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Factors associated with Psychi'atric Morbidity 
among_ Patients with Cancer in a N_igerian Tertiary 
Hospital 

MAKANJUOUI. A. B AND BUHARL 0. L N 

ABSTRACT 

Background Psychlab1c mortlldlly Is 
common among cancer patients. In 
our setting, psychosocial and cilnlcal . 
factors associated with psychiatric 
morbidity In these patients are ye! lo 
be well studied. 

activities, allay of concern through 
explanatlon pf nature of nlness by 
doctors, less satisfaction with overan 
personal relationship, past history of 
psychiatric mness, and e<rmorbldily 
In terms of hypertension and diabetes 
were observed. 

Conclusion, There was a slgnlflcanl 
association ·between psychiatric 
morbidity on one hand and a feeling 
that frfends have been nol been of help 
since onset of illness, Increased 
evidence of radlologlcal_spread of 
disease and formal counselllng during 
the Index admission. We suggest a 
need for better communicatlon and 
counselllng of-C';!ncer patients and 
more sodaf support of the patients, 
not Just by family members, but also 
friends an.d slgnlfica:lt others. 

Alms The study was aimed at 
determining the factors that are 
associated with psychiatric morbidity 
among patients with cancer In a 
Nigerian tertiary hospital. 

Method Over a 6-month period, all 
consenting consecutive patients who 
.;,,ere diagnosed with cancer and 
admitted into the surgical and 
gynaecological wards wera interviewed 
using the Present Slate Examination 
(PSE), a sociodemographic and a 
dinlcal data collection sheet. 

Results The prevalence of psychlatrfc 
morbidity among the 63 patients 
studied was 44.4% (28 of 63 patients). 
Four (6.3% ) had adjustment 
disorders, 5 (7.9%) had generalized 
anxiety disorder, 4 (6.3%f had 
delirium, one (1 .6%) organic 
halluclnosls, one (1.6%) schizo-
phrenia-like disorder, 13 (20.6%) had 
depressive llness with 2 (3.2%) having 
de!lberalelylumed themselves. There 
was a significant assodatlon between 
psychiatric morbidity and, a feefilg Iha! 
frfendS)hava been not been of help 
since onset of mness (X2 = 4.12; p 
=0 .03) and more evidence of 
radlologlcal spread of disease (X' = 
0.43; p =0.005). Though not to a 

· ·significant level, reduced Income 
since onset of IUness, worry about 
finances, less rellglous and social 
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IITTROOUCTION 

There Is a significant association 
between psychiatric illness_ and 
chronic medical conditions (Roy-
Byme et al, 2008). The prevalence of 
psychlat!1c mort,kfrty In patients wtth 
mallgml diseases has been reported 
to vary from 1.5% to aboYe 50% with 

· a significait proportion manifesfiig as 
anxleiy disease, depression end 

· ~mernal disa'ders {Craig, 1974; 
Harter et" al, 2000). Psychiatric 
disorders may 6ccur at any time but 
are usuaRy notlced during stressful 
periods such as per1od of d"iagnosts 
of cancer end that of welting for test 
results, during progression or 
recurrence of ·mness, when patients 

ere Informed of faITure In treatment 
efforts, end when they are faced with 
employment dlfficullles (Zamplnl & 
Ostroff, 1993; Uyod- Wilfiam 200,1 ). 
The presence or psychiatric dlsoro<n 
are known to adversely affect cancer 
patients In many ways such as 
Impaired quality of nre, funcllom1I 
status, energy level and pa'!Ti' 
tolerance. It may also Interfere with 
medical troalment and possibly 
decrease overall survtval tima. Though 
psychiatric symptoms are frequently,/ 
observed In cancet patient,, they ere1 
often underesHmatod, unrecognized 
by healthcare providers mid therefore . 
undertrealed (Fulton; 1998; Maguire, 
1985a; Maguire, 1985b ). 

