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ABSTRACT

STUDY OF RELIGIOSITY, COPING SKILLS AND THE IMPACT ON DEPRESSION IN

CANCER PATIENTS- A CROSS-SECTIONAL DESCRIPTIVE STUDY

Introduction -Cancer is a disease which is often diagnosetisitaie stages and progresses
very rapidly leading to variety of complications.ef@ession is one of the important
consequences of cancer which can increase the ditgrtand mortality. Studies have
indicated as depression is one of the most comragehatric disorder among cancer patients
and can adversely affect the outcome of canceigiBes attitude and practices are supposed
to positively affect the mental health in gener@tudies on the effect of religiosity in
depression are sparse in India. Given the uniqueoitance religiosity has in Indian

community, this study was conducted.

Aim- 1.To assess the impact of religiosity on depressi@ancer patients.

2.To assess the impact of coping skillslepression in cancer patients.

Material and methods - Study was a cross sectional descriptive studiudiieg a sample

size of 300 patients attending cancer OPD. EligialBents were subjected to Patient Health
Questionnaire (PHQ 9) to assess depressive disandeng them and later were assessed for
religiosity using Durel Scale (Duke University Rgtin Index) and simultaneously assessed

for coping using Life paths coping scale.

Results- Out of 300 patients ,102 patients (34%) were eleged. Out of which 50 % had
mild depression, 27.4 had moderate, 14.7% modgratevere and 7.8 % had severe
depression. It was found that depressed peopléhigddoverall lower religiosity than non-
depressed people. There was a mild negative coorelbetween organizational(r = -0.1619)
and non-organisational religiosity(r=-0.1982) anepission and moderate negative
correlation between intrinsic religiosity(r = -035 and depression. There was no difference

between coping skills between both the groups.
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Conclusion-The present study points out that high intrinsid &xtrinsic religiosity appears

to be a protective factor in depression.

Keywords - depression, religiosity, coping skills, cancer
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ABBREVIATIONS

ACRONYMS
ER Extrinsic religiosity
IR Intrinsic religiosity
NORA Non-organisational religious activity
QOL Quality of life
PHQ Patient Health Questionnare
DUREL Duke university Religion Index
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INTRODUCTION

Cancer is alife changing and a feared diagnosis and is a source of significant
psychological and emotional stress. Depression is known to be commonly co-morbid
in cancer cases. Norma amount of sadness may be a normal response to a cancer
diagnosis, however, stress beyond the coping mechanisms of patients may result in

major depressive disorder, specially in cases with poor prognosis.

Depression leads to a poorer quality of life (QOL) and compromises the
outcome of patient resulting in higher rates of mortality. The impact of mood and
mental wellbeing on cancer progression is considered important by doctors and
patients, with >70% of oncologists and 85% of patients believing that mood affects
the progression of cancer.!) Prior research has shown that socia support and
functional coping strategies dleviate depressive and anxious symptoms of cancer
patients but the exact relationship between social support and coping strategies in
amelioration of the symptoms is yet to be elaborated. Religiosity may also reduce
psychological distress by increase self-esteem and help a person find his sense of

meaning.

Generdly, the interpretation of consequences or outcomes related to life events
may be influenced by religious beliefs. It is suggested that religious practice is
effective in emotion regulation, behavioural inhibition and self-control. It aso helps
in enabling the suppression of distressing thoughts and disorganised behaviours and
acts as a defence against unpleasant feelings. Religious activity such as prayer or

meditation helps to reduce distress and promote relaxation.
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There are lack of studies looking into religiosity and religious coping.
Currently, there has been very few studies in Indian context examining the association
between religion and its impact on depression in cancer patients. Therefore, the aim
of this study is to examine the associ ation between religiosity, coping on depression in

cancer patients.
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Objective

OBJECTIVES

1.To assess impact of religiosity on depression in cancer patients.

2.To assess impact of coping skills on depression in cancer patients.
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Review Of Literature

REVIEW OF LITERATURE

Depression is characterised by a state of low mimsd, of positive affect and
a range of emotional, cognitive, and behaviourahgpms, such as anhedonia,
disturbed eating and sleeping patterns, worthlessnand repeated thoughts of
death® Without therapy, depression is likely to be pegsistand recurring and is
linked to a progressive decline in capacity. Acaogdto the World Health
Organization, depression will overtake all othérasses as the main global cause of
death by the year 2039 As a result, depression's independent disability pwant to

the burden that depression would likely have indibtext of physical diseaséks.

DEPRESSION AND CO MORBIDITY

Depression and physical illness often occur comely. The presence of both
depression and a medical condition rather than Igimpe or the other has been
associated with worse quality of life (QoL), worsaetcomes of physical illnesses,
higher mortality, more medical expenses, more diggband a stronger functional
impact® These findings have contributed to the increasedremess of depression
and physical disease co-occurring as a clinical @ualic health probler? Despite
past under recognition and neglect, a new fielthéking significant progress in the
study of the risk factors and effective treatmefutis depression in patients with
physical diseases.

Patients with cancer, stroke, and acute coronamgreyne in particular are
more likely to have clinical depression. Life exiaexy decreases, functional
impairments increase, and death rates rise whepl@eaath these conditions also
experience depression. Patients who have physicesses are more likely to
experience depression. Not only individuals withefe or epigenetic risk factors are

affected by this; even those with environmentak fiactors, such as a history of
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depression, a severe physical impairment, or agwi traumatic experiences, are
affected.

A large body of evidence suggests that people pitisical issues, and in
particular those with multiple physical ailmentsg @t increased risk for depression.
A one-year prevalence survey of 30,801 people énlthited States found that those
with chronic medical conditions were around thrieees more likely to experience
depression than healthy contr8lsThe World Health Organization conducted a
research on the prevalence of depression among@ipatients across 60 nations
over the course of a year and found that just 2%o0se without a physical ailment
suffered depression, whereas this number ranged 9t8% to 18% among those with
a single medical disordé?.

The large variety of reported depression prevalerates is a result of
methodological challenges such the use of variostimated time points and
assessment tools. A comprehensive review of 3lafgree studies using structured
interviews revealed that 10.8% of cancer patier#tld Major depressive disorder,
whereas a meta-analysis of 61 research on depnesfier stroke indicated that 31%
of survivors had the illne<y.

Patients with physical conditions experienced depom two to three times
more often than the general population as a wh6lé percent}:? and similar
findings have been seen in KofA.According to the Korean National Health and
Nutrition Examination Survey, depression affect&bercent of stroke patients and
21.7 percent of patients with AGS) Chonnam National University patients with a
wide range of medical ailments, including 309 witteast cancer, 276 with stroke,
and 969 with acute coronary syndrome (ACS), werveyed to determine the

frequency of depression among them. Researchedstlisediagnostic and Statistical
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Manual

of Mental

Disorders,

Fourth Edition (DSM-IVMini-International

Neuropsychiatric Interview (MINI-1) to analyse initiluals with severe and moderate

depression (DSM-IV§® Patients with ACS (18.3%) had a higher prevaleate

major and mild depressive disorders than those lnitlast cancer (2.6%) or a stroke

(10.5%) or a vascular condition (20.7%). (Fig?).

Fig 1._Prevalence of depression among the general population and in patients

with cancer, stroke, and acute coronary syndrome

Depression prevalence

Il Major depressive disorder

257 [ Minor depressive disorder

1-Month prevalence

20

15

%

12-Month prevalence
10

0 =i T T
us Korea

Stroke Acute
coronary

syndrome

Cancer

General population Patients with physical disorders in
Chonnam National University Hospital

Fig 2: Review of therisk factorsof depression in patients with cancer,
stroke, and acute coronary syndrome

Genetic vulnerability Environmental vulnerability

Cancer BDNF met /met genotype (baseline, persistence)

IL-1B-5117/T genotype

History of depression (baseline)
(especially breast Family history of depression (baseline)
a

cancer) Increasing bers of pro-i vy cytokine Number of metastatic axillary lymph nodes
risk alleles (persistence)
BDNF hypermethylation (exon VI) (1week and
1 year after mastectomy)
Stroke 5-HTTLPR s/s genotype (baseline) Pre-stroke depression

5-HTR2a 1438 A/A genotype (baseline) Severe disability
More stressful life stress

Poor support system

BDNF met /met genotype (baseline)

IL-4 +33C/C genotype

IL-10 -1082A /A genotype

Increasing anti-inflammatory cytokine risk alleles

5-HTTLPR promoter hypermethylation (baseline,
persistent, incident)

BDNF hypermethylation (exon VI) (1week and
lyear after stroke)

5-HTTLPR s/s genotype (baseline, persistence) Female (baseline)

Lower educational level (baseline)

Previous acute coronary syndrome (baseline)

Higher heart rate (baseline)

Current unemployment (incidence)

Family history of depression (incidence)

Higher baseline HAMD score (incidence, persistence)

Lower LVEF (incidence)

No depression treatment (persistence)

Acute coronary
syndrome
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DEPRESSION AND IMPACT ON THE PROGNOSIS OF PHYSICAL
DISORDERS.

Given the high prevalence of depression among theeple, there is a great
possibility that this psychological condition wilave a significantly detrimental
impact on the prognosis of patients with physiéabdiers. In contrast to the presence
of depression alone, any one medical disease, gr cambination of physical
disorders without depression, the presence of ahraomorbid depression
dramatically lowers health status, according tdierastudy by Moussavi et al. Poor
QoL among cancer patients is more frequently catedl with mental health
conditions like depression than with demographidisease-related factors. Further
studies have shown that, even after controllingcfamfounding factors like baseline
QoL and the severity of ACS, post-stroke depres$RBD) has a role in defining
QoL for stroke patients and that depression pregiobr QoL in patients with ACS.
Depressive emotions and self-awareness of onelthteea only two examples of the
mental factors that have been found to play apasn analysis of long-term follow-
up information from ACS patients, which includeddamised trials of antidepressant
medications, indicated that depression was linked tower quality of life and that
depression therapy was linked to a higher quafitjfea*®

Recent research suggests that depressed patightphwyisical diseases show
considerable deficiencies on both subjective angatibe assessments in terms of
functional limitations. In a sample of 30,801 indwals, it was shown that patients
with both mental and physical disorders had sulisidnhigher rates of functional
impairments (OR: 2.48, 95 percent Cl: 1.96-3.1%mdnstrating that co-morbid
depression had an independent influence on furatiatisability™® Clinical

investigations have shown that antidepressantntieait may alleviate both depression
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and its associated symptoms, leading to improveditgLof life. Recent studies have
demonstrated an inverse relationship between depreand functional results in 14
groups totaling 4,498 stroke patiefff8.Researchers in South Korea found that stroke
survivors who had depression during the acute plohstheir illness had worse
functional outcomes a year latéb.A systematic review of 31 studies indicated that,
even after adjusting for the severity of the phgkidinesses, individuals with co-
morbid depression and chronic physical conditiamshsdiabetes, lung disease, heart
disease, and arthritis had considerably more mesljwaptoms ??
Depression and cancer

When a patient receives the devastating and tergfgiagnosis of cancer,
they go through a great amount of emotional distr€kere is greater suffering after a
cancer diagnosis than there is after a diagnosa dn-neoplastic condition with a
similar outlook®® Cancer patients who endure extreme emotional edistfor a
lengthy period of time may develop anxiety, depmess or both. Mixed
symptomatology, including depression and anxiet/,common among cancer
patients; in fact, 2/3 of depressed cancer pat@stshave clinically significant levels
of worry®4

There is a connection between depression and agase in cancer mortality,
and depression also has a negative impact on patignomes and quality of life
(QOL). A meta-analysis found that those with angrde of depression had a 39%
greater chance of dying, and that those with evéawadepressed symptoms had a
25% higher risk?® Over 70% of oncologists and 85% of patients belithat mood
affects the course of cancer, demonstrating theespickad appreciation of the link
between mood and mental health and cancer amomgnbedical professionals and

patients?5)
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Cancer patients may have up to three times themadtaverage risk of depressiéh
Studies utilising the DSM critef®® for major depressive disorder (MDD) have
shown prevalences ranging from 2.0% to 43.5%, vasereports from palliative care
facilities have found prevalences as high as 4%¥%he vast variety of reported
prevalences may be attributed to various evaluatiethods, patient types examined,
age groups, gender ratios, inpatient status, amer efriables. Linden et &) put the
global prevalence of depression at 10.8%, wherepstMl. (30) found it to be 12.9%
throughout their extensive literature assessmenireMhan sixteen percent more
individuals are reportedly dealing with mild-to-nesdte depressida”

Cancers of the pancreas and lungs are associathdthei greatest rates of
depression, whereas invasive skin cancer is asedciaith the lowesg” The
prevalence changes with age as well. Despite tttetfiat numerous kinds of adult
cancer were negatively connected with age and dsiore evidence shows that
children and adolescents with cancer are not mepedsed than healthy controls.
Research has indicated that female cancer pateatat least twice as likely as male
patients to experience depression. Psychologicedstand sadness levels change over
the course of the illness as well, reaching theikimum right after diagnosté&?
Symptoms in cancer

Clinicians may mistake the somatic signs of depogs such as exhaustion,
lack of appetite, weight shift and impaired cogmitifor side effects of cancer therapy
or other illnesses, which results in a reductiontle disorder's identification.
According to a single study that also took into sideration cancer pain and physical
functioning, changes in appetite and impaired dbgnifunction were positively
connected with anhedonia, while sleep problemsexihdustion were not. This shows

that decreased cognitive function and a lack ofe#ifgare more accurate predictors
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of depression in cancer patients than other fa€@@r€omparatively, depressive
cancer patients are less likely to feel guilty orswccessful (4%) than depressed
individuals who are otherwise healthy (56.58%).
Pathogenesis of depression in cancer patients

Depression in cancer is rultifactorial disorder involving psychosocial,
biological and even iatrogenic causes.

Psychological and social

Non-pathological sadness, adjustment disorder, lisital depression, and
severe depression are all forms of depressionssStiteat overwhelms a person's
ability to adjust to life events can lead to depi@s, a poor mood, despair, anhedonia,
and hopelessness. A bleak prognosis or consideuaiskertainty can cause emotional
stress. Cancer diagnosis and treatment can affpatient's job, family, appearance,
abilities, independence, and income. Maladaptiy@ngptechniques, mental disease,
and poor medical communication increase the likelchof depression. Strong family
and friend support and optimism safeguard agaistessiofi”)

Inflammation

Biological mechanisms may be relevant in cancexteel depression, in
addition to emotional and psychological factorsssilie destruction by surgery,
chemotherapy, or radiotherapy causes damage-assbcimolecular patterns
(DAMPs) on damaged tissue, which bind to pattenogeition receptors (PRRS) on
leukocytes, particularly macrophages, causing #pFession of nuclear factor (NF)
and the production of pro-inflammatory cytokinescluding interleukin-1 (IL-1),
interferon- (INF-), IL-6, and tumour necrosis faet$) TNF-, IL-1 and other
cytokines have also been observed to increasecthatyaand expression of serotonin

(5-HT) and noradrenaline (NA) reuptake transportdreough activation of the p38
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mitogen activated protein kinase (MAPK). This regicsynaptic 5-HT and NA
concentrations and can cause depre$$idh.Pro-inflammatory cytokines boost CRF
release (CRH). CRH can elicit depression-like bahavchange§® These cytokines
suppress neural development factors like BDNF, Wwhsccrucial for neurogenesis.
Low BDNF and neurogenesis may cause depre$Sion.

