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Abstract

Introduction: Ageing is the greatest single risk factor for cancer but there is a dearth of
systematically reviewed data on the psychological and psychiatric sequelae in elderly cancer
patients. Theaim of thispaper istoreview thecurrent literatureon theseissues. Materialsand
Methods: Multiple sear ches using Medline (1970 to 2003), Psyclnfo (1970 to 2003), CINAHL
(1982 to 2003), EMBASE Psychiatry (1992 to 2003) and Cochrane Research Database were
carried out. Additional searches were made using the reference lists of published papers and
chapters. Results: M ost of thestudieswer ecr oss-sectional in natur e. Thefew longitudinal studies
had fairly short follow-up periods. Overall, theavailable evidence suggeststhat up to athird of
elderly cancer patients may experience psychological distress. The psychological impact of
cancer on theelderly waslessadverse or similar compared with younger patients. Therewere
only limited studiesthat specifically addr essed theprevalenceof psychiatricdisordersin elderly
cancer patients, which suggested that the prevalencefor clinically significant depression could
range from 3% to 25%. Organic mental disorders were more prevalent in the older group.
Conclusions: Thisreview suggeststhat the psychological impact of cancer islessnegativein the
elderly compared to younger patients. Asfor the prevalence of psychiatric disordersin elderly
cancer patients, thisreview suggeststhat it isan unanswer ed question with adear th of published
data, with most wor k either based only on clinical or hospital samplesor not solely ontheelderly.
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Introduction

Across the globe, there has been arapid increase in the
absolute and relative numbers of older persons. According
to the 1993 World Bank report, the number of people aged
65 and above will form 1 in 4 of the population in 2025.
The projected percentage increase in the population aged
60 and above by the year 2020 is 159% in less devel oped
countries and 59% in developed countries.? There will
continue to be more older-old persons (i.e., 75 to 84 years,
and 85 years and older) in the old-age segment of the
population.

Amongst the physical illnesses, cancer is one of the
leading causes of death and disability worldwide.
Meanwhile, ageing is the greatest single risk factor for
cancer. Incidence data from the National Cancer Institute
Surveillance, Epidemiology, and End Results (SEER)
programme in the United States showed a tenfold larger

figure for those 65 years or older compared to those less
than 65 years old, with more than 58% of all cancers
occurring in the elderly.® In addition, advances in early
cancer detection and treatment are extending elderly
patients’ survival.*

Despitetheseredlities, the elderly have been historically
underrepresented in clinical studies of cancer. Myths
regarding cancer in the elderly are held not only by older
patients themselves but are also prevalent among health
workers.® While there has been some progress in the
knowledgeof cancerin older peopleinthephysical domain
of geriatric medicine and oncology in the last 15 years,
thereis till a dearth of systematically studied data on the
psychosocial impact of cancer on the elderly. Evenlessis
known about the preval enceof variouspsychiatricdisorders
in this group of cancer patients.

Specia challenges of treating elderly cancer patients
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include:

1. Decreasein self-reported psychiatric symptomssuchas
depressive symptoms?

Comorbid illnesses’*

Polypharmacy

Altered pharmacokinetic and pharmacodynamic
Cognitive deficits

Diminished social support

Limited financial resources

Possibly, limited knowledge regarding the treatment
options of cancer

The above factors can have significant implications for
cancer detection, treatment, rehabilitation, and prevention
inthe elderly. The elderly cancer patients, therefore, are at
risk of their psychiatric symptoms being undetected or
under-treated.

Theaim of this paper wasto review the current literature
on the psychological and psychiatric sequelae of cancer in
the elderly.
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Materials and M ethods

Multiplesearchesusing Medline(1970t02003), Psyclnfo
(1970 to 2003), CINAHL (1982 to 2003), EMBASE
Psychiatry (199210 2003) and CochraneResearch Database
were carried out, using various search terms such as
“cancer”, “neoplasm”, “menta disorders’, “psychiatric
symptoms’, “aged >60 years’, “elderly”, “geriatric”,
“psychosocia impact” and “psychiatric disorders’.