Some fadors have been reported 
to be associated with psychiatric, 
morbidity among aJnccr patients. 
These lndude poor social support,'· 
having child~ wllh health problems, · 
various concerns about family~ 
members {Fulton, 1998) end pain, 'J 
which tends to lncre~se wl \h 
progression and severity of IUness , 
(Harter et al, 2000, Uoycl-Willlams, 
2001). Other.factors lndude tho role 
of patient within the famny or his or 
her relationship wfth spouse/partner 
(Futm. 1998)1adcddependan!solher II 
than famny members (Maguire & l 
Howell, 1995) <frfficulties lri personal 'I 
end sexual refatlonshlps and level !>f 
ln!eraclion among family member;. 
Patients from fam 111es that ere 
cohesive and freely discuss among 
themselves have beelrfgund to hSVS a 
less chance of developiAg psychlalilc 
disoroers (Magulre1l! at, ~89). Poor 
communication between piltlen!s end 
care providers, end spiritual factors 1· 
may also predispose cancer patient, 
to psychiatric disorders such as , 
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2001 ). Also, ng cancer patients, 
thQ.re may ~o concerns about 
exlsi'e(ltlal que!llions such es 'Who 
am 17 What am 17 WIii I be 

, remembered when I am dead? and 
. how will I bo remembered?' Olhct 

' 1· \ worrying Issues may Include, did I 
' bring the cancer on myseITT Am I beilg 
' punished for some wrongful act that I 

I mighl have committed In Iha past 

I 
(Maguire & Howell. 1995)7 1r these 
Issues ara not properly rosolved, lhero 

, may be an Increase ln patients' 
'j suflrong.11 is suggested lheralae, that ' . ·. I there Is o nocd to indudo ossossment 

of spiritual needs into the care of 
cancer patients. This will ensure that 

\ 

patients have tho opportunity to 
disclose and diso.iss various coocems 
about their Illness and Impending 

I death, which may cause significant 
emotional distress. 

tn our locatlon of study, 
cancer management accounts for a 
significant proportion of total hospital 
services rendered. However. no study 
has dOOJmented the psychosocial and 
dinical factors that are associated with 
psychiatric mortlidity in these patients. 
Since some of the cancer cases are 
terminal, it is imperative that such 
patients have as gocid a quality of life 
as possible. and death, ~unavoidable, 
made as comfortable as possible. 
This study Is therefore aimed at 
determining the sod0-0emographic 
and clinical factors associated with 
psychiatric morbidity In patients with 

, cancer attending a tertiary hospital In 
llorin. Nigeria. It is hoped that the 
findings will improve Iha quality of life 
and quality of care of these patients. 

METHOD 

a proven diagnosis (lab<Jralory and/or 
!issue di.qlOSis) of cmciir. The palienl 
must have been lnrormed or the 
diagnosis, which must have been 
made at least two wee~ poor to the 
dato of lnlefView. This was 10 allow for 
Iha dynamics of cancer 'diagnosis to 
have set il. Patients who were too ill 

the main study. Toe average Lime 
required 10 inlelview each patient was 
30-45 minutes. 

to be inle!Viewed were ~ded rrom 
the study. · 

Instruments for data collection: 
The first sedlOO of a data collecllon 
sheet which was designed by the 
authors, sought information on 
patients' socio-demographic 
characlerisliCS. The second section 
sought information, through patient's 
case note analysis, on patient's 
clinical and oncologic data. Areas 
examined were cancer Jype, clinical 
stage of cancer. duration of illness, 
clinical inteivenUons, side effects of 
treatment and whether the managing 
doctors made notes about the 
presence of a psychiatric co-mortildity. 
Eadl palioolwas nte<viewed usi1g the 
Present State Examin.ation (PSE) 
{Wlllg et al, 197 4) while· psychiatric 
diagnosis was made in accordance 
with the diagnOStic criteria of the 1 O" 
edition of the International 
Classlficatioo of DiseaseS (ICD-10). 
The PSE is an lnslrumerlt which had 
been previouSIY validawd in the study 
location and other pa/ts of Nigeria 
(Abiodun & Ogunreml, 1990). Its 
Yoruba version, obtained through 
translation and back translation 
method from the English version, was · 
admilislef8d 10 palienls who could not 
speak Engish but underStOOd Yoruba. 
which is the C011Vnonest language 
spoken in the area of study. One of 
the aittns whO received tramQ 11 the 
use of PSE admlllslered tt after a joint 

Ethical ConslderaUon 
Approval for the research 

prot.ocol was obtained from !he Ethics 
and Research Committee of the 
UnJverslty of llortn Teaching Hospital 
(UiTWCAT/169/8/90 dated 2f1' May 
2005~ VErlla approva was sougit from 
the patients' consultants wh ile 
Informed consent was obtained rrom 
each participanL 

Data Analysis 
Analysis was done using a 

computer software, Ep~lnfo Version 
6.02. Frequency tables were 
generated and comparison of means 
done using F-statlstics, while 
propations were~ using Chi-
square. The level or statistical 
significance was set at 5%. 