INF decreases DA-2 receptor expression and stilsalelease in non-human
primates, causing anhedonia. INF- decreases pHanyla to tyrosine conversion,
which reduces DA production in the brain and mauseadepressive symptoms,
however the processes and pharmaceutical methedsknowr(z®)

Pro-inflammatory cytokines, especially TNF-, bodse activity of the
tryptophan-degrading enzyme IDO. Destroying tryptp reduces 5-HT levels.
Depressed patients' brains contain less tryptoghan monoamines. IDO induces
neurodegenerative tryptophan catabolites (TRYCAT$kese TRYCATS, including
kynurenine and quinolinic acid, may also be relévancancer-related depression.
Quinolinic acid is a powerful NMDA receptor agonatd can promote excitotoxic
lipid peroxidation in neurons, while kynurenineaisxiogenic. Quinolinic acid levels
are elevated in the anterior cingulate cortex wese depression. Neurotoxicity and
hippocampal atrophy may cause depres$$ibn
Stress

Cancer diagnosis and treatment cause persistesssuring stress, the SNS
is stimulated, the PSNS is blocked, and the HPA ixactivated®3") Stimulating the
HPA-axis should release endogenous glucocorticoidéich decrease pro-
inflammatory cytokine production. PRR activation WYAMPs inactivates the
intracellular glucocorticoid receptor (GCR) de leaktes, attenuating the anti-

inflammatory impact of glucocorticoids and increasi cytokine production.
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Proinflammatory cytokines may also reduce GCR sigitgi reducing glucocorticoid
anti-inflammatory efficacy and increasing cytokimeoduction®? Chronic SNS
stimulation promotes increased NA release, whictdbito adrenergic receptors on
macrophages, activating NF and increasing cytokx@ession, reducing 5-HT and
NA levels@829PSNS activity should reduce pro-inflammatory cytekproduction;
acetylcholine binds to leukocyte nicotinic recept@nd suppresses NFB. Chronic
stress inhibits the PSNS, increasing cytokine prodno and neurotransmitter
levels*®)
M edications

Some cancer medicines cause depression-like symspt@A receptor-2
antagonist haloperidol decreases dopaminergicrirassn in the brain and has been
connected to depressive symptoms. Immunotherapycmesd, particularly INF, used
in some tumours cause depression in up to 50%tips6")

Depression is an under-recognized comorbidity incea patients, affecting
suffering, death, and healthcare costs.
Implications on the disease

Chemotherapy and healthcare

In a cohort study of breast cancer patients withresion, 51% accepted and
began chemotherapy, compared to 92% of the cogtoalp.“¥ Depression impacts
treatment participation, results, and de4th®

Depression worsens cancer patients' physical syngpand affects them and
their family throughout the disease. Patients \kitfher pre-chemotherapy levels of
fatigue, depression, and sleep problems experienwedse QOL throughout

treatment. Depression in cancer patients proloogpital stays and raises health care
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costs*® Depressed cancer patients have a higher suicgle than the overall
populatior{*®)

Depression and cancer progression

Depressed cancer patients have a higher mortadkythan other&® Non-
treatment accounts for some of the increased hsk,animal and human studies
suggest that chronic stress may also increase rcameasiveness, reduce tumour
surveillance by the body, increase angiogenesidices tumour suppressor gene
activity, and reduce cellular apoptd$is

| mmunother apy

Multiple immunological systems may explain why tegsed patients have a
higher mortality rate than others. Depression reduthe number of natural killer
(NK) cells in healthy persons, and the same is eegein cancer patiert®
Depressed and worried ovarian cancer patientsdvaer lamounts of T helper 1 cells,
cytotoxic T lymphocytes, and interferon- (INF-)time tumour microenvironment and
peripheral blood. Chronically stressed mice (SKHikless mice) were more likely to
develop squamous cell carcinoma than non-stresseel im a mouse investigation.
The stressed group exhibited a shorter tumour dgtdower INF- expression, more
infiltrating and circulating regulatory T cells, diless T helper cell infiltratioft?
Chronic stress reduces anti-tumor lymphocyte and deK function and increases
immunosuppression.

M odifying genes

In another mouse investigation, prolonged SNS dttimn during chronic
stress interfered with p53. HPA axis activation walso thought to increase
glucocorticoids and p53 inhibitors (namely MDM2)hrGnic stress lowers p53's

tumor-suppressor and anti-angiogenic functi®iChronic stress in murine prostate
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cancer models implicates catecholamines in boosttoghour growth via
phosphorylating and inactivating Bcl-2-associatedtd promotef??)

Angiogenesis/ invasiveness

In an ovarian cancer model, chronic stress enhatie®gae catecholamines, the
downstream expression of angiogenic factors (inodascular endothelial growth
factor), and the production of pro-invasive enzyf@<Chronic stress may enhance

angiogenesis and tumour invasiveness, increasimguuburden.

Religiosity

Religiosity has been defined as ‘use of cognitimd behavioural techniques
in the face of stressful life situations, arising of one’s religion or spirituality. Five
key religious functions of having religious beligfisen by Pargamefit)
1.to give meaning to an event
2.to achieve a sense of control over a difficuliaion.
3.to provide comfort during times of difficulty.
4.to provide intimacy with other like minded people
5. to assist people in making major life transfatiors.

According to the bio-psycho-social diathesis-streasadigm, an individual's
susceptibility to depression may be influenced bynwamber of different, but
interrelated, biological, psychological, and soacratiables. Both predisposing and
protecting variables have been identified as péssibntributors to the development
of depression. Because of their biology (such &saagl gender), their bodies (such as
health status, chronic conditions, disabilitiesrament medical setbacks), their minds
(such as mental illness and heavy alcohol usedhar social environments, certain
individuals are more susceptible to experience etgion (e.g., marital status,

education, income, social support, volunteerisna, atverse life events). This study
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identifies religion as a protective factor, indiogt that it may lessen a person's
vulnerability to depression in genefd.
Traditional definitions of religion include not gnthe abstract concept of

"believing in a higher entity or something betteart oneself," but also the concrete

actions of "prayer,"” "meditation," "service attenda,” "religious readings," and
"affiliation with a particular religion or place ofvorship"®* Religion is often
structured in a hierarchical fashion, with a leagestor, rabbi, priest, etc.) at the top.
Although a person's religious beliefs are what weam by "religion," the term
"religiosity" describes how those beliefs are mib ipractise.
There are three distinct varieties of religion dissd in the literature:
Organisational
Nonor ganizational
Intrinsic

Attendance in religious services, which can invothe general public or
organised groups, is a defined level for evaluatarg organization's religiosity
(Koenig et al., 1998; Sun et al.,, 2012). Individsiét religious practises, such as
reading religious books, praying, and/or meditatimgy be practised whenever and
wherever the person pleases, in contrast to orgenisligion® People's own
understandings of religion and the practical imgdlins of their religious convictions
are at the heart of the study of what has come tkriown as "intrinsic religiosity®®
Research indicates that older adults, maybe inoresp to physical deterioration,
participate in less public forms of religious exgsien, such as private prayer and
meditation, rather than abandoning religion altbgé&t”

People's religious beliefs become increasinglyreémnd who they are as they

age. According to a national study, over 70% ofpes over the age of 50 and 44%
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of those under the age of 30 feel that religiomighly important in their live§>
Older people are more likely to be religious andatdively engage in religious
societies as compared to younger generations (BlpsWehana, & Dilworth-
Anderson, 2006). The high rate of depression indlerly, along with the trend
toward more religiosity with age, implies that aduial study is required to
determine how these factors interact to cause emalttistress in the elderfy/)

Few studies have looked at how a patient's relgyioeliefs may affect their
risk of developing depression. Providers of mehtdlth services would do well to
educate themselves on the topic of religion andtaheliness, since many of their
patients turn to faith for solace in times of need.

In the United States, a two-year prospective resean the protective effects
of religion on depression was conducted betwee® 200 2008 with a sample size of
7732 people. Regular church attendance was lintead lower risk of depression at
follow-up in people who had not experienced depoessit baseline, but private
prayer was linked to a lower risk of depressionttiese who had experienced
depression at baseline. Research results revddintbdypes of religiosity (organised
and non-organized) both have an impact on depressidicomes (i.e., onset and
recovery) but in distinct ways”

In the context of serious depression and chronidicaé disease, another
research found no association between religiosityl aepressive symptoms.
Nonetheless, more religious participation is linkedhappier feelings, which may
affect how depression develops over time.

With higher purpose, optimism, compassion, and epation, religious
participation is shown in those with serious degims and persistent medical

diseasg®
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Numerous characteristics of religiosity were fodadappear to connect cross
sectionally to depressive symptoms in this sampl48 teenage psychiatric patients
in a prospective study of religion/spirituality adépression symptoms. It was also
suggested that loss of faith may be a sign of gpwognosis among the depressed
population®®

High-religion practitioners have been shown in akmumber of studies to be
more resilient to depression. It was shown thairtgpan avoidant God-relationship
was inversely related to clinical depressfh.

In 2012, Thune-Boyle conducted a longitudinal rese&xamining the effects
of religiousness on depression and adjustmentdrfitat year following a diagnosis
of cancer among 150 patients who had just receiliechews that they had breast
cancer. Researchers found that women who drewligiores beliefs and practises to
help them deal with the stress of being diagnoséld tareast cancer in the early
phases of treatment had more positive outcdfes.

The mean score of relationship with God was highevomen than in men,
and the rate of depression was higher among patight had an avoidant strategy
towards God and lower among patients who had araettitude towards religion,
according to Haghighi F. (2013) who conducted adgtve correlation study on 150
cancer patients using the Pargament's questionrmaice the Beck's depression
inventory©®?

The results of a study of 60 people with depressibo visited an outpatient
clinic in northern India found that the patient€sgdondency and suicide intent
inversely linked with their degree of religiosify

There was no statistically significant differencethe degree of religiosity

between patients who tried suicide and those wtadi, according to another Indian
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research, with the exception of the latter grouyaritaa higher incidence of negative
religious coping. Negative mood and suicide behavifdeation or attempt) are
associated with lower levels of religion and spaltty compared to healthy
controls® Depressed patients are more likely to rely on tiegaeligious coping
strategies, whereas healthy controls are moreylikel rely on positive coping
strategies. Positive results were shown betweaeased coping abilities and reduced
psychological discomfort in another investigatiow/omen who used positive
religious coping strategies had less spiritual alisiort and a higher sense of well-
being. When people used more positive religiousingppstatements, they were
happier and more at peace with their spiritualdive

According to earlier polls, only 40-70% of psychgikts and psychiatrists
claimed to have faith in God, although 90% of teeeyal populace di§>

Kroll and Sheehdt! and Larson et al. discovered that research ogioeli
and spirituality and mental health is lacking. Nuous authors have emphasised the
need of include patients' religious and spiritutd In psychiatric consultationd®!
Numerous mental health conditions, such as drugiseispsychosis, anxiety, and
obsessive-compulsive disorder, have been conneotaeligious belief$” When
Kendler et al. looked at the correlation betwedigimn and both extroverted and
introverted mental disorders, they found a stroogratation. Higher degrees of
general religiosity, forgiveness, belief in Godjadge, and belief in God as involved,
were associated with lower rates of drug misusenicgal behaviour, and other
interpersonal interaction issues. Both extroversiod introversion are mitigated by
social religious practises like offering gratitud®ajor depression, phobias, panic
disorder, generalised anxiety disorder and bulimeavosa). Effects of religion on

several aspects of depression, including prevaleseeerity, psychopathology, time

Page 18



Review Of Literature

to recovery, religious coping strategies, and relig psychotherapies, have been
studied®®%% The effects of depression on religious practise lbelief are complex.
Some studies have shown a correlation between sipee symptoms and less
religious observance or more severe symptomatoldgpressed persons who
practised their religion had less depressive thtsughut the same physical
symptoms’® A greater moral objection to suicide protectedrdsped in-patients
from attempting suicide. Suicide rates were loweplaces where more people were
regular churchgoers, according to research by Bigigé and Stark that looked at 78
American communitie€!! Higher levels of religiosity have been linked in
longitudinal studies to a shorter duration of deprée symptoms and a speedier
recovery timg’273l

Although many research have looked at religioustimas as a means of
dealing with both physical and mental illness, vieny have evaluated how a patient's
religiosity relates to their level of depressivgg®opathology. If many people rely on
religious beliefs to cognitively and emotionally mage with mental and physical
disease, mental health professionals should becavidhis effectt®

This study highlights the paucity of research exang the connection
between spirituality and depression in India, gpecsically among patients.

To add, the majority of these research have onfynéed a single or a small
number of characteristics of religious or spiritymbctices. Although religion and
spirituality are very important in the day-to-dayels of Indians, there has not been a
sufficient amount of research done on their imp&tidies on the effect of religiosity
in depression are sparse and very few done in .Ir@gilgen the unique importance
religiosity has in Indian community, it's worthwéito explore the effect of religiosity

in Indian context.
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MATERIALSAND METHODS

The study was designed as a cross -sectional pg#esgeristudy, aimed at
assessing the religiosity and coping skills in eanpatients suffering from depression.
The study was conducted at the oncology outpatipartment at KLE'S Dr.
Prabhakar Kore Charitable Hospital, Nehru Nagadadsevi. Data Collection took
place between 1st January 2021 and 31st Deceml2dr. Batients were recruited

using purposive sampling.

The source of sample were patients diagnosed wightype of cancer who

attended oncology OPD, KLE'S Dr. Prabhakar KoreriZhlale Hospital, Belagavi.

Sample size- 300

Sample size calculation-

According to the meta analysis study by Krebdte (2013) ®), prevalence was taken

as 24%.

Using pg/f formula, sample size = 291(which was rounded ofQ0)

Where p=0.24

g=(1-p) =0.76

r=5%

Sampling procedure:

Purposive sampling: All consecutive patients fliffd eligibility criteria.
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Inclusion criteria

All patients with confirmed primary diagnosis ofhcer.

