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Abstract
Objective: In this study, Objective was to assess the social support, quality of life and mental health status in breast cancer patients. Different literatures have
highlighted the breast cancer’s impact on mental health, quality of life, financial status etc., but very few studies have been done particularly in Nepal to assess impact
of social support and quality of life on the mental health of a breast cancer patient.
Methods: The design of the study was cross-sectional. The study was conducted from December 2015 to August 2016. A total of 149 patients diagnosed with
breast cancer who met eligibility were enrolled. We included only patients who were reachable, diagnosed with breast cancer at least for 6 months and consented to
participate in the study. They were interviewed using EORTC, mMOSS-SS and HADS questionnaires through telephone interview. Statistical analysis was carried
out with SPSS (version 16).
Results: For QOL, mean linear scores for the global health and functioning scale were 82.08 and 69.06 (on a scale of 0-100; higher the score, better the global health
and physical function). For social support, mean linear score was 85.03 (on a scale of 0-100; higher the score, better the social support). For mental health, mean
anxiety and depression score were 7.01 and 4.85 respectively (on a scale of 0-21, 8 being cut off for borderline and 11 being the cutoff for abnormal condition). Out
of 149 respondents, 40.93% (61) were screened positive for depression either borderline or abnormal mood, whereas 52.34% (78) women were screened positive
for anxiety either borderline or abnormal mood. Significantly less number of married woman currently living with husband had borderline plus abnormal mood.
Similarly significantly higher number of woman living in nuclear family had depression. Global health scores of above mean, Social support scores of above mean
and Anxiety scores of below mean had significant association with normal mood (p<0.05).
Conclusion: From our study, we concluded that there was a high prevalence of undiagnosed depression in breast cancer patients. Good social support, better quality
of life and absence of anxiety had significant association with the better mental health status. So, regular psychiatric screening and follow up should be recommended.
To improve social support; counseling of spouse, family members and friends could be done along with the patient. For the quality of life; better pain control and
rehabilitation measures should be tried.

Introduction and background
Breast cancer is one of the most common cancers in women
worldwide with nearly 1.7 million new cases diagnosed in 2012 (second
most common cancer overall). This represents about 12% of all new
cancer cases and 25% of all cancers in women [1]. It is a challenge for
women as it is a life threatening disease, and needs intensive surgical
and medical treatments. This new life situation may lead the women to
face psychiatric co-morbidity [2]. Depression and anxiety are common
among people diagnosed with cancer [3]). The patients with untreated
depression or anxiety are less likely to take their cancer treatment
medication and continue healthy habits because of fatigue and lack of
motivation.
So, the current focus of cancer treatment should not only be the
illness control, but also should be on the mental health and general
well being of the patients. Quality of life would be the appropriate
term to use when it comes to the general well being of patients. It
encompasses several aspects such as physical, psychological, cognitive,
symptom, social functioning, global health, etc. [4]. Because It is one
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of the most important patient-reported outcomes, measurement of
QoL at diagnosis may provide useful information regarding patient’s
preferences and prognosis, while follow-up measurements may indicate
acceptance, adaptation and adverse effects of disease and therapy.
On the other hand Social support is defined as any type of
communication, in the forms of physical or psychological assistance,
for someone to feel to have more self-control during difficult times
[5]. Studies have shown that the social support felt or perceived by the
individual produces the positive impact [6,7]. Perceived social support
is negatively correlated with psychological distress and suicidal thought
in cancer patients [8].
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Because breast cancer is the second most common cancer in
women in Nepal [9]. Multiple studies have been done in Nepal to the
assess the epidemiology, clinical profile, treatment, quality of life and other
comorbidities [10]. But precise assessment and the effect of the quality of
life and social support on the mental health status among breast cancer
patient is lacking in Nepal.
In our study, we evaluated perceived social support using mMOSSSS (five item modified medical outcome study for social support
survey), the quality of the patients using the EORTC QLQ b-30
(European organization of research and treatment of cancer quality
of life questionnaire) and screened for anxiety and depression using
HADS (Hospital Anxiety Depression Scale). The aim of this study was
to assess the perceived social support, quality of life, and mental health
status of the patient and find out the association between them if any.

Methods
We designed a cross-sectional study. The study was conducted at
the Nepal Cancer Hospital and Research Center. We conducted the
study from December 2015 to August 2016. Verbal consent was taken
from every patient.
Out of 319 total registered cases from (medical record directory
of the hospital) only 149 patients were enrolled in the study who met
eligibility criteria.

Eligibility criteria
We included patients who consented, who were diagnosed with
cancer at least for 6 months, were currently following up for any
form of treatment, and were responding to treatment, stable disease,
progressing, treatment failure or had recurrent disease after complete
resolution.
We excluded those patients who were diagnosed with any mood
disorder before cancer, uncontrolled chronic medical illness (not as a
result of cancer or its treatment related complications), recent medical
illness in last one month requiring inpatient hospital admission for
at least a week (not as a result of cancer and its treatment related
complications) or who were labeled as cured.

