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Abstract

Original Article

IntRoductIon

Breast and ovarian cancer are among the most frequently 
diagnosed forms of cancers among women in India. 
Cost-effective methods for early detection of these cancers 
are necessary.[1] Diagnosis, treatment, and recurrence of 
breast and ovarian cancers are a challenging experience that 
might have several impacts on the woman’s mental health 
and their family life.[2-8] The physical restraints of such 
an illness are undeniable, but the emotional, mental, and 
psychological changes that take place upon a diagnosis of 
breast cancer and ovarian cancer loom as well. Every aspect 
of an individual’s life is affected by terminal illness. The fear 
of reliving all of these experiences with a relapse has made 
them worry continuously. Considerable research has focused 
on identifying which subgroups of patients and survivors are 
at increased risk of experiencing poor psychological health 
and poor quality of life (QOL). Various predictors have been 

identified including sociodemographic and clinical factors.[9-11] 
According to various psychosocial models, psychological 
and sociodemographic factors contribute to the relationship 
between health and activities of daily life of the person.[12-15] 
Observation of anxiety and depression associated with 
diagnosis of ovarian and breast cancer has led to investigations 
of the potential role of sociodemographic factors.[16-18] To 
provide effective treatment for people suffering from mental 
health problems, it is critical to identify the barriers that they 
face when accessing mental health condition.[19] Deterioration 
in mental health and poor QOL is not a direct result of the 
illness but are mediated by a plethora of other important 
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psychosocial variables such as education level, socioeconomic 
status, residential status, financial burden, family type, family 
support, duration of illness, and many more.

The present study intended to examine if there was any effect 
of educational level, residential status, family type, duration of 
treatment, and income level of family on anxiety, depression, 
and QOL among the breast and ovarian cancer patients 
undergoing second- or subsequent-line chemotherapy.

subjects and Methods

In the present study, the technique of purposive sampling 
has been used. Forty married female cancer patients, aging 
between 40 and 60 years, education level ranges from no 
formal education to postgraduate degree, income level 
ranges from Rs. 1000 per month to Rs. 20000 per month, 
and undergoing second- or subsequent-line chemotherapy for 
the past 1–10 years were studied between April and October 
2016. Among 40 patients, 17 patients were suffering from 
breast cancer and the remaining had ovarian cancer. Data for 
the present study have been collected by a registered clinical 
psychologist under individual administration condition. At first, 
consent was taken from the patients. Psychological distress 
was assessed by the Hindi version of Hospital Anxiety and 
Depression Scale (HADS).[20] According to the scoring system, 
scores <11 were taken as cutoff for “normal limit” for both 
anxiety (HADS-A) and depression (HADS-D).[21] QOL of the 
patients were assessed by WHO QOL-BREF scale.[22] This has 
four different domains: physical health, psychological, social 
relationship, and environment. According to the literature, the 
cutoff score in all domains is 60.[23] Thus, any score below 60 
was regarded as poor QOL. Standard scoring procedures were 
followed. To determine the central tendency and the variability 
of the scores, the mean and standard deviation were calculated 
for all participants. To test the significance of difference of 
mean in terms of duration of treatment, residence, education 
level, family type, and income level, Levene’s F values (df: 38) 
were calculated. If Levene’s F value was significant, then 
nonparametric statistic Mann–Whitney U-test (df: 38) has been 
done or else parametric statistic independent samples t-test (df: 
38) has been done. Statistical analysis was done using  SPSS 
V20 software (IBM, Armonk, NY, United States of America).

Results

Among 40 patients, 17 patients were suffering from breast 
cancer and the remaining had ovarian cancer. All breast cancer 
and 19 ovarian cancer patients were receiving second-line 
chemotherapy. Four ovarian cancer patients were on the 
third line of  chemotherapy. Out of 40 individuals, 21 were 
in high education group and 19 were in low education group, 
persons having education above Class X were considered 
as high group, and those below were low group. Nineteen 
individuals were from rural and 21 from urban region. 
Twenty-two women were in high-income group and 18 
were in low-income group; those who have monthly income 

Table 1: Effects of different socio‑demographic factors on 
level of Anxiety

Variables Mean Levene’s 
F

F level of 
significance

t P

Education
Low education 16 0.550 0.463 5.008 0.004
High education 12

Residential status
Rural 16.58 0.010 0.920 3.504 0.000
Urban 11.57

Family type
Joint 13.86 0.375 0.545 -0.31 0.826
Nuclear 14.17

Income level
Low income 16.79 0.055 0.815 4.36 0.001
High income 12.42

Duration of treatment
Duration (>2 yrs) 13.17 6.503* 0.015 -1.424 0.268
Duration (<2 yrs) 14.59