Exclusion criteria
1. Patients with primary psychotic/mood disorder.
2. Patients with other chronic medical illnesses.
3. Patients with history of substance dependence pexgeotine).
4. Patients with a past history of depression.
Ethical clearance
Prior to commencement, the ethical clearance weard from Institutional

Ethics Committee, Jawahar Lal Nehru Medical Colldgelagavi. (Ethical clearance

number-MDC/DOME/43)

Informed consent

Patients fulfilling the selection criteria were édiped about nature of study
and a written informed consent was obtained befarellment.

Tools

1) PHQ-9 SCALE- The patient health questionnaire is a widely utiegnostic tool
to screen adult patients for the presence and isgeédepression .It has 9 items
and 4 responses. Total score is 27. It classifiesrity of depression into none,
minimal, moderate, moderately severe, severe dgpréé)

2) DUREL SCALE-( Duke university religiosity index)-This scale was used to
measure religiosity in he study population and ted by Koenig, Parkerson,
and Meador (1997). It is a brief measure of reBgio consisting of five items
that measure three dimensions of religiosity: Omth Religious Activity

(ORA), Non-Organized Religious Activity (NORA) anltrinsic Religiosity
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3)

(IR). ORA refers to public religious activities $uas attending religious services
or participating in other group-related religiowsiaty. NORA refers to religious
activities conducted in a personal manner, sucprigate scripture reading, and
personal prayer time. IR assesses the degree sbrnmdrreligious commitment
and motivation. It scores between a range of 5-&tiddies of the DUREL’s
psychometric properties by other investigators halge found it to be a reliable
and valid measure of religiosity. The reliabilitytbe DUREL is high (intra-class
correlation coefficient of 0.91). The DUREL has bessed in over 100 published

studies conducted throughout the world and is alskglin 10 languagé®’)

LIFE PATHS COPING SCALE - This scale was used for assessing coping
skills in the study. This coping questionnaire asse cognitive, emotional, and
behavioral methods of dealing with problems. Sotems focusing on cognitive
and emotional approaches, were adapted from HolahdiMoos' (1987) widely-
used Coping Strategies Scale (items 2, 3, andaWhelvhile other cognitive and
emotional items were original (1, 5, 6, and 8). Taémainder of the items were
adapted from Spitzberg and Coach's (2008) framewarlassessing coping in
response to stalking. It is a 13 item scale. Eatdwar category is assigned a
value from 4 to 1. The total score can be a sumean of all the items. Higher

scores indicate higher levels of copif.
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Figure3

OPD,KLE’S Dr. Prabhakar Kore Charital
Hospital, Belagavi

Source of the participants -patients diagnosed

with any type of cancer who attended oncology

ble

INCLUSION CRITERIA
All patients with confirmed primary
diagnosis of cancer.

EXCLUSION CRITERIA

e Patients with primary psychotic/ mood
disorder.

® Patients with other chronic medical
illnesses.

® Patients with History of substance
dependence (except nicotine).

® Patients with a past history of
depression.

DUREL SCALE ‘
COPING SCALE

Results are
tabulated

Figure4

PHQ= Patient health
questionnaire
DUREL scale- Duke University
Religiosity Index

Total number of patients diagnosed with cancer (n=370)

Patients excluded

from the study (n= 70)

3.History of substa

1.Primary psychotic/mood disorder( n=22)

2.0ther chronic medical illness (n=30)

nce use (n=5)

4.Past history of depression (n=9)

5.Did not give informed consent (n=4)

Patients included in the study (n= 300)
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Variable

In this study, depression was considered as therdiemt variable. Religiosity
and coping skills were both independent variab#ssised to affect depression.
Procedure

Patients attending oncology OPD were explained rdégg nature of the
study. A written informed consent was taken frontigras in their vernacular
language Those who fulfilled the inclusion and agmn criteria were interviewed.

Sociodemographic details were collected using ai stractured proforma.
Eligible patients were subjected to Patient He@testionnaire (PHQ 9) to assess
depressive disorder among them.

All patients would be assessed for their religisising Durel Scale (Duke
University Religion Index) and assessed for coprgle using Life paths coping

scale.

Data analysis

Data obtained was tabulated in Microsoft excel ieersl6.48. Descriptive
statistics were presented as percentages for catelgeariables, mean and standard
deviation for continuous variables.

The strength of association between the two vasafp value) was calculated
using unpaired t test or Mann -Whitney U test (pamametric) for continuous
variables and Chi-square test or Fischer exactdesategorical variables.

The correlation between the continuous variables gaculated using spearman All

tests were 2 -tailed tests. Statistical signifieanas set at p value less than 0.05.
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RESULTS

Table 1: Socio-demographic profile of the study sapie

Reaults

Profile No of patients % of patients
Age groups

<=40yrs 58 19.33
41-50yrs 67 22.33
51-60yrs 79 26.33
>=61yrs 96 32.00
Sex

Made 120 40.00
Femae 180 60.00
Education

[literate 46 15.33
Primary school 65 21.67
High school 159 53.00
Graduate 30 10.00
Occupation

Unemployed 102 34.00
Unskilled 20 6.67
Semi-skilled 158 52.67
Professional 20 6.67
Religion

Hindu 224 74.67
Muslim 76 25.33
Total 300 100.00
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Table 1 shows sociodemographic profile of the study sample. The maximum number
(32%) were older than 61 years. ,40% of them were males and mgjority (60%) were
females. With respect to education,15.3% were found to be illiterate, 21.7% had
studied upto primary school. Maximum (53%) went till high school and 10% were
found to have graduate degree. 34% were unemployed. 6.7% were found to be
unskilled and 52.7% were found to be performing semi-skilled work. Number of
patients who were found to be professional were 6.7%. Majority (74.6%) of the

patients bel onged to Hindu religion whereas Non - hindu was popul ation was 25.3%.
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Table 2: Distribution of patients by health relatedparameters

Health parameters No of respondents % of respondents
Type of cancer

Hematological 60 20.00
Solid tumour 240 80.00
Stage of cancer

No staging 178 59.33
Stage 1 45 15.00
Stage 2 40 13.33
Stage 3 25 8.33
Stage 4 12 4.00
Duration of illness

More than one year 182 60.67
Less than one year 118 39.33
Any chemotherapies given

Yes 171 57.00
No 129 43.00
Any hormonal therapy given

Yes 11 3.67
No 289 96.33
Progress of iliness

Known to the patient 177 59.00
Not known to the patient 123 41.00
Side effect of chemotherapy

Yes 119 39.67
No 181 60.33
Tota 300 100.00
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Table 2 describes health related parameters related to the illness in the study sample.
Majority (80%) of patient had solid tumours, and rest of the patients had
hematological malignancies (20%). Majority (59.3%) of the patients were un-staged
and rest of 15.3%, 13.3% ,8.6% and 4% were found to have STAGE |, Il 111, IV
cancer respectively. Patients who had total duration of illness more than one year
were 60.67% and 39.3% had duration of illness less than one year. No. of patients
who received chemotherapies were 57% and who did not receive were 43%. Mgjority
(96.3%) of patients did not receive any hormonal therapy. With respect to patients
who were aware of the prognosis of illness before were 59% and those who were not
aware were 41%. Mgjority (60.3%) of patients experienced side effects were 39.6%

did not experience any side effects.
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Table 3: Prevalence of depression in the study sanep

Groups N %
Non- depressed 198 66.00
Depressed 102 34.00
Total 300 100.00

Figure 5 Prevalence of depression in the study sarep

With
depression
34.00%

Without
depression
66.00%

Figure 5 And Table 3 shows prevalence of depression in the study sample. Total
number of people who were found to have with depression were 102(34%) { PHQ >5}

and number of people who did not have depression were 198(66%)
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Table 4: Grades of depression

Grades of depression n =102 %
Mild depression 51 50.00
M oderate depression 28 274
Moderately severe 15 14.7
depression

Severe depression 8 7.8

Table 4 shows grades of depression. Out of 102 patients, who suffered depression

50% had mild, 27.4% had moderate, 14.7% had moderate severe and 7.8% had severe

depression.
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Table 5: Comparison

depressed groups

of extrinsic religiosity betwea non-depressed and

Non-depressed
Depressed(n=102)
Components (n=198) p-value
Mean SD Mean SD
ER1 3.79 1.47 3.02 1.82 0.0033*
ER2 3.88 1.43 3.09 1.80 0.0012*

ER1 - Organised religious activity, ER 2 -Non-organised religious activity. *p<0.05

Figure 6: Comparison of extrinsic religiosity non-cepressed and depressed

groups

ER1

HNon - Depressed

Mean

M Depressed

ER2

Table 5 and Figure 6 shows comparison of non-depressed and depressed groups with

extrinsic religiosity. In both subdomains, ER 1 (organizationa religiosity) and ER 2

(non-organizational religiosity), depressed group had lower mean scores than the non

depressed group. Both the differences were statistically significant as p vaue <0.05.
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Table 6: Comparison of intrinsic religiosity scores of non-depressed and

depressed groups

Non-depressed Depressed
p-value
_ (n=198) (n=102)
Variables
Mean SD Mean SD
Intrinsic religiosity 11.08 2.72 8.73 4.37 0.0001*

Figure 7: Comparison of intrinsic religiosity scores of non-depressed and

depressed

16
14
12

10

Non - Depressed

MNon - Depressed

Depressed

HMDepressed

Table 6 and Figure 7 shows comparison of intrinsic religiosity scores of non-

depressed and depressed. The mean scores are found to be lower in depressed group

and values are statistically significant (p value <0.05)
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Table 7: Comparison of coping skills between non-geessed and depressed

groups
Nondepressed
Depressed (n=102) | p-vaue
(n=198)
Variables
Mean SD Mean SD
Coping skills 42.61 8.22 41.37 7.19 0.1988

Figure 8: Comparison of coping skills scores betwee non-depressed and

depressed groups

55
50
45
40
35
30
25
20
15
10

Non - Depressed

Mean

HNon - Depressed

Depressed

M Depressed

Table 7 and Figure 8 shows comparison of non-depressed and depressed with coping

skills scores. In both the groups, mean scores were found to be comparable

(p value >0.05)
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Table 8: Correlation between depression scores witkextrinsic religiosity by

Spearman's rank correlation

Components of Religiosity N Spearman R p-value
ER1 300 -0.1619 0.0049*
ER2 300 -0.1982 0.0006*

ER1 -organised religious activity ER2 - Non organised religious activity.
*p<0.05
Figure 9: Scatter diagram showing the correlation btween depression scores

with extrinsic religiosity.
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Table 8 and figure 9 shows correlation between depression scores with extrinsic
religiosity scores. There is mild negative correlation with extrinsic religiosity (both
sub-scales ER 1 and 2) and depression. This correlation was found to be statistically
significant in al domains (p value <0.05) which means as extrinsic religiosity levels

increase, depression tends to decrease.

Page 34



Reaults

Table 9: Correlation between depression scores withtrinsic religiosity scores

by Karl Pearson's correlation

Correlation between depression scores with
Variables
N r-value p-value
Intrinsic religiosity scores 300 -0.3635 0.0001*
*p<0.05

Figure 10: Scatter diagram showing the correlationbetween depression scores

with intrinsic religiosity scores

Scatterplot: Intrinsic religiosity vs. Depression
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Table 9 and Figure 10 shows the correlation between depression scores with total
intrinsic religiosity. There is a moderate negative correlation between depression and
intrinsic religiosity and this correlation is found to be statistically significant.(p value

<0.05) which means as level of intrinsic religiosity increases , depression decreases.
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Table 10: Correlation between depression scores wWitcoping skills scores by

Karl Pearson's correlation

Variables Correlation between depression scores with
N r-value p-vaue
Coping scores 300 -0.0814 0.1598

Figure 11: Scatter diagram showing the correlationbetween depression scores

with coping skill scores
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Table 14 and Figure 16 shows the correlation between depression scores with coping
scores . There was no correlation with coping and higher grades of depression. (p

value > 0.05)
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DISCUSSION

Sociodemogr aphic details of the study sample

In our study, majority of patients were in the ageup more than 61 years.
And majority (60%) were females. Maximum numberyfahad studied up to high
school and around 10% were graduates. In termsaipation, around half of the
population did semi-skilled work. In study done Bynz et al (2016) assessing
depression in cancer patients, the mean age dasaimple was 62.3 years, majority
were females (54%}7

In another study done by Dahighal (2021) Out of 400 participants, 47.5%
were from the age group >50 years followed by 41f&8t the 31-40 yeaf& In
study done by Franc al (2019) on 622 patients there were 64.8% females3&fa
males(’®

Comparison of other health related parameters

In our study, majority (80%) patients had solid aurs. In terms of duration
of iliness, around 60% of patients had illness nibam one year.

Majority had received chemotherapies in our studg around 60% patients
experienced side effects.

In study by Jasost al (2010) majority had (73%) had solid tumours and 27%
had haematological malignancies. 55% patients éegived chemotherapi&§

In study by Sahinet al (2014) majority patients received chemotherapies
(72.2%)

With respect to the duration of illness, more tB&n% have more than one
year duratior®?

In study done by Dahiyet al (2021) among 400 respondents, 60.5% of the

participants were from 6 months to 1 year diageodtiration followed by 30.5% in
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1-3-year diagnostic duration. In terms of stagihglisease, 39% of the respondents
were in the Stage Il of disease followed by 31.8%listage’®

In another study done by Ngj al (2016) The average duration of cancer was
38 months. Haematological cancers were around 11aB8 majority were solid
tumours®?

Our study also has similar results as above mesdictudies.

Studies on prevalence of depression in cancer patients

In our study ,total prevalence was found to be 3h% means almost one
third patients suffered from depression whichighbr than the prevalence in normal
population.50% had mild depression, 27.4% had natdedepression, 14.7 % had
moderate severe depression and 7.8 % had seveessiep.

Studies using Diagnostic for Statistical ManualMéntal Disorders (DSM)
criteria for major depressive disorder (MDD) haderitified a variety of prevalences
ranging from 2.0-43.5%384

A meta analysis done by Krebbetral (2013) to investigate the prevalence of
depression in cancer patients which included 2adis$ found out mean prevalence
of depression ranged from 8 to 24%. Prevalence ajomdepressive disorder
appeared to be 13% as measured by DSM or$éD.

Another study by Dogart al (2009 to examine the prevalence of
depression and anxiety in an out-patient departroérd tertiary care hospital in
pakistan estimated prevalence to be around 52%.

A study done by Dahiya et al (20#$)with 400 patients in India assessed level

of depression using PHQ scale revealed level ofedsgpon among cancer patients,
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out of them 8.8% were having minimal depression3Z0mild depression, 39.8%
moderate depression, 17.8% moderately severe degmesaand 13.5 were having
severe depression.

Our study also shows results in line with the abmentioned studies. Hence,
depression is more prevalent in cancer patients ttie normal population. Strategies
to screen these patients at regular intervalsnod should be implicated which would
improve the overall outcome of these patients adlice morbidity and mortality
rates.

Studies comparing religiosity and depression

Our study assessed impact of religiosity on depmessand found out
depressed people have overall lower non-organizati@rganizational and intrinsic
religiosity and has negative correlation with degien.

