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A b s t r ac t
Aims and objectives:
• To determine the prevalence of psychological comorbidities in head and neck cancer (HNC) patients as compared to other ENT patients.
• To determine the number of HNC patients requiring psychiatric treatment as compared to other ENT patients.
Materials and methods: A cross-sectional study was conducted. Patients with head and neck carcinoma were selected as cases and appropriate
controls were selected after matching for age (±2 years), sex, religion, address, and socioeconomic status. Both groups completed two quality of
life questionnaires, Hospital Anxiety and Depression Scale (HADS), and Beck’s Depression Inventory (BDI) scale. Further evaluation for depression,
anxiety, or any other psychiatric illnesses was done by a psychiatrist.
Results: The cases scored significantly higher on the HADS and BDI scale and were found to have a higher incidence of depression, anxiety,
suicidal tendencies, and adjustment disorders than their respective controls.
Conclusion: The prevalence of psychological comorbidities is significantly higher in head and neck carcinoma patients as compared to other ENT
patients. Measuring health-related quality of life should be incorporated as an integral part of the treatment regimen and patient management.
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Introduction

1

The head and neck carcinomas, as well as their treatment measures,
cause significant dysfunction and disfigurement of the facial and
pharyngolaryngeal structures. The loss of daily functions, such as
swallowing, speech, smell, and taste, severely increases patient
morbidity. In addition, facial disfigurement and the presence of a
stoma and feeding tube among others cause drastic changes in
patient’s identity and personality, leading to unnecessary social
intrusion and stigmata causing them to remain aloof and depressed.
Thus, even if a patient is cured, the quality of life remains low. Such
patients are likely to undergo some form of psychological illnesses
and even suicidal tendencies along the course of the disease. Thus,
it is recommended that prophylactic psychological assessment and
intervention, preferably by a psychiatrist, should be performed
as soon as the patient is diagnosed with carcinoma. Moreover,
Health-related Quality of Life (HRQOL) should be an adjunct to the
traditional end points of overall survival and disease-free survival
in cancer management and be considered while formulating or
choosing a treatment regimen.

M at e r ia l s

and

Methods

The study is an observational, cross-sectional study with 50 cases
and controls. Patients with histopathologically diagnosed head and
neck carcinomas were selected as cases and their selection was
consecutive. For each case, after matching for age (±2 years), sex,
address, and socioeconomic status, a patient with a noncancerous
ENT disease, e.g., goiter, cholesteatoma, vocal cord polyp, was
selected as control.
Inclusion criteria: All patients giving consent and fitting in the
aforementioned format were included in the study.
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Exclusion criteria: Patients were excluded if
• They had any disease known to cause psychological abnormality.
• They had any critical illnesses (e.g., cardiorespiratory emergency).
• They were found to have a language barrier, profound hearing
loss, or cognitive impairment.
• They were less than 18 years of age.
The disease, its cause, nature (benign or malignant), severity,
stage, prognosis, and 5-year survival rates were then explained to
the patient in full detail. These patients were then given 7 days to
absorb, assess, and react to the information given to them. Then,
the cases and controls underwent assessment by qualified and
able psychiatrists where each patient from either group answered
two questionnaires—the Hospital Anxiety and Depression Scale
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(HADS) and Beck’s Depression Inventory (BDI) scale—followed by
detailed psychiatric evaluation for depression, anxiety, or any other
psychiatric illnesses. Data were entered into a Statistical Package
for the Social Sciences format and a Chi-square test was applied to
obtain statistical significance.

R e s u lts
The mean age of patients in our study was 46.4; of which 64%
were males and 36% were females. The modified Kuppuswamy
criterion was used to divide patients into different socioeconomic
groups and it was found that 46% of patients belonged to lower
socioeconomic strata, 44% to the middle, and 10% to the upper
class. Also, 78% were Hindus and 22% were Muslims.
According to the HADS, 48% of the cases were screened positive
for depression, 26% were at the borderline, and only 26% were
normal as compared to controls, in which 80% were normal, 10%
were at the borderline, and only 10% were screened positive for
depression (Table 1). Similarly, BDI showed that 78% of cases were
screened positive for depression whereas only 22% of controls
were screened positive for depression (Table 2). The Chi-square
test showed a highly significant association between cases with
anxiety and depression as compared to controls.
After assessing patients based on the scales, they underwent
personal counseling by a psychiatrist for clinical diagnosis. It was
Table 1: More number of cases presenting with depressive symptoms
according to the HADS
HADS score
Case
Control

0–7 (non-case)
13 (26%)
40 (80%)

8–10 (borderline)
13 (26%)
05 (10%)

>10 (case)
24 (48%)
05 (10%)

found that 62% of cases had psychiatric illnesses while only 12%
of controls had psychiatric illnesses. Among the psychological
comorbidities, the most common were mild-to-moderate
depression (55%) and adjustment disorders (42%). Suicidal
tendencies were found to be much more common in cases (34%)
than in controls (4%) (Fig. 1). It was found that 78% of the cases
required some forms of psychiatric intervention in the form of
either psychotherapy alone or psychotherapy combined with
medications, such as antidepressants, anxiolytics, etc., while only
12% of controls required such intervention (Fig. 2).

Discussion
It is evident from the study that psychological comorbidities are
much more prevalent in head and neck carcinoma patients as
compared to other ENT noncancerous patients. Similarly, Lydiatt
et al. report that patients with HNC were at an increased risk for
developing depression and anxiety, with an incidence of 15–50%,
as compared to patients with other forms of cancer.1 Moreover, Kam
et al. proved that suicidal ideations were three times more common
in HNC patients as compared to normal people.2 This is largely
attributed to the disfigurement, dysfunction, and social stigma
associated with HNC.3 The pain, fear of recurrence, long treatment
course, and the sense of impending doom play their part as well.
A young, single, alcohol-dependent patient with a preexisting
psychiatric illness is more likely to undergo depression and anxiety.4
The cancers of the larynx, oropharynx, and hypopharynx with a
feeding tube inserted and in stage IV have been proved to be the
most detrimental to patients’ psychology.2,5,6
Tobacco consumption and alcoholism, the premier causes for
head and neck carcinomas, have been showed to cause depression
and increased suicidal tendencies too. It is well known that
depression and anxiety not only affect patients’ psychology but also

Table 2: BDI also suggestive of high occurrence of depression in cases as compared to controls
BDI score

Cases
Control

Normal
(0–10)
12
39

Mild mood disturbance
(11–16)
16
08

Borderline depression
(17–20)
09
02

Moderate depression
(21–30)
10
01

Severe depression
(31–40)
03
00

Extreme depression
(>40)
00
00

Fig. 1: High incidence of psychological comorbidities and suicidal tendencies in controls and cases
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will sensitize surgeons about the psychological aspect of patient
care and provide holistic and complete care which will be integral
in preventing psychological comorbidities and decreasing suicidal
tendencies as well.

C o n c lu s i o n
The prevalence of psychological comorbidities is significantly
higher in head and neck carcinoma patients as compared to other
ENT patients. Measurement of HRQOL should be incorporated as
an integral part of treatment regimen and patient management.
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