
duration on common mental common mental disorders
treatment disorders (CMD) (CMD)

No % No % No Yo
Total
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Table 7— Relationship of number of admissions with CMD in cancer patients attending adult OPD,
SPHMMC Oncology OPD, 2020.

Number of Cancer patients with Cancer patients without Total
admissions common mental common mental

disorders (CMD) disorders (CMD)

No % No % No Y%

>5

Total

Table 8 — Relationship of type of treatment with CMD in Cancer patients attending adult OPD,
SPHMMC Oncology OPD, 2020.

Type of Cancer patients with Cancer patients without Total
current common mental common mental
treatment disorders (CMD) disorders (CMD)
modality
No % No Yo No %
Chemotherapy
Surgery
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Hormone

therapy

€

Radiation

therapy

Combined

Table9 —Distribution of side effects from treatment in CMD and non-CMD Cancer patients, adult

OPD, SPHMMC Oncology OPD, 2020.

effects from

common

Prominent side Cancer

patients

mental

disorders (CMD)

Cancer patients without Total
common mental

disorders (CMD

yes

%

No

%

Yes | % |No % yes | % No | %

Chemotherapy

Radiation

therapy

Surgery

Hormone

therapy

Combined
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Table 10 — Relationship of phase/stage of illness with CMD in Cancer attending adult OPD,
SPHMMC Oncology OPD, 2020.

stage  of Cancer patients with common Cancer patients without common Total

cancer mental disorders (CMD) mental disorders (CMD)

No % No % No %

II

I

v

Table 11 — Pattern of family history of common mental disorders in cancer patients, adult OPD,

SPHMMC Oncology OPD, 2020

Family History Cancer patients with Cancer patients without Total
common mental common mental disorders
disorders (CMD) (CMD)
No % No % No %
Mood disorders
Yes
No
Total
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