A 2 year prospective study done by Ronneberg €Qidl6§°”) in United States
with a large sample size of 7732 patients foundyiadity to be protective against
depression. Individuals not depressed at basekneined non-depressed 2 years
later if they frequently attended religious sersicavhereas those depressed at
baseline were less likely to be depressed at fellpvif they more frequently engaged
in private prayer suggesting both organizationall amonorganizational forms of
religiosity affect depression outcomes.

Another prospective study by Dew et al (26%0)on 145 adolescent
psychiatric assessing relationship of depressiahraligion longitudinally and cross -
sectionally. Study concluded that several aspeicteligiousness appeared to relate
cross sectionally to depressive symptoms in samptesuggested that lack of faith

may be a marker of poor prognosis among the degtgsspulation.
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A longitudinal study done by Boyle et al (2019 for assessing 150 newly
diagnosed patients with breast cancer and assessiegal aspects of religiousness in
relation to depression and adjustment in the fiestr after diagnosis of cancer. The
study concluded that using religious resourcefiéndoping process during the early
stages of breast cancer played an important rdleeimdjustment process.

Another study by Haghighi Ft al(2013¥%? conducted on 150 cancer patients
using the Pargament's questionnaire and Beck'seslgpn inventory reported that
rate of depression was higher who had an avoideategy towards God and lower
among patients who had a better attitude towaldgae.

Study done by Ng et &2 on 200 Malay cancer patients using DUREL scale
also showed that subjects with depression showed mepative religious coping and

had lower non-organization religiosity.
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Studiesdonein India

There have been very few studies in India whiclessselationship between
religiosity/spirituality and depression directly @aancer patients. Most of the studies
have been done outside India.

A study conducted in north India by Gupta et @1(P\®® in an outpatient
clinic with 60 patients to compare the psychopaibplbetween depressed patients
with low and high religiosity showed that in patemwith depression, hopelessness
and suicide intent correlated negatively with #neel of religiosity.

Another research in India by Dua et al(20%1)comparing the religiosity of
patients with and without suicidal attempts foumdsignificant difference, except for
higher use of negative religious coping by those attempt suicide. In depressed
individuals with suicidal conduct (ideation or amgt), religiosity and spirituality
were lower than in healthy controls.

One study done by Haokip et al (2082)on 103 cancer patients in a tertiary care unit
assessed relationship between spirituality on dégspre and found out patients with
high spirituality had minimal or no depression dodnd a statistically significant
negative correlation between depression and saiitigu

Our study also produces results on similar linespriBssed people showed less
religiosity over all than non depressed people @attents engaging in organisational,
private religious activity (non-organisational adiy) and having intrinsic religiosity

showed statistical significance. Also, with higheligiosity, depression decreases.
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Discussion

This implies that religiosity has significant impaen the psychopathology of the
depressed patient. Hence, incorporation of relgielements in the treatment of
depressed is likely to have a useful positive impac

Studies on coping and depression

Our study does not seem to show any impact of gopm depression. Both
the groups had similar levels of coping skills ahdre was no co relation between
both the variables.

A study by Holubova et al (2017) done to invesgegetlationship between
quality of life and coping strategies of 82 outpatiwith depressive disorder showed
overuse of negative coping strategies in depregatients and affecting there quality
of life®®

Another study done by Hadi et al (2020) on Iraniamen diagnosed with
breast cancer evaluated coping strategies usingBtie$é cope scale and reported
negative co-relation with depression and anxfé&ty.

Another study done by Silva et al (2017) showspmedality between coping
and depressive/anxiety symptoms that breast cgvaents with lower levels of
anxiety practice more efficient coping techniquesereas those with high anxiety
tend to cope in less efficient way$9.

However our study shows contrasting results. Thas no difference found
in coping skills in both the groups. This discreparcould be due to improper
assessment using the coping skills scale. Althauglas a validated tool however it
could be possible that we did not get appropriaswars from the patients using this

scale.
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Conclusion

CONCLUSION

The prevaence of depression in cancer patients was found to be 34%. It was
found that patients in non- depressed group had overall higher religiosity scores than
the depressed group. Also, there was a mild negative co-relation found between
depression and extrinsic religiosity and moderate negative correlation between
intrinsic religiosity and depression.

Depressed patients and non depressed groups had similar level of coping

skills. Therewas no correlation was found to be existing with coping and depression.

Strengths

1.There are very few Indian studies assessing impact of religiosity on depression in
cancer patients.
2. Our study had reasonably large sample size.

3. Our study used validated tools for al the assessments.

Limitations

1. It has a cross sectional assessment.
2.Thereis achance of recall bias and reporting bias at the time of interview.

3.Study has been donein tertiary care hospital. So results might not be generalisable.
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Summary

SUMMARY

In Summary, Cancer is associated with the sigmifidavel of psychological
distress. Depression is found to be highly prevalencancers patients and is
associated with reduced quality of life. The cutrstudy also showed that cancer
patients had high level of co-morbid depressiomadga patients may use religious
beliefs to cope with the diagnosis and consequeotkging with cancer. Our study
shows depressed patients to have lower extrinstt iatrinsic religious beliefs.
Hence, religiosity has significant affect on thgg®pathology of depression and acts
as a protective factor for depression. Coping efjias have an essential role in
solving and coping with a depressive illness amduse of specific coping strategies,
especially maladaptive overuse of negative coptragegies can affect the prognosis
of the illness. Interventions aimed at increasihg tise of the religious coping
strategies may help to cope with stressful lifaatibns and also improve the patient’s
mood and QoL and may become a useful tool in ptéwerand control of the
depressive disorders. Given the high prevalenaepfession among cancer patients,
clinicians should be aware of the benefits assediatith both religious service
attendance and involvement in private prayer, agsgsndividuals religious needs
and involvement, and determine whether patient® fagy barriers to attending
services or pursuing their faith. Hence, measurésnienreducing negative religious
coping and encouraging religious activities couldlphto reduce psychological
distress and occurrence of depression in cancenpat Through these assessments,
clinicians can better help patients to connectuchsreligious services within their
communities. Care plans or therapy goals can beloeed which can address these

issues as well.

Page 44



Bibliography

BIBLIOGRAPHY

. Lemon J, Edelman S, Kidman AD. Perceptions of tiind-Cancer”
Relationship Among the Public, Cancer Patients, @ndologists. Journal of

Psychosocial Oncology 2003;21:43-58.

https://doi.org/10.1300/j077v21n04 .03

. American  Psychiatric  Association. (2022).DepressivBisorders

In Diagnostic and statistical manual of mental disorders (5th ed., text
rev.)https://doi.org/10.1176/appi.books.9781585@HB04.

World Health Organization. The global burden ofedise: 2004 update.
Geneva, Switzerland: WHO Press;2008.

. Kang H-J, Kim S-Y, Bae K-Y, Kim S-W, Shin I-S, Yoo04-S, et al.
Comorbidity of Depression with Physical DisordeResearch and Clinical
Implications. Chonnam Medical Journal 2015;51:8.

https://doi.org/10.4068/cmj.2015.51.1.8

. Moussavi S, Chatterji S, Verdes E, Tandon A, PdtdUstun B. Depression,
chronic diseases, and decrements in healtbltsefsom the World Health
Surveys. Lancet 2007;370:851-858.

. IOM (Institute of Medicine). Living well with chrada illness: a call for public
health action. Washington, DC: The National Acadeniress; 2012.

. Egede LE. Major depression in individuals with aticomedical disorders:
prevalence, correlates and association with hea&#ource utilization, lost
productivity and functional disability. Gen HospyEkiatry 2007;29:409-416.
. Ng CG, Boks MP, Zainal NZ, de Wit NJ. The prevakenand

pharmacotherapy of depression in cancer patientsAfféct Disord

2011;131:1-7.

Page 45



Bibliography

9. Hackett ML, Pickles K. Part I: frequency of depiessafter stroke: an
updated systematic review and meta-analysis ofreasenal studies. Int J
Stroke 2014;9:1017-1025.

10.Thombs BD, Bass EB, Ford DE, Stewart KJ, TsilidiK,KPatel U, et al.
Prevalence of depression in survivors of acute masgial infarction. J Gen
Intern Med 2006;21:30-38.

11.Kessler RC, Chiu WT, Demler O, Merikangas KR, WaltEE. Prevalence,
severity, and comorbidity of 12-month DSM-IV diserd in the National
Comorbidity Survey Replication. Arch Gen Psychid&605;62:617—-627.

12.Kang JI, Sung NY, Park SJ, Lee CG, Lee BO. The epidlogy of
psychiatric disorders among women with breast acamteSouth Ko rea:
analysis of national registry data. Psychooncol@@/4;23:35-39.

13.Cardiovascular disease risk factors associated @g@firession among Korean
adults with coronary artery disease and cerebraNasdisease. Asia Pac
Psychiatry. 2014

14.Sheehan DV, Lecrubier Y, Sheehan KH, Amorim P, Jsuda Weiller E, et al.
The Mini-International  Neuropsychiatric  Interview M{.N.L.):  the
development and validation of a structured diagogsstychiatric interview for
DSM-1V and ICD-10. J Clin Psychiatry 1998;59 Suppt22—33

15.Kim JM, Stewart R, Kang HJ, Bae KY, Kim SW, Shin £ al. Serotonergic
genes and depressive disorder in acute coronargdrayre: The Korean
depression in ACS (K-DEPACS) study. Eur Neuropsyttammacol 2015:pii:

S0924-977X(15)00039

Page 46



Bibliography

16..Annunziata MA, Muzzatti B, Giovannini L, Romito Eormio C, Mattioli V,
et al. Is long-term cancer survivors quality otlifomparable to that of the
general population? An italian study. Support Gaaacer. 2015

17.Kim SY, Kim JM, Kim SW, Shin IS, Bae KY, Shim HX, &. Does awareness
of terminal status influence survival and qualifylife in terminally ill cancer
patients? Psychooncology. 2013

18.Kim JM, Stewart R, Bae KY, Kang HJ, Kim SW, Shin & al. Effects of
depression co-morbidity and treatment on qualityifefin patients with acute
coronary syndrome: the Korean depression in ACDHBRACS) and the
escitalopram for depression in ACS (EsSDEPACS) stuBgychol Med
2014:1-12

19..Egede LE. Major depression in individuals with athic medical disorders:
prevalence, correlates and association with hea#ource utilization, lost
productivity and functional disability. Gen HospyBliatry 2007;29:409-416.

20.Kutlubaev MA, Hackett ML. Part II: predictors of plession after stroke and
impact of depression on stroke outcome: an updaystematic review of
observational studies. Int J Stroke 2014;9:10266103

21.Kang HJ, Stewart R, Park MS, Bae KY, Kim SW, Kim J al. White matter
hyperintensities and functional outcomes at 2 weeid 1 year after stroke.
Cerebrovasc Dis 2013;35:138-145.

22..Kang HJ, Stewart R, Park MS, Bae KY, Kim SW, Kild,Jet al. White
matter hyperintensities and functional outcome& ateeks and 1 year after
stroke. Cerebrovasc Dis 2013;35:138-145.

23.MISHEL MH, HOSTETTER T, KING B, GRAHAM V. Predicter of

psychosocial adjustment in patients newly diagnossith gynecological

Page 47



Bibliography

cancer. Cancer Nursing 1984;7:291???30(s://doi.org/10.1097/00002820-

198408000-00003

24.Brintzenhofe-Szoc KM, Levin TT, Li Y, Kissane DW,adora JR. Mixed
Anxiety/Depression Symptoms in a Large Cancer CohBrevalence by
Cancer Type. Psychosomatics 2009;50:383-91.

https://doi.org/10.1176/appi.psy.50.4.383

25..Satin JR, Linden W, Phillips MJ. Depression as radgtor of disease
progression and mortality in cancer patients. Car2@09;115:5349-61.

https://doi.org/10.1002/cncr.24561

26.Lemon J, Edelman S, Kidman AD. Perceptions of tiintd-Cancer”
Relationship Among the Public, Cancer Patients, @ndologists. Journal of
Psychosocial Oncology 2003;21:43-58.
https://doi.org/10.1300/j077v21n04_03.

27.Linden W, Vodermaier A, Mackenzie R and Greig Dx#gty and depression
after cancer diagnosis: prevalence rates by catyper, gender, and age. J
Affect Disord. 141:343-351. 2012.

28.American Psychiatric Association. Diagnostic andatiStical Manual of
Mental Disorders. 5th edition. American Psychiatfablishing; Arlington,
VA: 2013

29.Sneeuw KCA, Aaronson NK, van Wouwe MCC, et al: Rfemce and
screening of psychiatric disorder in patients wedrly stage breast cancer.
Qual Life Res. 2:50-51. 1993.

30.Ng CG, Boks MP, Zainal NZ and de Wit NJ: The prewae and
pharmacotherapy of depression in cancer patiendégfegt Disord. 131:1-7.

2011

Page 48



Bibliography

31.Allen R, Newman SP and Souhami RL: Anxiety and dsgion in adolescent
cancer: findings in patients and parents at the tndiagnosis. Eur J Cancer.
33:1250-1255. 1997

32..Akechi T, Nakano T, Akizuki N, et al: Somatic sytoms for diagnosing
major depression in cancer patients. Psychosomddc244—-248. 2003.

33.Pasquini M, Speca A, Mastroeni S, et al: Differenge depressive thoughts
between major depressive disorder, IFN-alpha-induckepression, and
depressive disorders among cancer patients. J @sythRes. 65:153-156.
2008

34.0kamura M, Yamawaki S, Akechi T, et al: Psychiatlisorders following
first breast cancer recurrence: prevalence, adedcfactors and relationship
to quality of life. Jpn J Clin Oncol. 35:302—-30905

35..Bianchi ME: DAMPs, PAMPs and alarmins: all we nedknow about
danger. J Leukoc Biol. 81:1-5. 2007.

36.Szabo S, Gould TD and Manji HK: Introduction to retansmitters,
receptors, signal transduction, and second messemgpsychiatric disorders.
The American Psychiatric Publishing Textbook of é¢heypharmacology.
Schatzberg AF and Nemeroff CB: 3rd edition. Amaearic®sychiatric
Publishing; Washington DC: pp. 3-51. 2004

37.Raison CL, Capuron L and Miller AH: Cytokines sitig blues: inflammation
and the pathogenesis of depression. Trends ImmRnd4-31. 2006.

38.Holshoer F and Ising M: Central CRH system in dsgin and anxiety -
evidence from clinical studies with CRH1 receptantagonists. Eur J

Pharmacol. 583:350-357. 2008

Page 49



Bibliography

39.Duman RS and Monteggia LM: A neurotrophic modeldtress-related mood
disorders. Biol Psychiatry. 59:1116-1127. 2006.