Table 2: Mann‑Whitney U test

Variable Duration of 
the treatment

Mean 
rank

Sum of 
ranks

U Significance

Anxiety <2 years 18.61 335.00 164 0.353
>2 years 22.05 485.00

Table 3: Effects of different socio‑demographic factors on 
level of depression

Variables Mean Levene’s 
F

F level of 
significance

t P

Education
Low education 17 1.410 0.242 4.86 0.024
High education 14

Residential Status
Rural 18.05 0.006 0.941 3.18 0.000
Urban 13.19

Family type
Joint 15.28 0.697 0.409 -0.71 0.651
Nuclear 16

Income level
Low income 17.78 0.007 0.932 3.52 0.016
High income 14.27

Duration of treatment
Duration(>2 yrs) 14.72 0.970 0.331 -1.41 0.328
Duration (<2 yrs) 16.13

Rs. 5000 and above were considered as high group. Seventeen 
persons were from joint family and 23 were from nuclear 
family type. Twenty-four out of forty women were suffering 
from the illness for 2 years or more. It can be said that there 
was a significant effect of educational level on anxiety 
[Tables 1 and 2], depression [Table 3], and QOL [Table 4] 
among the patients. There was a significant effect of residential 
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status on anxiety [Tables 1 and 2], depression [Table 3], 
and QOL [Table 4]. Income level had a significant impact 
on anxiety [Tables 1 and 2], depression [Table 3], and 
QOL [Table 4]. However, there was no significant effect of 
family type on anxiety [Tables 1 and 2], depression [Table 3], 
and QOL [Table 4] among all the patients. Results on Table 1 
revealed that Levene’s F value was also significant, showing 
lack of homogeneity and implying large variations within 
group. Hence, nonparametric statistics Mann–Whitney 
U-test has been done to test the significance for anxiety. 
There was no significant effect of duration of treatment 
on anxiety [Tables 1 and 2], depression [Table 3], and 
QOL [Table 4] among the patients undergoing second- or 
subsequent-line chemotherapy.

dIscussIon

Breast cancer and ovarian cancer are common cancers among 
women associated with distressing symptoms.[24-26] It is 
important to take into consideration pain, anxiety, depression, 
the impairment of cognitive functions, and the QOL, both 
during and after cancer treatment. If left untreated, anxiety 
and depression may even be associated with lower survival 
rates from cancer. Patients often observe emotional, cognitive, 
and behavioral changes after relapse of the disease that 
gives rise to increased subjective level of distress, leading to 
refusal of therapy.[27-29] Partners and family members of the 
patients also face a time of readjustment after diagnosis and 
treatment of breast and ovarian cancer. Various studies have 
described the effect of chemotherapy on life and behavior.[30] 
Psycho-oncology focuses on two important psychological 
aspects of cancer: psychological, emotional, or behavioral 
reaction of cancer and various psychosocial contributing 
factors that may influence the disease progression.[31] The role 
of psychosocial factors in female cancer patients has been 
recognized as important since a long time by researchers.[32,33] 

There are many potential psychosocial factors associated with 
poor mental health and poor QOL in female cancer patients 
which have been analyzed in the present study.

This study had shown that persons belonging to lower educational 
group tend to have higher level of depression [Table 3], 
anxiety [Tables 1 and 2], and poor QOL [Table 4]. From the 
interview with the patients, it has been revealed that in India, 
many schools included information regarding cancer and various 
terminal illnesses as a part of mandatory subject and thus help in 
spreading awareness among their pupils. The person who does not 
have higher education gets deprived of these kinds of important 
social education and thus has less amount of knowledge regarding 
terminal illness, treatment outcome, and probable recurrence 
of the disease which might lead to increased inner discomfort, 
tension, and anxiety. Individuals with low education level might 
have lower level of confidence that might be a reason of their 
proneness toward social inhibition and loneliness. Education 
level is an important indicator of an individual’s socioeconomic 
status and is considered one of the predisposing factors toward 
the use of mental health-care services.[34] Results of various 
studies concluded that cancer patients with lower education are 
more likely to feel unhappy, depressed, and to be tensed or easily 
irritated, less likely to experience positives mood states, and has 
inadequate QOL.[35,36] The findings of the present study concur 
well with the above-mentioned studies.

It was seen that rural region group results in higher depression 
[Table 3], anxiety [Tables 1 and 2], and QOL [Table 4]. Cultural 
background affects the emotional expression and in many times 
obstructs the detection and the treatment of depression. The 
majority of controlled studies reported worse outcomes for 
rural patients, who appear to have higher needs in the domains 
of daily living and limited access to resources.[37] Various 
studies concluded that living in a rural area may mean that 
individuals must travel long distances to the nearest hospital 
to get treatment facilities.[38,39] The need to travel for treatment 
caused many practical, emotional, and financial problems for 
patients and burdened them with additional worry concerning 
family and work commitments leading to high level of anxiety, 
depression, and poor QOL.