Additional searches were made using the reference lists
of published papers and chapters. All abstracts were
retrieved and read and when there was any possibility that
a paper might contain relevant material, the paper was
read in full.

The search strategy was to first identify studies that
focussed specifically ontheel derly with cancer or compared
the elderly with subjectsin other age ranges. Next, studies
that involved subjects with a wide age range but included
those aged >60 years old were examined to see whether
data pertaining to the elderly subjects were reported or
could be extracted.

Psychological distress is a construct that can include
myriadsof measurementsand variabl es. For the purpose of
thisreview, studiesthat reported only psychol ogical impact
or distress and not actual psychiatric disorders were
categorised under the “Psychological Impact” section.
When the prevalence of psychiatric disorders — whether
based on established diagnostic criteriaor accepted cut-of f
thresholds of established rating scales—were reported, the
resultsof thesestudieswerereported under the* Psychiatric
Disorders’ section.
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Results
Psychological Impact (Table 1)

Cancer is not just a single stressful situation. It is a
complex and variable stressor in different stages of the
disease and different environmental settings. Evidence
suggests that pre-existing psychosocial factors patients
bring to their cancer experience could significantly affect
their adaptation to cancer. In addition, studies have shown
that the 3 pointsof increased distressfor cancer patientsare
at diagnosis,’®!* at recurrence or progression of the
disease,’?*® and at the terminal stage.X*®®

Mages et a evaluated the impact of cancer from a
lifespan perspective. According to them, cancer in older
adults can lead to an accel eration of the ageing processand
result in more rapid disengagement from work, social and
leisure activities, and a greater dependency on others. Ina
study involving a large sample of cancer patients (n =
4496), withagesrangingfrom 19yearsto 95 years(median,
57), Zabora et a” found that the overall prevalence of
psychological distress was 35.1% based on the Brief
Symptom Inventory (BSI), which was quite similar to the
34% reported by Farber et al*® and slightly higher than the
28% by Stefanek et a.’® In Zabora et d’s study, the
prevalence of psychological distress for those in the age
ranges of 60 to 69, 70 to 79, and >80 were 34.7%, 29.7%
and 32.9% respectively. When statistically analysed, the
level of distressamong theyounger patients(<30yearsold)
was higher than that of the older patients except for the
category of patients who were 80 years old and above.

Maisiak et a?® studied 230 elderly cancer patients and
reportedthat their overall psychosocial statuswassomewhat
better than that of younger cancer patients. The main
concernsfor the elderly patients were tiredness/weakness,
immobility, painand sideeffects. Inacomparativeanalysis
of 6 chronic illnesses including cancer, Cassileth et a®
found that for all diagnostic groups, better mental health
scores were found with the older group of patients. They
postul ated that ol der patients might devel op more effective
skills to manage life events on the basis of their years and
experience. Their perspective and expectations may be
more commensurate with adaptation to illness than is the
casefor younger patients. However, theauthors' speculation
of the* biologic, evolutionary advantagefor older patients’
isless convincing.

Studying 240 elderly men with cancer using the Cancer
Inventory of Problems Situations (CPIS), Ganz et a?#
reported that therewere no significant differencesbetween
the older and younger patientsin healthcare setting i ssues,
problems of daily living and marital and sexual problems.
This was in spite of a higher rate of cardiac and other
chronic diseasesin the elderly patients. The elderly group
had significantly lessintense pain from surgery and did not
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report more difficulties with chemotherapy. Compared to
the younger patients, the older patients had fewer worries
about their familiesif they wereto die and fewer problems
with talking to their spouse about the future and their
disease.