40.Felger JC, Li L, Marvar PJ, et al: Tyrosine metabuolduring interferon-alpha
administration: association with fatigue and CSkpaitnine concentrations.
Brain Behav Immun. 31:153-160. 2013

41.Sapolsky RM: The possibility of neurotoxicity inetthippocampus in major
depression: a primer on neuron death. Biol Psychid8:755-765. 2000.

42.Raison CL and Miller AH: When not enough is too tmudhe role of
insufficient glucocorticoid signaling in the pathysiology of stress-related
disorders. Am J Psychiatry. 160:1554-1565. 2003

43.Pavlov VA and Tracey KJ: The cholinergic anti-imimatory pathway. Brain
Behav Immun. 19:493-499. 2005.

44.Colleoni M, Mandala M, Peruzzotti G, et al: Depiessand degree of
acceptance of adjuvant cytotoxic drugs. Lancet: B&%-1327. 2000.

45.Pinquart M and Duberstein PR: Depression and canumtality: a meta-
analysis. Psychol Med. 40:1797-1810. 2010.

46.Misono S, Weiss NS, Fann JR, et al: Incidence afic® in persons with
cancer. J Clin Oncol. 26:4731-4738. 2008.

47.Lutgendorf SK, Lamkin DM, DeGeest K, et al: Depexbsand anxious mood
and T- cell cytokine expressing populations in @marcancer patients. Brain
Behav Immun. 22:890-900. 2008.

48.Michael Maes M, Meltzer HY, Stevens W, et al: Natukiller cell activity in
major depression: relation to circulating natunidlek cells, cellular indices of
the immune response, and depressive phenomenologyog

Neuropsychopharmacol Biol Psychiatry. 18:717—73@41

Page 50



Bibliography

49.Saul AN, Oberyszyn TM, Daugherty C, et al: Chrastiess and susceptibility
to skin cancer. J Natl Cancer Inst. 97:1760-176052

50.Feng Z, Liu L, Zhang C, et al: Chronic restraimess attenuates p53 function
and promotes tumorigenesis. Proc Natl Acad Sci U9A8:7013-7018. 2012

51.Hassan S, Karpova Y, Baiz D, et al: Behavioralsstraccelerates prostate
cancer development in mice. J Clin Invest. 123:886-201

52.Xu J. (2016). Pargament's Theory of Religious Cgpiimplications for

Spiritually Sensitive Social Work Practice. Britigournal of social work,

46(5), 1394-141ttps://doi.org/10.1093/bjsw/bcv080

53.Schotte C. K. W. Bossche B. V. D. Doncker D. D.€8l&. , & Cosyns P . (
2006 ). A biopsychosocial model as a guide for psgducation and treatment
of depression . Depression and Anxiety , 23 , 3324-.
doi:10.1002/da.20177

54 Hill P. C. Pargament K. I. Hood R. W. Jr. McCollduiyl. E. Swyers J. P.
Larson D. B. , & Zinnbauer B. J . ( 2000 ). Concggizing religion and
spirituality: Point of commonality, points of depare . Journal for the Theory
of Social Behaviour , 30,51 — 77 . d0i:10.1116845914.00119

55.Koenig H. G. George L. K. , & Peterson B. L . ( 899 Religiosity and
remission of depression in medically ill older patis . American Journal of
Psychiatry , 155, 536 — 542 .

56.Sun F. Park N. S. Roff L. L. Klemmack D. L. Parkdr Koenig H. G. , &
Allman R. M . ( 2012 ). Predicting the trajectories depressive symptoms
among southern community-dwelling older adults: Toke of religiosity .

Aging & Mental Health , 16 , 189 — 198 . doi:10.00B3607863.2011.602959

Page 51



Bibliography

57.Ronneberg CR, Miller EA, Dugan E, Porell F. The tBctive Effects of
Religiosity on Depression: A 2-Year Prospectived$tuThe Gerontologist

2014:;56:421-31https://doi.org/10.1093/geront/gnuQ73

58.Koenig HG, Berk LS, Daher NS, Pearce MJ, BellinDé&; Robins CJ, et al.
Religious involvement is associated with greaterrppse, optimism,
generosity and gratitude in persons with major éegipn and chronic medical
illness.  Journal of Psychosomatic  Research  20143B#43.
https://doi.org/10.1016/j.jpsychores.2014.05.002.

59.Dew RE, Daniel SS, Goldston DB, McCall WV, KuchillhaM, Schleifer C,
et al. A prospective study of religion/spiritualignd depressive symptoms
among adolescent psychiatric patients. Journal dfecfive Disorders

2010;120:149-5"https://doi.org/10.1016/].jad.2009.04.029

60.Bonelli, R., Dew, R. E., Koenig, H. G., Rosmarin,H, & Vasegh, S. (2012).
Religious and spiritual factors in depression: eaviand integration of the
research. Depression research and treatment, 20382860.

https://doi.org/10.1155/2012/962860

61.Thuné-Boyle 1, Stygall J, Keshtgar M, Davidson T,ewnan S.
Religious/spiritual coping resources and theirtrefeship with adjustment in
patients newly diagnosed with breast cancer inUke Psycho-Oncology.
2012;22(3):646-658.

62.Haghighi F. Correlation between religious copingl atepression in cancer
patients. Psychiatria Danubina. 2013 Sep 17;25@&)@

63.Gupta, S., Avasthi, A., & Kumar, S. (2011). Relasbip between religiosity
and psychopathology in patients with depressiogiaimjournal of psychiatry,

53(4), 330-335. https://doi.org/10.4103/0019-5528(F

Page 52



Bibliography

64.Grover S, Dua D, Padhy S. Comparison of religiogityd spirituality in
patients of depression with and without suicidaérapts. Indian Journal of
Psychiatry 2021;63:258.

https://doi.org/10.4103/psychiatry.indianjpsychya246 20

65.American psychiatric association task force repaf: Psychiatrists ’
viewpoints on religion and their services to realigg institutions and the
ministry. Washington D

66.Sims A. ‘Psyche — ’spirit as well as mind? Br Jdébsgitry. 1994;165:441-6

67.Piko BF, Fitzpatrick KM. Substance use, religiosignd other protective
factors among Hungarian adolescents. Addict Beb@®©4;29:1095-107.

68.Berry D. Does religious psychotherapy improve atyxiand depression in
religious adults? A review of randomized controlddies. Int J Psychiatr
Nurs Res. 2002;8:875-90.

69..Razali SM, Hasanah CI, Aminah K, Subramaniam M.ligrris--
sociocultural psychotherapy in patients with anximd depression. Aust N Z
J Psychiatry. 1998;32:867—-72

70.Baetz M, Griffin R, Bowen R, Koenig HG, Marcoux HEhe association
between spiritual and religious involvement andrdsgive symptoms in a
Canadian population. J Nerv Ment Dis. 2004;192:2P8—

71.Bainbridge W, Stark R. Suicide, homicide and religiAnnu Rev Social Sci
Relig. 1981;5:33-56.

72.Koenig HG, George LK, Peterson BL. Religiosity archission of depression
in medically ill older patients. Am J Psychiatr@9B;155:536-42.

73.Braam AW, Beekman AT, Deeg DJ, Smit JH, Van Tilb@fgReligiosity as a

protective or prognostic factor of depression itedaife; Results from a

Page 53



Bibliography

community survey in the Netherlands. Acta Psych&tand. 1997;96:199—
205.

74.Kroenke, K. & Spitzer, R.L. (2002). The PHQ-9: Awnealepression and
diagnostic severity measure. Psychiatric Annals582-521.

75.Koenig HG, Bussing A. The Duke University Religitmdex (DUREL): A
Five-ltem Measure for Use in Epidemological Studiesligions 2010;1:78—

85. https://doi.org/10.3390/rel1010078

76.Hamby, Sherry & Grych, John & Banyard, Victoria0{5). Coping Scale.
10.13140/RG.2.1.3094.0001.

77.Hinz, A., Mehnert, A., Kocalevent, RD. et al. Asseent of depression
severity with the PHQ-9 in cancer patients andha general population.

BMC Psychiatry 16, 22 (2016)itps://doi.org/10.1186/s12888-016-0728-6

78.Dahiya R, Parihar A, Swami MK, Sevak S. Level opassion among cancer
patient: A cross-sectional study. Indian J Psy R@21;18:95-9

79.Francis, B., Gill, J. S., Yit Han, N., Petrus, C, Azhar, F. L., Ahmad Sabki,
Z., Said, M. A., Ong Hui, K., Chong Guan, N., & 8uhan, A. H. (2019).
Religious Coping, Religiosity, Depression and Amxieamong Medical
Students in a Multi-Religious Setting. Internatibjaurnal of environmental

research and public health, 16(2), 259ps://doi.org/10.3390/ijerph16020259

80.Jadoon, N. A., Munir, W., Shahzad, M. A., & ChowdhZ. S. (2010).
Assessment of depression and anxiety in adult camagpatients: A cross-
sectional study. BMC Cancer, 10, 594.

81.Sahin, Z. A., Tan, M., & Polat, H. (2013). Hopelesss, depression and
social support with end of life turkish cancer pats. Asian Pacific Journal of

Cancer Prevention, 14(5), 2823-2828.

Page 54



Bibliography

82.Ng GC, Mohamed S, Sulaiman AH, Zainal NZ. AnxietydaDepression in
Cancer Patients: The Association with Religiosityd aReligious Coping.

Journal of Religion and Health 2016;56:575-90.

https://doi.org/10.1007/s10943-016-0267-y

83.Sneeuw KCA, Aaronson NK, van Wouwe MCC, et al. Blence and
screening of psychiatric disorder in patients wedrly stage breast cancer.
Qual Life Res. 1993;2:50-51. [Google Scholar]

84.0Okamura M, Yamawaki S, Akechi T, et al. Psychiattisorders following
first breast cancer recurrence: prevalence, agedcfactors and relationship
to quality of life. Jpn J Clin Oncol. 2005;35:30B93 doi: 10.1093/jjco/hyi097

85.Krebber AMH, Buffart LM, Kleijn G, Riepma IC, BreR, Leemans CR, et al.
Prevalence of depression in cancer patients: a-ametlysis of diagnostic

interviews and selfeport instruments. Psycho-Oncology 2013;23:121-30.

https://doi.org/10.1002/pon.3409

86.A. Dogar, M. W. Azeem, M. Kiran, |. Hussain, K. Mabod, and I. Hina,
“Depression and anxiety in cancer patients in digpa department of a
tertiary care hospital in Pakistan,” Pakistan Jalof Medical Sciences, vol.
25, no. 5, pp. 734-737, 2009.

87.Haokip HR, Chauhan H, Rawat I, Mehra J, Jyoti JarBta K, et al.
Relationship between spirituality and depressionoran patients with
malignant cancer at a selected tertiary care uistit A study from North

India. Journal of Psychosocial Oncology 2021;40:-3%1

https://doi.org/10.1080/07347332.2021.1990184

88.Holubova M, Prasko J, Ociskova M, Grambal A, Slégeld, Marackova M,

Kamaradova D, Zatkova M. Quality of life and copsteategies of outpatients

Page 55



Bibliography

with a depressive disorder in maintenance therapycross-sectional study.
Neuropsychiatr Dis Treat. 2018;14:73-82

89.Zamanian H, Amini-Tehrani M, Jalali Z, Daryaafzolh Ala S, Tabrizian S,
et al. Perceived social support, coping strategasiety and depression
among women with breast cancer: Evaluation of aiatieth model. European
Journal of Oncology Nursing 2021;50:101892.

https://doi.org/10.1016/j.ejon.2020.101892

90.Silva AV da, Zandonade E, Amorim MHC. Anxiety andping in women
with breast cancer in chemotherapy. Revista Lafinwericana de

Enfermagem 2017;25. https://doi.org/10.1590/1518588722.2891.

Page 56



Annexures

ANNEXURE |

INFORMED CONSENT

PRIMARY INVESTIGATOR: REG NO: BQ0120003

GUIDE: DR.

CO-GUIDE: DR.

Dear Mr./Mrs./Dr. ou, gre kindly requested to

enroll yourself in a research study tilte¢(6TUDY OF RELIGIOSITY,COPING
SKILLS AND THEIR IMPACT ON DEPRESSION IN CANCER PAENTS-A

CROSS SECTIONAL DESCRIPTIVE STUDY being conducted by REG NO:
BQ0120003 a post graduate student in M.D. Psychaid the study will be carried

out under the direct supervision and guidance af Dr , Associate

Professor, Department of Psychiatry, Jawaharlardl&tedical College, Belagavi.

You have been requested to participate in thisoasfiy into the laid-out criteria for a

study ‘subject’/ participant.

Your participation in study is voluntary. Duringetistudy you will be undergoing an
interview session. Your decision whether or nopésticipate in the study will not
affect your treatment in any form. If you decide participate you are free to

withdraw at any time.

TITLE OF THE STUDY:

“STUDY OF RELIGIOSITY, COPING SKILLS AND THEIR IMPAT ON
DEPRESSION IN CANCER PATIENTS-A CROSS SECTIONAL DESIPTIVE

STUDY”
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PURPOSE OF THE STUDY:

To assess religiosity, coping skills and its impmtidepression in cancer patients.

PROCEDURES INVOLVED:

If you agree to enroll yourself in my study, youllviie subjectedo semi-structured
guestionnaires to assess the above objectives.

RISKS AND BENEFITS:

There are no potential risks involved in this study

Benefits of taking part in this research:

To assess impact of religiosity and coping skilisdepression in cancer patients.

VOLUNTARY PARTICIPATION / WITHDRAWAL FROM THE STUDY

Taking part in the study is voluntary. You may chose not to enroll yourself in
this study and may choose to leave the study anytarin between.

ALTERNATIVES:

Your decision regarding participation in study wilbt change present or
future health care services offered to you at KIEESPrabhakar Kore Hospital and
Medical Research Centre, Belaga¥au would simply be excluded from the study if
you wish to, and all your details shall be keptfmential and you will get the routine
line of management.

INSTITITIONAL/SPONSORS POLICY

Does not apply to my research
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PRIVACY AND CONFIDENTIALITY:

All data collected or disclosed by you during tloeise of participation of study, will
be kept fully confidential. If however during thewse it becomes necessary for the
progress of the course to disclose the identityyauld be done so only after your

informed & written consent.

The only people to know that you are a researciestibre members of the research
team. No information about you will be disclosed diner without your written

permission except:

- In an emergency to protect your rights AND welfare.

- If required by law.

AUTHORIZATION TO PUBLISH RESULT:

The results of the study may be used to publishaidicle. When the results of
research are published or discussed, in a confereacinformation will be displayed
that would disclose your identity. Any informatiabtained in connection with this

study and that can be identified with you will remeonfidential.