RESULTS 

Of the 72 patients who salisfied 
the Inclusion criteria, 63 (91 %) 
consented to participate in the study. 
Of the nine who did not participate, 
six patients (four females and two 
males) gave the following reasons: 
lack of energy and zeal lo answer 
ques1ionS, loo lengthy queslionnaire, 
lack of finandal gratification end not 
being C011vinced of tha relevanc:s of 
study ID lheirwell being. Toe rerraining 
three patients could neither speak 
English nor Yoruba. Generally, the 
socio-demographic and cl inical 
characteristics of those who declined 
participation in Iha study were similar 
10 those that consented . 

All consenting cancer patients 
admitt...od into the surgical. medical and 
gynaecological wards of Iha UniverSity 
of 11cm Teaching Hospltal (UrTH) Uom-
Nlgeria, within e study period of 6 
months, who satisfied the indusion 
criteria wern inteiviewed- The inclusion 
criteria Included patients aged 18 
years and above who were on 
admission on the surgical and 
gynaecology units a Ullli, tlorln with 

ra!i1g wih a trai1er 111e<-
rater reliabiily was 80~. 

PllotTest 
This was canied out on five 

subjects who satisfied Iha inclusion 
criteria for the study. It was aimed at 
determining the acceptability, clarity or 
ambiguity of the questionnaire Items 
and the average time required to 
administer it Patients who pa1icipa1ed 
in the pilot test were not lncludod in 

Sociodemographic characteristics 
of respondents 

Toe respondenlS were aged 20-
80 years (mean 49±14.4 years). 
Twenty (31 .7%) were males while 43 
(68.3 % ) were females. Most (76 .2%) 
a the respooder1ls were rratied. There 
were 32 (50.8%) Christians and 
31(49.2%) Musllms. Majority, 49 
(77 .7%) of the respondents had formal 
education with 24 (38.1 %) having up 
10 ter1aY 1eve1 a educalm-Fi~iQht 

ll 
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Tab!• 1. Oomographlc l!Ild psydlooodal 
charactortsUCI of tho rvspondonts 

V..rtabJo Frequency 
n-§3 f%1 

Ago(yn) 
Ra.100 
Moans 
s.o 
Gondor 
Malo 
Fomalo 
Marital Slntus 
Slnglo 
Married 
Dlvorcod/Sopara!Dd/ 
Wldowod 
Rolfglon 
ChrlsUan 
Islam 
Education 
Nono 
Prtmory 
Socondory 
T811iary 

2 0-<)0 
49 
14.38 

20 (31.7) 
4J (68.J) 

5 (7.9) 
46 (76.2) 

10 (15.9) 

32 (50.B) 
31 (49.2) 

14 (22.2! 13 (20.B 
12 (19.1 
24 (38.1 

Ellvllclly 
Yoruba \ 58 (92.1) 
Olhors 5 (7.9) 
Housohold lncomo (n,•61) 
Nol Changed 1 (1.6) 
Abovo ha~ 43 (70.S) 
Boklw half 17 (27.9) 
Worrtod aboul flnanco 
Yes 
No 

56 (68.9) 
7 (11.1) 

Attond rollglous urvlcos 
As Usual 38 (57.1) 
Moro FroquenUy 14(22.2) 
Loss FroquonUy 7 (11.1) 
Nol al all 6 (9.5) 
Doctors ho I pod undor Ulno.ss 
Yes 42 (66.7) 
No 21 (33.J) 
Allay con com 
Yes 
No 
(15.5) 
Tr0:1tmont w orrlos 
Yes 
No 
Frtonds holpod 
Yos 
No 
Havo dopond:lnts 

11 (17.5) 
52 (62)9 

60 (95.2) 
3 (4.BJ 

60 (95.2) 
3 (4.BJ 

Yes 52 (62.5) 
No 11 (17.5) 
Numbor of dopondants (n, -52. n,"49) 
1-4 16 (JO:al 
5.7 11 (21.2 
/>bavo 7 11 (21.2) 
No In housohold (n,"52. n, "49) 
1-4 · 28 (53.B) 
5-7 11 (21.2) 
AfxJvo 7 11 (21.2) 
Nono 2 (3.8) 
Sallsfactlon wtth rclal!onshlps 
Yo, 47 (74.6) 
No 16 (25.4) 

PSYCHIATRIC 110IUJl()ITY AMOIIO PATIEHTS WITH CAHCER 

Tablo 2. CflnlcaJ charactarlsUCI of tha 
rvspondents 
Vartablo Fn,quancy 

n-63(%) 