The finding that older cancer patients have lower
psychological distress is consistent with severa other
studies.??" Other studies, however, have found no
association between age and psychological well-being or
dl stre$'19,28,29

Most of the studieson the subject were cross-sectional in
nature and hence could not provide insight as to whether
theresults changewith time. A longitudinal perspective of
the impact of age on the mental health of cancer patients
was reported by Given et al® using 111 patients 50 years
and older. Theduration of follow-up was 6 months, and the
mental health of the patients was measured by the Centre
for Epidemiological Studies-Depression Scale (CES-D).
Theresultsindicated that age, either aloneor ininteraction
with other variables, failed to predict patients CES-D
scores at intake and 6 months later. Vinokur et a*! studied
a community sample of 274 breast cancer patients who
were followed up for 10 months. The mean age of the
sample was 58.8 years, with 32.3% (n = 89) aged 65 and
above. Using variousrating scal esto cover multipleaspects
of thepatients’ psychosocial status, younger agewasfound
to exacerbate the impact of impairment on mental health.
Themoreseriously impaired younger patientsexperienced
more deterioration in their mental health and well-being
than similarly impaired older patients. However, among
thepatientsreceiving moreextensivesurgery, significantly
higher level sof symptomswithlimitation of activitieswere
manifested in the older patients than the younger ones.

Overall, the available evidence suggests that the
psychological impact of cancer in the elderly was less
adverseor similar when compared withyounger agegroups.
However, on its own, the distress cancer and its treatment
can cause in the elderly cannot be negated. Mettlin et al*
suggested that difficultiesincrease with age with regard to
functional abilities, employability, and nursing care needs,
especially when morecompl ex combined modality therapy
isingtituted. Elderly patientsmay havefewer social supports
and more limited financial resources and often have more
chronic diseases than younger patients.®

Psychiatric Disorders (Table 2)

There were relatively few studies that specifically
examined psychiatric disordersin elderly cancer patients.
The paper by Oxman et a* discussed organic mental
syndromes and affective disorders but did not provide any
information on the actual prevalence of these psychiatric
disordersin elderly cancer patients.

Holland et al**highlighted their study at Memorial Sloan-
Kettering, which used DSM-III criteria, and found an
increase in organic mental disorders in the older group
compared to the younger group (26% versus 12%). There
was also a sharp decrease in the frequency of adjustment
disorder in the older group while major depression was
higher in those aged 70 and above. The most common
psychiatricdiagnosisintheolder patients, asintheyounger,
was adj ustment disorder with anxious, depressed, or mixed
mood. However, the subjects were patients referred for
psychiatric consultation and hence 96% of them had a
psychiatric diagnosis.

More recently, Deimling et al*®studied 180 older adults,
long-term cancer survivors, and proposed a conceptual
model for understanding general psychological distress
and post-traumatic stress. The result showed that most
patientsdid not haveclinical levelsof post-traumatic stress
disorder, athoughover 25%had clinical level sof depression
according to their CES-D scores.

The next strategy wasto examine the preval ence studies
of psychiatric disordersinawider agerangeandtoidentify
those that provided data on the elderly population. While
therewereanumber of studiesthat examinedtheprevalence
of psychiatric disorders (mainly depression and anxiety
problems) in specific cancer sites, only some covered a
widerangeof psychiatricdisordersin multiplecancer sites.
Only a few studies reported on the actual prevalence of
psychiatric disordersinthe elderly. The study by Levineet
a* involved 100 hospitalised cancer patients seen by the
Psychiatry Consultation Service. Among those 60 years
and ol der, 55.5% had adiagnosisof organicbrain syndrome
while 39.7% had “depression” (a category that comprised
al DSM-II depressive syndromes). But the sample was
likely to be a highly selected one since they represented
only 1.9% of al cancer admissions, with al the patients
referred being given a psychiatric diagnosis.

Thefirst systematicand comprehensiveprevalencestudy
of awide range of psychiatric disorderswas carried out by
the Psychosocial Collaborative Oncology Group
(PSYCOG).® 1t found that 47% of thepatientshad aDSM-
Il diagnosis. But the paper did not provide data on the
elderly patients of the sample.

Morerecently, Akechi et al*reported that amongst 1721
psychiatric referrals at 2 Japanese Cancer Centres, 73.4%
had aDSM-1V psychiatric diagnosis, the 3 main diagnoses
being adjustment disorders (34%), delirium (17%), and
maj or depression (14%). Dementiawasreportedin 2.1% of
the patients. Delirium was more common in those >60
years old (25%) compared to those <60 years old (10%).
However, this was a retrospective study and the patients
had been specifically referred for psychiatric consultation.