FINANCIAL INCENTIVES FOR PARTICIPATION:

No additional costs shall be incurred upon you tfeg purpose of this study. It is
purely being done with the idea of research anthallcost of study will be borne by
the investigator. There will not be any remunerati@imbursement, compensation or

free medical care.
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QUESTIONS/CONTACT DETAILS:

You shall be free to contact the below mentioneshen& addresses anytime during

the study period for any clarification or help asiymay desire for.

In case of the queries during study or in future ya may contact following

persons,

Dr.

Associate Professor
Department of Psychiatry
JNMC Medical college
K.A.H.E.R,Belagavi

Dr.

Professor
Department of oncology
JNMC Medical college

K.A.H.E.R,Belagavi

REG NO: BQ0120003
Primary investigator
Junior resident
Department of Psychiatry
JNMC Medical college

K.A.H.E.R,Belagavi

Dr.Harsha Hegde
Chairperson
Jnmc ethical committee
Jnmc medical college

K.A.H.E.R, Belgavi
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STATEMENT OF CONSENT

| have read and have completely understood theaeemformation given in the
consent form, which explains all the details of stedy, i.e, the purpose, procedure
involved, risks & benefits, privacy & confidentislj incentives and the authorization
to publish the results of the study. My signaturehie space provided for signature
below indicates that | have voluntarily agreed trtigipate in the study. | may
withdraw my participation for any reason or maywithdrawn by the investigator
from the study for any reason at any time. | amingiwp any of my legal rights by

signing this consent form.

Signature of the participant with date:

Name of the participant:

Signature of the Investigator with date:

Name of the investigator:
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ANNEXURE II. PROFORMA

“STUDY OF RELIGIOSITY,COPING SKILLS AND THEIR IMPACTON
DEPRESSION IN CANCER PATIENTS-A CROSS-SECTIONAL DERIPTIVE

STUDY”

1.NAME:

2.AGE:

3.SEX:

MALE

FEMALE

4.RELIOGION

5.EDUCATION: PROFESSIONAL DEGREE
GRADUATE
DIPLOMA
HIGH SCHOOL

MIDDLE SCHOOL
PRIMARY SCHOOL
ILLITERATE
6.0CCUPATION:PROFESSIONAL
SEMI PROFESSIONAL
SKILLED
SEMI SKILLED
UNSKILLED
UNEMPLOYED
7.PER CAPITA INCOME:
8.IPNO:
9.TYPE OF CANCER:
10.STAGE OF CANCER:
STAGE |
STAGE Il
STAGE Il
STAGE IV
11.DURATION OF ILLNESS(MONTHS):
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12.ANY CHEMOTHERAPIES RECEIVED:
YES
NO
13.NO. OF CHEMOTHERAPIES RECIEVIED:
14.ANY HORMONAL THERAPY RECEIVED:
YES
NO
15.DOES THE PATIENT UNDERSTANDS OR HAS BEEN TOLD ARJT THE
PROGNOSIS OF ILLNESS:
YES
NO
16.NO. OF HOSPITALIZATIONS FOR CANCER TREATMENT:
17.SIDE EFFECTS:
HAIR LOSS(YES/NO)
NUMBNESS /TINGLING IN HANDS/FEET(YES/NO)
DIARRHOEA(YES/NO)
WEIGHT LOSS(YES/NO)
HAIR LOSS(YES NO)
DYSGYSIEA(YES/NO)
CONSTIPATION(YES/NO)
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PHQO SCALE

Annexures

PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

(Healthcare professional: For interpretation of TOTAL, TOTAL:

please refer to accompanying scoring card).

ID #: DATE:
Over the last 2 weeks, how often have you been
bothered by any of the following problems? m h
ore than
(use "v'" to indicate your answer) Notatal| Several half the Nearly
days every day
days
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 S
. . ; 0 1 2 3
3. Trouble falling or staying asleep, or sleeping too much
4. Feeling tired or having little energy 0 1 2 &
5. Poor appetite or overeating 0 1 z &
6. Feeling bad about yourself—or that you are a failure or 0 1 2 3
have let yourself or your family down
7. Trouble concentrating on things, such as reading the 0 1 2 3
newspaper or watching television
8. Moving or speaking so slowly that other people could
have noticed. Or the opposite — being so figety or 0 1 P 3
restless that you have been moving around a lot more
than usual
9. Thoughts that you would be better off dead, or of 0 1 5 3
hurting yourself
add columns +

10. If you checked off any problems, how difficult
have these problems made it for you to do
your work, take care of things at home, or get
along with other people?

Not difficult at all

Somewhat difficult

Very difficult

Extremely difficult

Copyright © 1999 Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD®© is a trademark of Pfizer Inc.

A2663B 10-04-2005
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2.DUREL SCALE.

Y10
O3 JO $109]J3 Y3 INO [29uLd Ak 521098 S[EFSGHS 20u1s 91008 [£I0 A FuIsN PUBWILOIAI 1, U0
$3[eTSGHS udamiaq
Areau|[oo apdnjnw uons 03 anp [apour [Jurs © ur $SESIAHS [e Furpnjour pustuiooal 1, uoq
SAW0dIN0
I[EAY SUTUIUEXd USYA [9POU UOISSITaI dxeredas e ur (31eTFSqHs) uotsuounp yoea sunuexy
SISATRUR 910Jaq SUIDY QI0JS SI9AI 0} NS o
sjurog

(TIANTNINODTY LON) §-1 Swalr J0j $21008 pasonal dn wms K)1so1S1[a1 [[BIOAC 10
3100 [[eI9A0)

21005 B[BFSGHS K)1s0131]a1 SISULIUL UIR)QO 0) [B)0) PUE G-¢ SW)I AI0IS ASIIATY

€ S[eRANS

21005 3]EFSqHS Ayranoe snoiijar ajearrd jo Aouanbaiy urejqo 0} 7 WY AI00S ISIIAY

T [easqng

21005 H[EISAHS oouepuae snorfijar Jo Luanbaly weiqo o) | W AI0IS ASINNY

G

TIANA IO ONRODS

onn jou Ajmumaq g
oy 2q 0} JOU SPUAL.
amsun ¢

ani) aq 03 SpUAY, 7

Qw Jo ony AU |
*9J1] Ul STUI[EAP IOYI0 [[8 OJUI 120 UOIST[a1 Awr ALred 0) prey A1 ()

ang jou KfyugaQq
an} aq 0 Jou SpuA]
amsup)
anI aq 0) Spuay,
ow jo ony Ajejugeq [
“aq11 01 yoroxdde dfoym Aw puryaq o1 AJjeal jeym a1e Sarq SnotSaI A (1)

A <F

ann jou Ko
anx) aq 0 70U SpUI],
amsu)
anx 3q 0) Spua],
ow Jo ony A[yuge [
“(poD) “aT) dUIALT a1 Jo ddoudsaxd oy doudLtadxd T ‘g1 Awr uf (§)
“NOA 40f 214} JOU 40 2N1) SI JUIWID]S YIDD YOUM O]
JUIXD i) YADUL ISDI]J "2DULIdAXD 4O f21]0G SHOLSI2L INOGD SJUSWAIDIS € SUIDIUOD UO1IAS BUlno]jof dy ]

e ed <f e

I0AQUL IO A[oIy 9
[UOW € S M)y °§
Yoam e 0uQ)
O0M/SAUIT) DIOW 10 OM], *§
Aeq 7
Kep & 20uo wey) AW |
(Aprus a[qrg 1o uopeypaw ‘Jakeld se yons ‘sanIAnoe snoidifar ajeAld ur awn puads noA op usyo MoH ()

INON 9

$59[ 10 180K B 20UQ) 'S

Ieaf B sowm MIJ Y f

TIUOW B SOWN MAJ Y "¢

Noam B 20UQ 7
3A4/20UO TR IO [

(s3unoaw SNOISI[a1 1010 10 YoINYD Pud)je nok op uajjo Moy (1)

‘(uonsanb yoea 10 I2MSUE QU0 A[UO J[IIID) JIAq IO
TOTAEY [ensn oA saqLIDSAP [91RIN0OR JSOUI JBL) IIMSUR O} JO JUOIJ Ul I0qUINU AL} 0117 TSUOTOAIL]

(SuorsIaA 1pulH pue ‘[ue], ‘ueiqias ‘owrdryl] ‘UvISAR[BIA ‘URI[R)] “YSIURQ YIN( ‘URISIMION
‘UBUIIAN) ‘MAIQIH “UEBISIog ‘Tey [ ‘oseuede[ ‘weruewioy ‘esoury)) ‘esonSnpog ‘ysiueds ur ojqeieae)
1XOPU] UoISIay ANSI9ATU() NQ I TAUN

Page 68



Annexures

3. LIFE PATHS COPING SCALE

Coping Scale
Hamby, Grych, & Banyard, 2013
Partially adapted from: Holahan & Moos, 1987; Spitzberg & Copach, 2008

This coping questionnaire assesses cognitive, emotional, and behavioral methods of dealing with problems. Some items,
focusing on cognitive and emotional approaches, were adapted from Holahan and Moos’s (1987) widely-used Coping
Strategies Scale (items 2, 3, and 4 below), while other cognitive and emotional items were original (1, 5, 6, and 8). The
remainder of the items were adapted from Spitzberg and Copach's (2008) framework for assessing coping in response to
stalking. Adapted items were reworded to focus on general coping patterns (versus a response to a specific situation) and
simplified to suit a community sample in which some have limited reading levels and educational attainment.

Development and validation of measure in pilot study and main sample: To establish reliability and validity for new and
adapted items, we conducted a pilot study with 104 participants from the same community as the main sample, recruited
through a local email classifieds list and word-of-mouth. Of the 17 coping items used in the main sample of over 2500
participants, a domain-level factor analysis for all regulatory strengths produced this 13-item factor, consisting of items
reflecting both appraisal and behavioral methods of coping. Internal consistencies (coefficient alphas) for the pilot and
main samples are 0.88 and 0.91, respectively. Validity was established in the main sample with strong correlations with
other measures of regulatory strengths, such as Anger Management (= .57) and Endurance (= .63), and with measures
of well-being, such as Subjective Well-being (r = .53) and Posttraumatic Growth (r = .65).

Scoring: Each answer category was assigned a value from 4 to 1. The total score can be a sum or mean of all the items.
We used z-scores of the scale score in our analyses. Higher scores indicate higher levels of coping.

Life Paths version: Hamby, S., Grych, J., & Banyard, V. L. (2015). Life Paths measurement packet: Finalized scales.
Sewanee, TN: Life Paths Research Program. http://www lifepathsresearch.org/strengths-measures/

Partially adapted from: Holahan, C. J., & Moos, R. H. (1987). Personal and contextual determinants of coping strategies.
Journal of Personality and Social Psychology, 52(5), 946-955.

Spitzberg, B., & Cupach, W. (2008). Managing unwanted pursuit. In M. Motley (Ed.), Studies in Applied Interpersonal
Communication (pp. 3-25). Thousand Oaks, CA: Sage.

1. When dealing with a problem, I spend time trying to understand what happened.
Mostly true about me
Somewhat true about me
A little true about me
Not true about me ...........
2. When dealing with a problem, I try to see the positive side of the situation.
Mostly true about me
Somewhat true about me

Mostly true about me ........cccvvvevrvrrrerisninns
Somewhat true about me
A little true about me .
Not true about me

Mostly true about me
Somewhat true about me
A little true about me
Not true about me
5. When dealing with a problem, I try to see the humor in it.
Mostly true about me
Somewhat true about me
A little true about me .
Not true about me
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6. When dealing with a problem, I think about what it might say about bigger llfestyle changes I need to make.
Mostly true about me -

Somewhat true about me .. S
A little true about me ... v 2
Not true about me |
7. When dealing with a problem, I often wait it out and see if it doesn’t take care of its elf
Mostly true about me .4
Somewhat true about me .. .3
A little true about me ... .2
Not true about me 1

8. When dealing with a problem, I often try to remember that the problem is not as serious as it seems.

Mostly true about me 4
Somewhat true about me .. s 3
A little true about me ... s 2

Not true about me
9. When dealing with a problem, I often use exercise, hobbies, or meditation to help me get through a tough time.
Mostly true about me
Somewhat true about me ..
A little true about me ...
Not true about me
10. When dealing with a problem, I make jokes about it or try to make light of it.
Mostly true about me
Somewhat true about me ..
A little true about me ...
Not true about me
11. When dealing with a problem, I make compromises.
Mostly true about me
Somewhat true about me
A little true about me .
Not true about me .
12. When dealing with a problem, I take steps to take better care of myself and my famlly for the future.

[SERLVEIN SN

— N W

»—-wa

Mostly true about me .4
Somewhat true about me 3
A little true about me w2

—

Not true about me .......ccceveveeriiciiiiciiceee

13. When dealing with a problem, I work on making things better for the future by changing my habits, such as diet,
exercise, budgeting, or staying in closer touch with people I care about.

Mostly true about me

Somewhat true about me ..

A little true about me ...

Not true about me

— N WA
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ANNEXURE IV. KEY TO MASTER CHART

Equivalents in master chart

SEX
Male=0
Female=1
EDUCATION
lliterate=0
Primary school=1
High school=2
Graduate=3

OCCUPATION

Unemployed/housewives=0
Unskilled = 1

Semi-skilled =2
Professional = 3

ANY CHEMO RECEIVED

Yes=0

No=1

ANY HORMONAL THERAPY RECIEVED

Yes=0

No=1

DOES THE PATIENT KNOW PROGNOSIS

Yes=0

No=1
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TYPE OF CANCER

Haematological -0

Solid tumours-1

SIDE EFFECTS

Present =0

Absent =1

RELIGION

Hindu=0

Muslim=1
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Tablel

Any

No. Of

Any

Does the patient

Isthe patient

Serial Age | Sex Educatio Ogcupa Type of cancer Stage of Duration of illness chempth chempth hormonal | understand or has trqubled by the Religion PHQ F;Z'“t?/i ER|IR[IR]IR[CO[CO|CO|CO|CO|CO|CO|CO|CO|CcOl1|CO1|CO1
no. n tion cancer erapies | erapies thgrapy been tolq abqut the| sideeffect of 9 ER1 211123112 |3(4|5|6]|]7|8]9]|0 1 2
given given given |prognosisofillness| chemotherapy?