Study tools
Quality of life was measured using the Quality of Life Questionnaire
QLQ–C30, Version 3.0 of the EORTC Study Group on Quality of Life
[9]. The QLQ-C30 is composed of both multi-item scales and singleitem measures. These include a global health status/QoL scale and five
functional scales evaluating physical functioning, role functioning,
emotional functioning, cognitive functioning, and social functioning.
All the measures range in score from 0 to 100. Higher mean scores on
these scales represent better functioning and QoL.
Anxiety and depression were assessed using the Anxiety and
Depression Scale (HADS). It is a self-administered questionnaire that
screens anxiety (7 items) and depressive (7 items) symptoms. It has
demonstrated good reliability. The anxiety (HADS-A) and depression
(HADS-D) subscales are scored from 0 to 3 (four-point scales), giving
maximum scores of 21 for anxiety and depression respectively [11].
Perceived social support was assessed using five items MOS-SSS
(modified medical outcome study for social support survey) scale. Each
item is scored on a five-point scale and the items are summed for a total
score ranging from 5-25. It has demonstrated good reliability [12]. All
the scales were transformed in 0 to 100 score. Higher mean scores on
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these scales represent better social support.
The final tool consisted of 49 questionnaire items (30 from EORTC
b30, 5 from mMOSS-SS, and 14 from HADS). The tools were was
available in the English language. So, they were translated into Nepali
language by a professional. Translation of the tools from Nepali
to English were done again to ensure that meaning didn’t change.
Final tools were tested in 6 patients. The reliability coefficient of each
tool was checked with the help of Cronbach’s alpha. The reliability
coefficient were 0.83, 0.86 and 0.81 for EORTC, mMOSS-SS and HADS
respectively for the translated tool in Nepali. Because, Cornbach’s
alpha was found to be significant for each tool, no modification in the
questionnaire was required.

Operation modality
Data gathering was done in three phases for each and every
individual case. In the first phase, data were taken from inpatient
record files for demographic profile, clinical profile and information
about the next follow up.
Secondly, during the follow up visit, patients were explained
about the objective of the study, risk/benefit of participation, and
confidentiality. Verbal informed consent was taken who were eligible
and willing to participate.
In the last phase of the study, the telephone interview was done
with those who were eligible, enthusiastic and consented verbally
during their follow up visit. Nepali translated version of EORTC QLQ
C-30 (version-3), mMOS-SS (five item modified medical outcome
study for social support survey) and HADS questionnaire for anxiety
and depression screening were used.
Considering the cultural background, to make the interview less
stressful and more comfortable for patients while answering sensitive
questions regarding sexual health, we choose to do telephone instead
of a face to face interview.
We downloaded EORTC QLQ version-3 from the European
Organization of Research and treatment cancer. We have cited them in
the reference section below. Use of mMOS-SS and HADS questionnaire
were waived by their developers. So, the citation was not required for
the latter two tools.

Ethics
The respondents were explained about the objective, risk and
benefits of the study during follow up. Verbal informed consent was
taken for the phone interview.

Analysis
Data were entered into the excel. Analysis was done in SPSS. The
data were checked for normality by using the Shapiro–Wilk test. Chisquare testing was done to analyze the association between variables
considering the level of significance p<0.05. And for the data which
showed statistical significance in chi-square testing, we used binary
logistic regression to further analyze the association.

Results and discussion
On average, the prevalence of depression and anxiety among
cancer patients ranged from 20 to 30%, according to the study
published in Asia Pacific Journal of oncology [13] and BMJ [14].
Where as depression was present in 28.0% of cancer patients and 40.0%
of cancer patients had anxiety as per HADS according to a study done
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in Nepal [15]. When we screened patients for mental health status,
61 (40.93%) of breast patients were positive either for borderline or
abnormal depression, whereas 78 (52.34%) of patients were positive
either borderline or abnormal anxiety. This showed that the prevalence
of undiagnosed depression and anxiety was higher in breast cancer
patients when compared to other cancer as shown in the Table 1.
In a study done by Zhen Gou et al. concerning QoL of patients
undergoing radiotherapy at People’s Republic of China, global health
status/QoL score was 61.31, function (55.56) and symptom score
(29.42) [16]. In our study mean global health score, functioning scale,
social support score, anxiety and depression score were 82.08, 69.06,
85.03, 7.01 and 4.85 respectively as listed in the Table 2. So, Global
health and physical functioning of Nepali women with breast cancer
was found slightly higher when compared to other type of cancer.
In a study published in the Caspian Journal of Internal Medicine
[17], the spectrum of depression (symptomatic plus mild depression)
was 48% and the spectrum of anxiety (symptomatic plus mild anxiety)
was 46% which was comparable to the results of our study. So, while
screening the depression and anxiety not only moderate, symptomatic
or severe disease should be of concern for physician, but also the use
of appropriate screening tools to address and treat the borderline cases
should be done to prevent further progression of the mental illness.
The average scores of both HADS depression subscale and anxiety
subscale for the subjects in this study were lower than the threshold
score for HADS defined anxiety or depressive disorder [11].