CUnlcal utanl of dlaaase 
015ease fr8G 2 (3.2) 
Primary sila only 8 ( 12. 7) 
Regional lymph nodes 14 (22.2) 
Dlslanl mewwb 38 (61.ll) 
Duration of Illness (month) 
Range 1-70 
Mean 5.8 
SD 11.6 
Vanancs 134.4 

Langth of stay In hosplbll (d.1y1) 
Range 2-84 
Moan 25.2 
SD 19.5 
Varianco 366.5 

Phyglc::iJ co-morbidity 
Yes 

No 
Pasl psychiatric history 
Yes 
No 
ICD diagnosis 
Present 
Absent 

17 (27.0) 
46 (73) 

5 (7.9) 
58 (92.1) 

20 (31 .7) 
4J (68.J) 

(9 2 . 1 %) rospondonts were ol tho 
Yoruba olhnlc group (Table 1 ). 

ProvaJenco ol psychlatl1c mortildlty 
Tho prevalenco ol psyehialfic 

morbldlly among tho 63 patlen ls 
studied was 44A % (28 ol 63 patients) 
Four (6.3% ) had ad)ustmenr 
disorders, 5 (7.9%) had generalized 
anxioly disorder, 4 (6 .3%) had 
delirium. one (1.6 %) organic 
haliucinosls , one (1 .6%) 
sdliwphrenia-lika disorder, 13 (20.6%) 
had depressive Ulness wflh 2 (3.2%) 
having deliboralely harmed 
lhemselves. 

Typos of cancer 
Toe following types of cancer 

wore diagnosed among lhe 
respondents: cancer of Iha breasl 21 
(33.3%), carcinoma of the colon 9 
(14.3%). lymphoproliferatfve disease 
a (12.7%), carcinoma of the liver 6 
(9.5%), melasta!ic adenocarcinoma 4 
(6.3%), carcinoma of Iha prostate 3 

Table l. Compar1son of pat1ent1 with psychlalric morbidity with thOM wllhoul 
psychla!r1c mortlldlly 

FaciD< Psychlab1c 
morbldlty 
present 
n=20(%) 

Friends have been rx help. 16 (80) 
Radiok)glc:altrendof 
disease worsoning 14 (70) 
l.ev9I of Income rllQJC8d 
to below half 16 (64.2) 
Woo1od about fW'l8nC'eS 16 (90) 
No longer allan<ing 
religious 60MC80 4 (20) 
Does not-.! 
sodal l\rdion 17 (65) 
Less salisfled with 
rnlalionshlps 8 (40) 

Pa& hlstay " psychialrk: 
morbldi1y 3 (15) 
Cklk:aloxloolofooeaso 
(distant motastasis) 16 (60) 

(4.8%). choriocarcinoma, carcinoma 
of Iha ovary, carcinoma of the lungs. 
carcinoma of the larynx. carci.noma of 
the ceivix 2 (32%) each, cancer of the 
skin and conjunctiva were 1 (1.6%) 
oach. 

Psychla!rlc 
morbidity 
absent 
n=IJ(%) 
43(100) 

10 (41-7) 

26 (63A) 
37 (86) 

2 (4.7) 

31 (72.1) 

6 (16.6) 

2 (4.7) 

23 (53.S) 

X'/1-last 

4 .1 

10.4 

6.1 
0.3 

4.6 

1.4 

2.7 

1.0 

0.7 

P-vaJue 

O.oJ 

0.005 

0.05 
0.42 

0.2 

0.2 

0.06 

02 

0.33 

Factors associated with psychiatric 
mortlldlty 

Using all the,,pemograph ic, 
psychosocial and diriical variables 
shown in Tables 1 and 2, 'larnparison 
of subjects with psychlalnc mortl id,ty 

n 
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1 I 11th ' lhose wllhoul psychiatric 
I norbldily showed lhal a significant 

,1oportJon or lhoso with psychiatric 
11 norbldily had 'a feeling lhal friends 
i ,avo nol boon or help since onset or 

, I 

lness' (X'= 4.12; p =0.03), and had 
nore evidence or radiological spread 
1f disease (X' = 0.43; p =0.005) . 
rhough not lo a significant level, ii is 
vorthy of note lhal a higher proportioo 
,f respondents with psychiotrfc 
:omorbidity as compared wilh lhose 
vilhoul, had reduced income (lo 
,elow halQ since onset of illness, fell 
noro worried about lheir finances 
illended less religious and sociai 
Jalherings, fell lheir concerns wene 
1llayed less by their doctors, were 
ess satisfied wilh lheir overall pe,;o,181 
·elationship, had more dependants, 
1ad past history of psychiatric illness, 
1ad more distant metastasis and more 
:o•morbidity in terms of hypertension 
ind diabetes [Table 3). 