1 45 0 2 2 Solid tumour Less than one year 0 8 1 0 0 0 0 2 214 (4141334141434 ]3]3 3 4 3
2 59 1 3 0 Solid tumour More than one year 1 1 0 1 0 0 3 2131312143434 3|[3|4]4 4 4 3
3 67 0 3 2 haematological More than one year 0 32 1 0 0 1 0 2 2 (3141314443443 (|3]3 4 3 4
4 60 1 2 1 Hematological L ess than one year 0 3 1 0 0 0 0 3 2213|3434 ]4)13|3|(4(4]4 4 4 3
5 53 1 1 0 Solidtumour |STAGEII| Lessthan oneyear 0 9 1 0 0 0 0 3 2121223143334 (4]|3]|3.3 4 3 3
6 75 0 0 0 Solid tumour STAGE | More than one year 1 1 0 1 0 0 2 3(21]12|2|3(4(4]3]|3]|3|[4(|3]3 3 4 4
7 26 0 3 3 Solid tumour Less than one year 0 6 1 1 0 0 0 3 2 (313|313 ((3(4]]4)4]|3|4(|4]3 4 4 3
8 62 | 1 1 0 Solidtumour | ©'1"°" | Morethan oneyear 1 1 1 1 0 o| 2 [3[3|3|3|a|la|3|3|[3|a|a|3][3|4a]|a]a
9 | 49 | 1 2 0 Sone fumour Morethan one yeer 0 12 1 0 1 0 o| 3 |3|3|3|ala|3|a|3|3|a|3]|3]a|a]|3]a
10 41 1 2 0 Solid tumour More than one year 1 1 0 1 1 0 3 3141231433444 |3(4]3 3 4 3
11 65 1 0 0 Solid tumour ST;OI\IGE More than one year 0 15 1 1 1 0 0 2 2413|121 3443|434 (|3]4 3 3 3
12 | 65 | o 0 2 Solidtumour | ©'V°F | Lessthan oneyear 0 4 1 1 1 1 o| 2 [3]af2|2|3|4a|3|3|3|3|3|3]a|3]|4a]a
13 58 1 0 0 Hematological More than one year 1 1 0 1 0 0 2 3213|2144 3]|]4]|3|4|3(|3]3 4 4 3
14 51 1 2 2 Solid tumour | STAGE II Less than one year 1 1 0 1 0 0 2 3(3|4|1414 (43|34 4|4(|3]|4 3 4 4
15 73 0 1 1 Solid tumour | STAGE I L ess than one year 0 4 1 0 1 0 0 2 3(312|3|3(4(4]4)3|3|(4(4]4 3 3 4
16 41 1 1 2 Solid tumour STAGE | More than one year 0 25 1 1 0 0 0 2 2212|1414 (3444|134 (4]3 3 3 4
17 62 1 0 0 Solid tumour L ess than one year 1 1 0 1 0 0 2 3121213134343 3|[3(|4]3 4 4 3
18 52 1 2 1 Solid tumour Less than one year 1 1 1 1 0 0 3 3121213443344 4(|4]3 3 4 3
19 62 0 2 2 solidtumour | STAGE | More than one year 0 1 1 1 0 0 3 2 (313|413 (4(4]3|4]|3|4(4]3 4 3 4
20 67 0 3 3 Hematological | STAGE | Less than one year 1 1 1 1 0 0 3 2121212143434 3|[3(|3]4 4 4 3
21 65 1 2 0 Solid tumour | STAGE I L ess than one year 0 3 1 0 1 1 0 2 2 (414131343444 4|4]3 4 4 4
22 75 0 2 2 Hematological Less than one year 0 5 1 0 1 1 0 3 312|414 3(3(4]3|4]|3|3(|3]3 4 4 4
23 32 0 2 2 Solid tumour More than one year 0 8 1 1 0 1 0 3 2 (1314131333334 |4(4]4 4 4 4
24 42 1 2 0 Solid tumour Less than one year 0 6 1 0 0 1 0 3 31212141 3343|434 (|3]3 3 3 4
25 67 0 3 2 haematological More than one year 0 18 1 0 0 1 0 3 2 1313|2333 (4]13]|3(4]4]|0A4 4 4 4
26 36 1 2 2 solid tumour More than one year 0 1 0 0 0 0 3 3 (412|141 3444|443 |4]3 4 4 3
27 45 0 2 2 Solidtumour  |STAGEII| Morethan one year 0 1 0 1 1 0 2 3 (4141214344344 (|3]|4 3 3 3
28 59 0 2 2 solid tumour More than one year 1 1 0 1 0 0 3 2414121434343 |(4(4] 4 4 3 4
29 75 0 2 2 Hematological More than one year 1 1 0 1 1 0 3 3(1213|314(3(4]]4)4]|3|3(4] 4 3 3 4
30 54 1 2 0 Solid tumour L ess than one year 0 12 1 0 1 0 0 3 2414|141 3433|413 |(4(3]4 3 3 4
31 70 0 2 2 solid tumour Less than one year 1 1 1 1 1 0 2 2131314134334 |13|3(4]4 4 4 3
32 52 0 2 2 Solid tumour | STAGE I L ess than one year 0 1 1 1 0 0 3 3 (414|141 4434333 (4]3 3 3 4
33 35 1 3 2 Solid tumour Less than one year 1 1 0 1 1 0 3 321|414 444|434 4(|4]3 3 4 3
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75 62 0 0 2 Solid tumour STAGE | More than one year 0 15 1 0 0 0 0 3 6 (3|5|513[33]3]|3]|3|2(|2]2 2 2 2
76 42 1 2 0 Solid tumour L ess than one year 1 1 0 1 0 0 4 3414513333332 (|2]2 2 2 2
77 46 1 2 0 Solid tumour More than one year 0 12 1 1 0 0 0 6 5(413|513[33]3]|3]|3|2(|2]2 2 2 2
78 53 1 2 2 Solid tumour L ess than one year 1 1 1 1 0 0 3 3(3|5|13|13([33]3]|]3|3|2(|2]2 2 2 2
79 32 1 3 2 Solid tumour STAGE | More than one year 1 1 0 1 1 0 3 5134141333333 2(|2]2 2 2 2
80 43 0 0 0 Solid tumour L ess than one year 0 4 1 0 0 0 0 6 3415131333 ]3]3|3[2(2]2 2 2 2
81 54 0 0 2 Solid tumour Less than one year 0 10 1 1 1 1 0 6 515144133333 ]3]2]2]2 2 2 2
82 51 1 1 2 Solid tumour Less than one year 1 1 1 1 0 0 6 4 1414|5141 4|44 4])4]|4(4] 24 4 4 4
83 49 0 2 2 Solid tumour L ess than one year 0 12 1 0 1 0 0 3 413|544 114|444 )4|4(4] A4 4 4 4
84 43 1 2 0 Solid tumour Less than one year 1 1 1 0 1 0 4 6|14(4(3|1 4|4 (4444 4)|4]| 4 4 4 4
85 45 0 2 2 Solid tumour STAGE L ess than one year 0 1 1 1 0 0 4 315|344 144414 )4|4(4]| 24 4 4 4
86 57 1 2 0 Hematological More than one year 0 12 1 0 1 0 0 4 6135513333 ]3(3|3]3]3 3 3 3
87 50 0 2 2 solid tumour Less than one year 0 3 1 0 0 1 0 3 51314131333 ]3]]3]3|3(|3]33 3 3 3
88 62 1 2 0 Hematological | STAGE | L ess than one year 1 1 0 1 0 0 3 4131314333333 [3]3]3 3 3 3
89 | 39 | o 0 2 Solidtumour | >V | Lessthan oneyear 0 15 1 0 1 0 0| 6 |6|4a|s|3|ala|a|la|lalalalalalalala
90 62 1 2 0 Hematological L ess than one year 0 10 1 1 0 0 0 4 4 | 5144|4444 4|4]|4d4]4]|4 4 4 4
91 66 1 2 0 solid tumour More than one year 0 11 1 1 0 0 0 5 5134|514 144|444 |4]4]|4 4 4 4
92 65 0 3 3 Hematological | STAGE | More than one year 0 8 0 1 0 0 0 4 3134|514 |44 4]4|4|4)|4]| 4 4 4 4
93 55 1 2 2 Solid tumour STAGE | Lessthan one year 1 1 1 1 1 0 6 6 |13|5|5(4|13|4(3]|3|4(3]|4]|04 3 4 3
94 65 1 2 0 Solid tumour More than one year 0 20 1 1 0 1 0 3 5(3|5|514(4|4]4)4]|3|3|4] 4 3 4 4
95 57 1 1 2 Solid tumour Lessthan one year 1 1 1 1 0 0 5 4 13|3|5]4(4)13|4(4]|3|3|4]|3 3 4 3
96 52 1 2 0 Solid tumour  |STAGEII| Morethan oneyear 0 6 1 0 1 0 0 3 6 (3|4|1414 (343|433 (|3]4 3 3 4
97 32 1 3 2 Solid tumour STAGE | More than one year 1 1 1 1 0 0 6 5(313|314(4(3]|]3|3|4|4(|4]3 4 3 4
98 66 1 2 2 Solid tumour STAGE | L ess than one year 0 4 1 1 0 1 0 3 41413134133 |3|4|4|4]3]|3 4 4 3
99 36 1 2 0 Hematological More than one year 1 1 0 1 0 0 3 315151334134 (3]|3|3|4]{3 3 4 4
100 40 1 1 2 Hematological L ess than one year 1 1 1 1 0 0 5 6 (313|413 ([43]3]|3|3|4(|4]3 3 4 4
101 55 1 1 2 Solid tumour Less than one year 1 1 0 1 0 0 3 5141341444443 |3|4]4] 4 3 4
102 66 1 1 2 Solid tumour L ess than one year 1 1 0 1 1 0 5 6 (341413333333 (|4]4 3 3 4
103 35 1 1 0 Solid tumour More than one year 1 1 1 1 0 0 5 643|514 |3|(4|4|14|3|4]|3]|3 4 4 4
104 40 1 2 0 Solid tumour More than one year 1 1 1 1 0 0 3 5(5|4|514[43]3]|3]|3|[3(|4]3 4 3 3
105 39 1 2 2 Solid tumour More than one year 1 1 1 1 0 0 3 6| 35|54 144|444 |4]4]|3 4 4 4
106 38 1 2 2 Solid tumour More than one year 1 1 0 1 0 0 6 4 4141441313413 (44]3]|3 4 4 3
107 32 0 2 2 Solid tumour Less than one year 0 8 1 0 0 1 0 4 31434133433 |414(3]3 3 3 4
108 45 0 2 2 Solid tumour Lessthan one year 0 10 1 0 1 0 0 6 5155|5434 (4]|13|3([4]|4]|0A4 4 3 3
109 55 0 2 2 Solid tumour L ess than one year 0 8 1 0 1 1 0 3 6 (33|54 ([43]3|4]|3|[3(|3]3 3 4 3
110 56 0 2 2 Solid tumour more than one year 0 16 1 0 1 0 0 6 513|5(3|3|4|3([4(3]4|4]|4] 4 3 3 3
111 67 0 2 2 Solid tumour more than one year 0 17 1 0 0 1 0 6 313141341413 |3|4(4]3]3]|3 3 3 4
112 37 0 2 2 Solid tumour Lessthan one year 0 8 1 0 0 0 0 5 415131413 (3)|3|4(4|13|4(3]|4 3 4 4
113 62 0 2 2 Solid tumour STAGE | L ess than one year 1 0 1 1 1 0 0 5 5(3|14|13|4 (444|443 |4]3 3 3 4
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152 62 0 2 2 Solid tumour Lessthan one year 0 8 1 0 0 0 6 6|14(3(3|14|4(4|13|14|4|4)|4]| 4 4 4 3
153 59 1 3 0 Solid tumour Lessthan one year 1 1 0 0 6 5
154 67 0 3 2 haematological More than one year 0 24 1 0 1 3| 4 3 4
155 60 1 2 1 Solid tumour Less than one year 0 3 1 0 0 0 6 6 [5]5 2121 2|2]| 2 2 2
156 53 1 1 0 Solid tumour STAGEII Less than one year 0 9 1 0 0 0 0 5 5155514333433 ]|3]| 4 3 4 3
157 75 0 0 0 Solid tumour STAGE | More than one year 1 1 0 1 0 0 5 4 15]|5(313|14|43|14]3|4(|3]|4 4 4 4
158 26 0 3 3 Solid tumour Less than one year 0 6 1 1 0 0 0 5 6 |5(3(3|14|4(3]|3]]3(4|3]|3]| 4 4 4 3
. SITAGE
159 62 1 1 0 Solid tumour i More than one year 1 1 1 1 0 0 4 3141313443333 3]4]3 4 3 4
160 49 1 2 0 Solid tumour More than one year 0 12 1 0 1 0 0 5 6(5|4|14|14 443|433 (4]3 4 3 3
161 41 1 2 0 Solid tumour More than one year 1 1 0 1 1 0 6 5(3|5|512(22]2]|]2]2]|3(|3]3 3 3 3
162 | 65 | 1 0 0 Solidtumour | *'1'°% | Morethan oneyear 0 15 1 1 1 0 o| 4 |e|3|a|3|3|3|a|3]3|a]a|3|3|3]|a]3
163 | 65 | 0 0 2 Solidtumour | ©'V7F | Lessthan oneyear 0 4 1 1 1 1 o| 6 [e6|3|a|l3|2|2]2|2]2|2]2]2]2|2]2]2
164 58 1 0 0 Hematological More than one year 1 1 0 1 0 0 3 3(413|313(3(3]4]]3|3|[3(|3]3 3 3 3
165 51 1 2 2 Solidtumour |STAGEII| Lessthan oneyear 1 1 0 1 0 0 6 35141444144 (44444 4 4 4
166 73 0 1 1 Solid tumour | STAGE II L ess than one year 0 4 1 0 1 0 0 4 3414|5443 ]3]|3|3[4(|4]3 3 4 4
167 41 1 1 2 Solid tumour STAGE | More than one year 0 25 1 1 0 0 0 4 6 (33|41 3(3(3]3]]3]3|[3(3]3 3 3 3
168 62 1 0 0 Solid tumour L ess than one year 1 1 0 1 0 0 6 5(3|5|34(44]|]3|4]|4|3(|3]3 4 4 4
169 52 1 2 1 Solid tumour Less than one year 1 1 1 1 0 0 4 6 3131414 (4|44 4|4]4]|4 4 4 4
170 62 0 2 2 Solid tumour STAGE | More than one year 0 1 1 1 0 0 6 4131334133414 4|3([4]24 4 4 4
171 67 0 3 3 Hematological | STAGE | Less than one year 1 1 1 1 0 0 4 4 1413133313333 [3]3]3 3 3 3
172 65 1 2 0 Solid tumour | STAGE I L ess than one year 0 3 1 0 1 1 0 4 3(4|5|314(4|4]4)3|3[4(3]3 3 4 3
173 75 0 2 2 Hematological Less than one year 0 5 1 0 1 1 0 5 5(413|513(3(4]4)3|3|3(4]4 3 4 3
174 32 0 2 2 Solid tumour More than one year 0 8 1 1 0 1 23 0 1]1]2(0(0| 333|333 |3]3]3 3 3 3
175 42 1 2 0 Solid tumour L ess than one year 0 6 1 0 0 1 26 1 211 3 3 313
176 67 0 3 2 Hematological More than one year 0 48 1 0 0 1 26 0 11011 413[(413]3 4
177 36 1 2 2 Solid tumour More than one year 0 5 1 0 0 27 5 5(5]5]|5 4
178 45 0 2 2 Solid tumour STAGEIl| Morethan oneyear 0 9 1 0 1 1 27 2 1 (2210441334414 ]|3] 3 4 3 4
179 59 0 2 2 Solid tumour More than one year 1 1 0 1 0 24 0 2(0|j]0|j0| 4443|433 (|3]3 3 3 3
180 75 0 2 2 Hematological More than one year 1 1 0 1 1 23 2 111(0|]0| 4| 4|3|3|4]|3|4|4] 4 4 3 4
181 54 1 2 0 Solid tumour Lessthan one year 0 12 1 0 1 0 23 2 112211313444 |4|4]4]3 3 4 4
182 70 0 2 2 Solid tumour L ess than one year 1 1 1 1 1 15 2 1102|1134 |3|4|4)14|4]|4] 4 4 3 4
183 52 0 2 2 Solidtumour |STAGEII| Lessthan oneyear 0 1 1 1 0 18 0 o|lo|jojo|4(4)4|3(4|14]|3|4] 4 3 4 3
184 35 1 3 2 Solid tumour L ess than one year 1 1 0 1 1 17 5 3414|1314 |43 ]|4)|13|4|4(|4]4 4 4 3
185 63 1 2 0 Solid tumour More than one year 0 17 1 0 1 0 15 0 o212 (3|3]4|4|433]3]|3 3 4 4
186 | 39 | 1 3 0 Solidtumour | ' ﬁIGE L essthan one year 1 0 1 0 1 0 18| 4 |3 |3|a|s|lalalala|a|a|alal3]|a]|a]a
187 65 0 2 3 Hematological | STAGE | Less than one year 0 1 1 0 0 15 0 033|344 ]3|3|3(3[4]3]|4 3 4 4