While associating demographic and clinical profile of the breast
cancer patients we found that marital status of the patient and the type
of family had a significant association on the mood of the patients.
Women who were married and lived in a joint family were screened
to have a normal mood when compared to the women who were
unmarried and lived in a nuclear family with chi square p values <0.05.
When we applied regression statistics to the associations, we found that
p value after binary logistic regression was statistically significant, i.e.
p<0.05 in the women who lived in a joint family. The adjusted odds
ratio was found to be 0.46, i.e. women who lived in a joint family had
low odds of testing positive screen for abnormal mood compared to the
women who lived in a nuclear family as shown in the Table 3.
Regression analysis of marital status was non- significant because
the level of significance demanded by binary logistic regression was
very high i.e., p<0.001. Because of insufficient data in our study, we
recommend this parameter to be tested in a large scale stratified
analysis in future.
Many studies have shown that QoL of cancer patients was
negatively correlated with depression and anxiety [18,19]. A German
study highlighted that anxiety and depression were associated not
only with the psychosocial but also the somatic aspects of QoL of
breast cancer patients [20]. Two previous Chinese studies reported a
correlation between anxiety and depression with poorer quality of life
in breast cancer patients under chemotherapy or even post therapy
[21]. When we tried to associate QOL (Global Health), perceived

Table 1. HADS A (Anxiety) and D (Depression) positive screening.
HADS D normal mood

HADS D borderline + abnormal mood

Frequency

88 (59.06%)

61 (40.93%)

HADS A no anxiety

HADS A borderline + abnormal anxiety

Frequency

71(47.65%)

78(52.34%)

Table 2. Mean calculated score of Global Health, Social Support, Functioning scale and Hospital Anxiety and Depression scale.

Mean

Global Health

Functioning scale

Social support

HADS A (anxiety)

HADS D
(Depression)

82.08

69.06

85.03

7.01

4.85

Table 3. Showing Chi square and Binary logistic regression application to determine the association between Clinical profiles and Depression.
Variables
Age at diagnosis
Stage at diagnosis
Type of Treatment

Menstrual status
Employment
Marital status

Type of family
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HADS D Normal mood

HADS D Border
line+abnormal

Chi square P
-value

Binary logistic regression
P- value

Adjusted Odds Ratio

P>0.05

-

-

P>0.05

-

-

P>0.05

-

-

P>0.05

-

-

P>0.05

-

P<0.05

P statistically insignificant

-

P<0.05

P<0.05

0.46

Up to 50

45

31

>50

43

30

Up to stage ii

54

33

More than stage ii

34

28

Surg only or
Surg +chemo or
Surg +radio

16

11

Surg+ chem+radio

72

50

Menstruating

48

40

Menopause

40

21

Not employed

65

39

Employed

23

22

Single/ widowed/ not living
with a husband

4

15

Married and living with
husband

84

46

Nuclear

26

29

Non-Nuclear
(Joint+third generation)

62

32
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Table 4. Showing Chi square and Binary logistic regression to determine the association between Global health and Mental health.
Global Health score

HADS D
Normal

HADS D borderline+abnormal

chi square p value

Binary log regression p value

P<0.05

P statistically insignificant

Below mean

36

36

Above mean

52

25

88

61

Table 5. Showing Chi square and Binary logistic regression to determine the association between social support and mental health.
Global Health score

HADS D
Normal

HADS D borderline+abnormal

chi square p value

Binary log regression p value

P<0.05

P statistically insignificant

HADS D borderline+abnormal

chi square p value

Binary log regression p value

P<0.05

P statistically insignificant

Below mean

34

37

Above mean

54

24

88

61

Table 6. Showing Chi square and Binary logistic regression to determine the association between anxiety and mental health.
Global Health score

HADS D
Normal

Below mean

51

24

Above mean

37

37

88

61

social support and Anxiety with the depression we found chi square
statistics was statistically significant among them with p<0.05 as
shown in Tables 4-6. In general, the level of perceived social support
measured using MSPSS was relatively good among the subjects in the
our study in comparison with the other studies [4,22]. In our study, we
demonstrated the negative association between QoL and depression.
The higher level of perceived social support among the breast cancer
subjects was associated with better mental health status. This finding is
similar to several previous studies [23].
We applied binary logistic regression in all parameters which were
statistically significant in chi square testing. But the level of significance
demanded by binary logistics regression was very high i.e., p<0.001. So,
data were insufficient for us to draw any conclusion after regression
analysis. We recommend stratified analysis in larger scale in the future
to find the exact association and the odds ratio as in Tables 4-6.

Conclusion
We concluded that the prevalence of undiagnosed depression and
anxiety was high in breast cancer patients i.e., 40.93% and 52.34%
resepectively. Good social support, better quality of life and absence of
anxiety had significant association with the better mental health status.
So, regular psychiatric screening and follow up should be recommended
to each and every patient regardless of the clinical profile of the disease.
For the improvement of social support; counseling of spouse, family
members and friends could be done along with the patient. For the
quality of life; better pain control and rehabilitation measures should
be tried.
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