JISCUSSION 

The combined prevalence of 
)sychiat.ric morbidily was 44.4% with 
jepress1ve disorder constituting 13 
{20.6%), generalized anxiety disorder 
(7.9%), adjustment and delirium 6.3% 
each . The combined prevalence rate 
of 44.4 % is comparable wilh findings 
in prevlous studies (Derogatis et a!, 
1983; Zabora & Brintzenhofeszx. 
2001) while the preva lenc e for 
depression 1s comparable to tha: 
published in a study on prevalence a:1c 
predictors of depression amo~; c;a'lce· 
patients in University College f-iosj)i~ :. 
Ibadan (Nuhu et al. 2008). The stccy 
showed that there is a signi:i ca:-.: 
association between psychiatric 
morbidity on one hand and 'a feel ins 
thal friends have been not been of he!j) 
slnco onset of illness' (Xi' = 4 .12: j) 
=0.03), more evidence o~ rz: :o:cgica! 
spread or disease (X'= OA3;;; ='.l.~~5) 
cmd formal 0:01..! r.~~l~n~ ~·..!~"~ 1!' 1: :---:~:--. 
odmlss:::--. {:-<-" = -1 .~.;, =O 02; 

These ar e :n Kee;:nn; •;: :::-. 
previous findit,g5 .-:-,,:;,: ;;:;J c"' 3\J : 
.norb!c!'.~··:::: ~::.:..--: : :: '.: : ·. : ::~:-.:~~:--:: 
assoc,o::..,., .. :~·. ,:.'.,.:._:,.:.: .: '. ;.:: ; ' -: · 7 
dep~nd vn Ppii rl :iVi,·, ~i v .. , :ci,1, il ) 
members (l~U1ui1 I t;:l dl, ~vv '), :iv, gu" 

or can= (Akechi et al, 2001) and poor 
communication about the nature of 
illness (Ohaeri & Odejldc, 1992). The 
absence or friends lo rely on and poor 
communication about lhe ~ness could 
increase patient's level or anxiety and 
stress lhereby leading lo psychiatric 
disorder. The degree or spread or 
cancer could be directly proporuonal 
lo degree or pain which has been 
reported lo have a direct relationship 
wilh psyd1ialric morbidity in cancer 
pati en ts (Nordin el al, 2001 ). 
Metastasis of cancer lo many organs 
induding Ille brain could also lead lo 
organic brain syndrome. 

II is worlhy or note that lhough 
the degree of association of some of 
Ille examined sociodemographic and 
clinical factors did not attain statistical 
level of significance. there was a 
tendency of increased association of 
such factors with presence of 
psychiatric morbidity. These factors 
include, presence of psychiatric 
comorbidity, reduced income since 
onset of illness, worry about finances, 
less religious and social activities, 
poor communication from doctors 
nboul the nature of illness (non-allay 
of worr ies) , less satisfact ion with 
overall personal relationship, presence 
of many dependants, past history of 
psychiatric illness, distant metastasis 
and j)resence of co-mocbidity in terms 
o! hy;,ertension and diabetes. While 
these factors have been reported to 
::ie of significance in previous studies 
(L1oyd-Willlam, 2000, Nordin et al, 
200 1, Akechi et al, 2001, Ohaeri & 
Odejioe, 1993,Gelderetal, 1996),lhey 
were not found to have attained 
stalistical level of significance in this 
study. It is suggested lhal future 
studies should use a larger sample 
size in order to delennine if these 
factors will remain significant or not. 

In conclusion, the study 
s~cwe~ 2 sis;nificant association 
t'l~ l\-,0 .:> " :-'":1,-hi?t"-: rT'\l"\ .... j -l :~ , --. "\nO 

t1e,1C. ~11.; ~n the ol'1er t1 and. ~bscnce 
a: S'J;,i~ :,;: f!0!' '. [! '.':''.'. '::'. ~n ,: '.,_' ,No ~,: :,-,,.. 
e: :e11ce ;:;f rJCl 1c!of: 1-:~l sP-r~.:id o~ 
: iscJ:;::: . '.'\'e :-.;~~est a need for better 

. - - - · - - ' -- . - - - - _,, .,,'.:: ;:ind 

stakeholders inc luding rela l1ons , 
friends, significant others and hcaltn 
wol1<ers. 
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