188 54 1 1 2 Solid tumour |STAGEIl| Lessthan oneyear 0 9 1 0 0 17 5 3 3 3
189 49 1 1 2 Solid tumour More than one year 1 1 0 0 0 19 2 2 2
190 | 45 | 1 2 2 Solidtumour | ©'1°F | Lessthan oneyear 1 1 0 1 0 19 5|44 2222222222212
191 | 43 | o 2 2 solidtumour | ST QGE More than one year 0 23 1 0 0 1 | 18| 3 |s5|s|s|s|al2|al2l2|alal2lal2]3]|3
192 45 0 0 2 Solid tumour L ess than one year 0 4 1 0 1 0 19 4 4 131332334244 ]2]|4 4 3 2
193 39 1 2 2 Solid tumour | STAGE| Lessthan oneyear 1 1 0 1 0 16 1 2(2(o0of0|3|3|2(2|4]2|3|2|3]| 2 2 4
194 54 1 2 0 Solid tumour L ess than one year 1 1 1 1 0 18 1 ojo|jo|1|3|2|3|4|2|2|4]|4]|04 3 2 4
195 43 1 2 1 Hematological | STAGE | Less than one year 0 3 1 0 1 1 19 3 3113|3344 2|4|3(44]3]|3 2 2 2
196 62 1 2 0 Solid tumour More than one year 0 14 1 1 0 0 15 1 11002124243 ]2]|2]|4] 2 4 3 2
197 | 45 | 1 2 0 Solidtumour | >'1°" | Morethan oneyear 0 14 0 1 0 0 10| 6 |[6|6|6|6|2|3|al2|3]2|a]3|2]3]|2]4
198 43 0 0 2 Solid tumour L ess than one year 0 10 1 0 1 0 10 3 4 |3 |13|4|4|4)14|4|2|2]3]3]2 3 2 2
199 54 1 2 0 Solid tumour Lessthan oneyear 1 1 1 1 0 10 0 o|lofofo|32]|4]|]42]|3]2[3]3] 3 3 2
200 | 50 | 1 2 2 Solidtwmour | *'1°F | Lessthan oneyear 1 1 1 1 1 |1a| 3 [a]|3|s|3|2|3|2]3]|3|3|2]3|a|3]|4a]3s
201 69 1 1 0 Solid tumour More than one year 0 12 1 1 0 1 14 3 5(5|5|51422]|]3]|2]|4|4(|2]2 2 2 2
202 65 0 0 2 Solid tumour L ess than one year 0 4 1 0 0 0 11 4 3(5|5|3|2(3(4]|]4]|2]|4|2|4]2 4 2 3
203 | 70 | o 0 2 Solidtumour | ©'1"°" | Morethan oneyear 1 1 1 1 0 11| 4 |s|3|s|alal2|3]|3|al2|2]2[3]|4a]4]->2
204 43 1 2 2 Solid tumour L ess than one year 0 10 1 1 0 0 12 5 4 13 |13|3(4|3|14|2|2|2|2]|4]|4 3 2 2
205 41 1 2 2 Solid tumour STAGE | More than one year 0 20 1 0 0 0 14 4 4 1314541313423 [4]3]|3 3 4 2
206 54 1 0 0 Solid tumour STAGE | L ess than one year 1 0 1 0 1 0 14 3 4 1112|2444 |34 |4]3 |44 3 4 4
207 45 0 2 2 Solid tumour More than one year 0 1 0 1 1 11 3 51112121322 ]2]|4]|3|4(|3]|4 2 3 3
208 37 1 0 0 Solid tumour More than one year 0 23 1 1 0 0 12 4 3112|2132 3]|]3|2|2|4|4]4 4 4 3
209 39 1 2 0 Hematological Less than one year 0 21 1 0 0 0 13 5 4 1112123322434 ]2]2 4 3 2
210 62 0 2 2 Solid tumour STAGE | More than one year 0 1 1 1 0 14 3 3134134441443 [4)|2]| 4 4 4 3
211 49 0 2 2 Solid tumour  |STAGEII| Morethan oneyear 0 1 1 1 1 11 4 5(3|4|512|24]2]|4]|3|2(|3]|4 2 2 4
212 62 1 2 2 Solid tumour  |STAGEII| Morethan oneyear 0 9 1 0 0 0 11 4 4 | 5|5|5(4|13|3|4|4|4]|3]|4]|4 4 3 3
213 48 0 2 2 Solid tumour STAGEIl| Morethan oneyear 0 12 1 0 0 1 10 4 4131431334413 2(4|3]|3 3 2 4
214 52 0 3 3 Hematological | STAGE | More than one year 0 10 0 1 1 1 11 0 o|(o0o|0|0|3|4]|3|4|2|34]3]|3 2 4 2
215 | 54 | 0 0 2 Hematological |~ QGE Lessthan one year 0 4 1 0 0 0 10| 5 [3|3|al|3|2]2|al2|3]a|l3]|3|2]2]4]a4
216 50 1 2 2 Hematological Less than one year 1 1 1 1 0 10 4 3514424144432 ]3]|4 3 4 4
217 45 0 3 3 Solid tumour | STAGE I L ess than one year 1 1 1 1 0 10 3 414|553 |4|12|2|2|2|3]|4]|0 4 4 2 2
218 59 1 1 0 Solid tumour More than one year 0 18 1 0 0 0 13 5 4 514134414 2|3|2|4]4]3 4 2 3
219 42 1 2 0 Hematological L ess than one year 1 1 1 1 0 14 4 4 41344214244 2]2]2 3 2 3
220 61 1 0 0 Solidtumour  |STAGEII| Lessthan oneyear 1 1 0 1 1 12 3 5(5(5(5(3|3|2|4|2]|3(2|4]3]| 3 2 2
21 | 65 | 0 0 2 Solidtumour | ' QGE Lessthan one year 0 4 1 0 0 0 13| o |ofl22]|2l2]a|3]|al2|2|a]ala| 3] 4] a4
222 38 1 1 0 Solid tumour More than one year 0 1 0 0 0 10 3 5(3|3|512(44]3|44|2(|2]4 2 4 3
223 62 0 0 2 Solid tumour | STAGE I L ess than one year 0 4 1 0 0 0 11 5 5(4|5|51442]]3|3|4|2(|2]4 3 3 3
224 | 39 | o 2 2 heematological | ~'1° | Lessthan oneyear 0 15 1 0 1 0 13| 4 |a|s|3|s5|a|3|2|3|alalal2|a]|l2]|3]3
225 37 1 2 2 Solid tumour STAGE | More than one year 0 3 1 0 0 0 9 6 6 (4141313444343 (|3]4 4 3 4
226 62 0 0 2 Solid tumour STAGE | More than one year 0 15 1 0 0 0 7 4 313|334 (3]4|3|3([3[3]4]3 4 4 3




227 42 1 2 0 Solid tumour Less than one year 1 1 0 1 0 6 4 313(3|3|4(4(3|4]13|3|3(4]|3]| 4 3 3
228 46 1 2 0 Solid tumour More than one year 0 12 1 1 0 0 7 1 o(2)|0|l0|4|4])4|4|3|4]3]3]|3 4 3 4
229 53 1 2 2 Solid tumour Less than one year 1 1 1 1 0 9 3 4 134|414 (3341341334 3 4 3
230 32 1 3 2 Solid tumour STAGE | More than one year 1 1 0 1 1 5 3 3413|3333 ]|]3|4|4|4|4]3 3 4 3
231 43 0 0 0 Solid tumour Less than one year 0 1 0 0 0 7 3 3144|1414 (433|334 (3|4]| 3 3 4
232 54 0 0 2 Solid tumour L ess than one year 0 10 1 1 1 1 7 0 2 (313|413 (44]|4)4]4|4(3]3 4 4 3
233 51 1 1 2 Solid tumour Less than one year 1 1 1 1 0 5 0 2131341341344 ]3]4]13]3 3 4 4
234 49 0 2 2 Solid tumour L ess than one year 0 12 1 0 1 0 7 4 4 1 3|14|13(4|4])13|4|3|(43]4]3 3 4 4
235 43 1 2 0 Hematological Less than one year 1 1 1 0 1 8 0 0413344134443 ]4]3 4 4 3
236 45 0 2 2 Solid tumour STAGE | L ess than one year 0 1 1 1 0 9 2 2(0]j]0|0| 44|44 )3|4|3(|3]4 3 4 3
237 57 1 2 0 Hematological More than one year 0 12 1 0 1 0 6 5 6(5|6|513(4(4]4)3|4|4(|3]|4 3 3 3
238 50 0 2 2 Solid tumour L ess than one year 0 3 1 0 0 1 7 6 6 (34|44 (343|443 (4]3 3 4 3
239 62 1 2 0 Hematological | STAGE I Less than one year 1 1 0 1 0 8 3 4 4141433133343 ]4]3 3 3 4
240 | 39 | o 0 2 Solidtumour | ' QGE Less than one year 0 15 1 0 1 0 6 | 5 |5|ala|l3|alalalz|alz|3]|alal3]| 3] 3
241 62 1 2 0 Hematological Less than one year 0 10 1 1 0 0 6 4 3141333433444 ]3]|3 3 4 3
242 66 1 2 0 Solid tumour More than one year 0 11 1 1 0 0 7 5 5(5|6|514[33]4]|3|3|[3(|4]3 4 4 4
243 65 0 3 3 Hematological | STAGE I More than one year 0 8 0 1 0 0 7 4 4 1413143433443 ]4]3 3 3 3
244 55 1 2 2 Caeosoohagus | STAGE | L ess than one year 1 1 1 1 1 9 3 4 1414133343334 ]3]|3 4 4 3
245 65 1 2 0 Solid tumour More than one year 0 20 1 1 0 1 6 4 3131413334333 [3]3]|4 3 3 3
246 57 1 1 2 Solid tumour L ess than one year 1 1 1 1 0 9 3 3(413|314((3(3]|]3|4]|4|3(4]3 4 3 4
247 52 1 2 0 Solid tumour  |STAGEII| Morethan oneyear 0 6 1 0 1 0 6 4 3141413344343 4]3]|3 4 3 4
248 32 1 3 2 Solid tumour STAGE | More than one year 1 1 1 1 0 6 1 1 11(1]113|3|(4|4|4])3|4|4] 4 3 3 4
249 66 1 2 2 Solid tumour STAGE | Less than one year 0 4 1 1 0 1 9 0 0O|0(2|1|4|4(4]|3|3|4|4(4]3 3 3 3
250 36 1 2 0 Hematological More than one year 1 1 0 1 0 9 4 3(3|4|1414|(3(4]]3|3|3|(3(4]4 4 3 3
251 40 1 1 2 Hematological Less than one year 1 1 1 1 0 8 5 5(5|6|6|3(4(3]|]4]|4|4|4(|3]3 3 3 3
252 55 1 1 2 Solid tumour L ess than one year 1 1 0 1 0 6 5 5131341334443 |4(|3]3 3 3 4
253 66 1 1 2 Solid tumour Less than one year 1 1 0 1 1 9 4 3144|4143 (4|44 44|44 4 3 4
254 35 1 1 0 Solid tumour More than one year 1 1 1 1 0 7 3 31313141333 ]3]3]3|[3(|3]3 3 3 3
255 40 1 2 0 Casolid tumour More than one year 1 1 1 1 0 9 4 4 1413143313333 [3]3]3 3 3 3
256 39 1 2 2 Solid tumour More than one year 1 1 1 1 0 5 3 3(413|313(3(3]3]3|3|[3(|3]3 3 3 3
257 38 1 2 2 Solid tumour More than one year 1 1 0 1 0 9 1 o022 3|3]3|3|3[3[3]3]3 3 3 3
258 32 0 2 2 Solid tumour L ess than one year 0 8 1 0 0 1 5 3 3414132222 ]|2]|]2|2|2]2 2 2 2
259 45 0 2 2 Solid tumour Lessthan one year 0 10 1 0 1 0 9 3 313|3|4(2|2]|2(2|2]|2|2]|2]|2 2 2 2
260 55 0 2 2 Solid tumour Less than one year 0 8 1 0 1 1 6 3 313(4j411|(1f(2|212]1)1|1(1]|1 1 1 1
261 56 0 2 2 Solid tumour more than one year 0 16 1 0 1 0 7 5 6| 6663|4434 (4|3|4]| 4 4 3 4
262 67 0 2 2 Solid tumour more than one year 0 17 1 0 0 1 9 6 6 (4113|3434 ]4)4|3|4(4]4 3 3 4
%3 | 37 | o 2 2 Solid tumour L ess than one yeer 0 8 1 0 0 0 5 | 4 |a|3|a|3|a|3|a|alal|3|3|ala|l3]|3]3
264 62 0 2 2 Solid tumour STAGE | Less than one year 1 1 1 1 0 9 6 5165|511 ]1(1 1 ({111 1 1 1
265 | 63 | 0 1 1 Solidtumour | >'/*>= | More than one yeer 1 1 1 1 0 5 3l2l2l2]al3]|2|2(3]|2]2]2
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