It was evident from the result that belongs to low-income 
group associated with higher levels of depression [Table 3], 
anxiety [Tables 1 and 2], and poor QOL [Table 4]. From the 
interview, it was found that the majority of the women belong to 
a family with single earning member. After a diagnosis of cancer, 
it is important to think about the different types of costs that 
could add up during treatment and recovery. A long-term illness 
like cancer requires continuous follow-up, which has made the 
patient’s condition worse. The continuous expense for cancer 
has coupled with the existing financial problem and has made 
the present situation very difficult to handle. Depleted financial 
resources may magnify the impact of a relapse of cancer and it 
has also made the patient’s perceived burden of illness and poor 
QOL and increases level of depression and anxiety. According 
to Heilemann et al.,[40] a correlation was found between financial 

Table 4: Effects of different socio‑demographic factors on 
level of quality of life

Variables Mean Levene’s 
F

F level of 
significance

t P

Education
Low education 24 3.025 0.090 -8.69 0.001
High education 37

Residential status
Rural 26.73 3.089 0.087 -12.40 0.031
Urban 35.42

Family type
Joint 30.28 0.837 0.366 -3.38 0.454
Nuclear 33.66

Income level
Low income 25.14 1.925 0.173 -9.47 0.024
High income 34.61

Duration of treatment
Duration (>2 yrs) 31.16 1.276 0.266 -0.24 0.954
Duration (<2 yrs) 31.40



Mukherjee, et al.: Sociodemographic factors on QOL and mental health in cancer recurrence

Indian Journal of Palliative Care ¦ Volume 24 ¦ Issue 4 ¦ October-December 2018 429

stress and depressive symptoms in patients with cancer. As per 
various research findings, the severity of psychiatric diseases was 
reported to be higher among those with a low socioeconomic 
status.[41,42] Sufficient evidence exists to suggest that differences 
in mental health status, QOL, adjustment, treatment outcome, 
and survival may be attributable to low socioeconomic status 
and a lack of insurance coverage.[43,44]

We did not get any significant impact of family type on mental 
health status or QOL. The actual connection between family 
type and mental health status has been a subject of debate as 
there are numerous disagreements among researchers. Some 
of the research findings support the fact that healthy mental 
state and QOL are associated with joint family,[45,46] whereas 
many other research findings contradicted the aforementioned 
findings and concluded that healthy mental, emotional, and 
behavioral states are common among women belonging to a 
nuclear family.[47-49] However, our study was not in accordance. 
In our study, there are no significant differences in the level 
of depression, anxiety, and QOL among the patients, living 
with nuclear or joint family setup. One possible reason for 
this finding could be that genuine support and nonjudgmental 
acceptance from the closed one are much more important 
than the number of family members. Positive mental health 
and QOL is related to integrity, empathetic reciprocity, and 
adjustment among family members. From the interview of 
the present study, majority of the patients reported that their 
husbands were caring and provide emotional support to them. 
When considering all the sources of support, patients often 
identify their husbands or partners as their most important 
confidant from whom to seek support.[50,51]

Duration of treatment does not have any significant impact 
on mental health status or QOL among cancer patients. One 
possible reason for this finding could be that the duration 
of the treatment in the present study was considered to be 
ranged from 1 to 10 years; because of the vast range, the result 
could be confounded and other moderator variables (such 
as socioeconomic status, education, residential status, and 
personality pattern of the patient) might affect the result. 
Recurrence of cancer itself is a psychological trauma, and 
every patient tries to cope with or gets rid of the worry about 
it. Immediate reactions to cancer can include feelings of 
vulnerability, sadness, fear, denial, and anger. With the passing 
of time, such emotions constitute normal coping mechanisms, 
allowing individuals to come to terms with the implications 
of their disease gradually and organically. In the present 
study, patients have the treatment history of at least 1 year, 
and according to many studies, after a year of disturbance, 
the patients usually readapt to life and rediscover a certain 
pleasure in emotional and social relationships and continue 
to live with it.[52,53]

Most of the variables explored in this study are emerging 
issues in the present-day world which influence female cancer 
patients highly but are not yet adequately and widely been 
explored in the Indian culture; there is enough room for future 

exploration and research on these areas. Larger sample should 
have been taken which might lead to greater generalization of 
the findings. The stage of diseases and duration of marriage 
could not be controlled.

Understanding the factors that contribute to physical or mental 
illness is very essential as it may help clinicians and all those 
who participate in community care in preventing, controlling 
it, or mitigating its impact. However, taking into account the 
huge number of possibly depressed and anxious persons with 
poor QOL within breast cancer and ovarian cancer group, it 
would be beneficial to consider the psychological and social 
issues as well, so that integrated attention can be given to 
achieve full benefit of their physical treatment.

conclusIon

The present study is concerned both with the effects of breast 
and ovarian cancer on a woman’s psychological health as 
well as the psychosocial factors that may affect the disease 
process of cancer and psychophysical outcome of it. It is 
necessary to find the psychosocial factors (such as low 
income, low education, and rural background) associated with 
poor mental health status and poor QOL. Early detection of 
these psychosocial variables is essential for better screening 
of the patients who need psychological concerns, so that 
further psychological intervention and management plan can 
be prepared accordingly, to help the patient to get back to the 
normal rhythm of life.
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