In thefirst extensive meta-analysis of the psychological
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sequelae of cancer, which included 58 studies after 1980,
van't Spijker et al“ reported that the prevalenceof depressive
disorder or anxiety disorder ranged from 0% to 49%. But
overall, with the exception of depression, the amount of
psychological and psychiatric problems in patients with
cancer does not differ from that of the normal population.
It also reported that studies with younger patients (mean
age, <50 years) reported more depression, anxiety, and
general distressthan studieswith older patients (mean age,
50yearsor over) but gavenofiguresfor the prevalencerate
of psychiatric disordersin the older group.

In Milan, Bredart et al** studied 190 recently discharged
cancer patients using the Hospital Anxiety and Depression
Scale (HADS). They estimated that 16% of the patients
would have major depressive disorders or generalised
anxiety disorders. They foundthat theproportion of patients
with an HADS score >14 in the older age group (>65) was
37%, anintermedi ate betweenthefiguresfor those 50 years
old and below (28%) and those 50 to 65 years old (51%).
Similarly, Pascoe et a,*a so using HADS (with a cut-off
of 11), found clinically significant anxiety to be more
prevalent among patients <65 yearsold than those 65 years
or over. Age, however, was not related to clinicaly
significant depression (3.0% in those 65 years old and
above versus 3.4% in those below 65 years old).

In those with advanced cancer, there have been few
prevalence studies covering a broad range of psychiatric
disorders. The most commonly studied conditions were
those of depression and delirium. Minagawa et al*®
prospectively studied 93 terminally ill cancer patients
using the Mini-Mental State Examination (MM SE) and
Structured Clinical Interview for DSM-111-R (SCID). They
reported that 53.7% met the DSM-III-R criteria for a
psychiatric disorder: delirium was observed in 28% of the
patients, dementia 10.7%, adjustment disorders 7.5%,
amnestic disorder 3.2%, major depression 3.2%, and
generalised anxiety disorder 1.1%.

DeWalden-Galuszko* studied 410 terminally ill cancer
patients who were receiving home care. Psychiatric
diagnosiswas made by clinical interviewsusing DSM-I11-
R criteria. The results showed that 60% had a psychiatric
disorder, while 37% had psychiatric morbidity due to
cancer: 18% had adjustment disordersand 19% had organic
mental syndromes(mainly confusional state). Theremaining
23% of the psychiatric disorders consisted of dementia
(17%) and prior psychiatric disorders (6%). The mean age
was 66 years and better adaptation to the disease was
observed in elderly patients, who were usually unaware of
their medical status. Patientsunder 60 yearsold weremore
prone to adjustment disorders compared to those over 60
yearsold. However, no specific dataon the prevalencerate
in the elderly subjects were reported.
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Implications

A better understanding of the extent of psychological
distressand psychiatric disordersin elderly cancer patients
would allow oncology service providers to evauate the
current psycho-oncological services, which often do not
extend beyond social case works and ad-hoc counselling.
A multidisciplinary mental health team that includes
psychiatrist, psychologist, and medical social worker,
working together, should be an integral component of
holistic and comprehensive oncology services. Education
of oncology staff and implementation of screening for
psychological distress and psychiatric disorders (such as
depression and anxiety) will alow early and appropriate
psychiatricinterventions(both psychopharmacol ogical and
psychotherapy) to be instituted.

Conclusions

Although the evidence suggests that the psychological
impact of cancer may be less negative in the elderly
compared to younger patients, the psychological distress
cancer and its treatment can produce in the elderly isreal
and should not be ignored. In terms of the prevalence of
psychiatric disordersin elderly cancer patients, thisreview
suggeststhat it isan unanswered question asthereisstill a
dearth of published data, with most work either based only
onclinical or hospital samplesor not solely onthe elderly.
Much needsto be done to addressthisissue systematically
and specifically. This will have implications for cancer
service planning to cater to the psychological needs in
elderly cancer patients, thus ensuring that care is both
comprehensive and holistic.
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