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Abstract 
 

Depression, anxiety, stress and poor quality of life are often psychological consequences of living with cancer. This 

study aimed to assess psychological symptoms and Quality of life among patients with colorectal cancer. A 

descriptive research design was used to assess patients diagnosed as colorectal cancer.  The study was carried 

out at outpatient clinic of the oncology department at Assiut University Hospital and South Egypt Cancer Institute. 

Four tools were utilized to measure the variables of the study; the demographic data questionnaire, socioeconomic 

status scale, Quality of life (QOL) scale and Symptoms Check List (SCL-90-Revised). Results of the study: 

Females more than males. Most of the patients were living in rural areas , the vast majority of studied group were at 

middle level of socioeconomic status and have moderate quality of life most of them have cancer colon, (47.6%) of 

patients have loss of appetite, (64.2%) of them have weight loss and didn’t have colostomy. (39.7%) of them have 

received chemotherapy. A little high percent of patients have somatization and hostility .The study recommend 

that: liaison psychiatric nurse should be available to deal with psychiatric problems of patients.  
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Introduction 
 

Colorectal cancer (CRC) includes cancerous growths 

in the colon, rectum and appendix. Most colorectal 

cancers arise from adenomatous polyps. These 

neoplasms are usually benign, but some develop into 

cancer over time. The occurrence of large bowel 

cancer is strongly related to age, with 83% of cases 

arising in people who are sixty years or older. It is a 

common form of malignancy in developed countries 

but occurs much less frequently in the developing 

world (ONS, 2008; WCISU, 2008; Northern 

Ireland Cancer Registry, 2008). 

Colorectal cancer (CRC) is one of the most common 

cancers in the world and is the second leading cause 

of cancer mortality in Western countries. Diet and 

lifestyle factors are implicated risk factors for the 

disease. Fruit and vegetable-deficient diet, calorie-

dense foods, physical inactivity, obesity, and 

smoking increase the risk for developing CRC 

(Center et al., 2009). as well as in the United States 

of America (Jemal et al., 2008). In the Asian 

population, there is a rapid increase in the trend of 

CRC incidence (Hyodo et al, 2010) and in Malaysia 

(National Cancer Registry, 2006).  

The emotional adjustment of a patient during 

treatment depends largely on these secondary side 

effects (Maté et al., 2003).With the confirmation of 

diagnosis and the initiation of treatment, both the 

patient and family are forced to deal with eating 

disorders, loss of appetite, weight loss, 

gastrointestinal upset, diarrhea, constipation, altered 

body image, difficulties in sexual relations, and other 

related events (Die, 2007). 

Patients with colon cancer report serious 

psychological and emotional morbidities (Fillipovic 

et al, 2007and Ashbury et al., 2003). Various studies 

have shown high levels of depression in cancer 

patients using different methods of assessment 

(Jadoon, et al., 2010; Pirl, 2004; Mystakidou et al., 

2005). It is reported that depression in cancer patients 

may be caused by diagnosis of cancer, long duration 

of treatment, side effects of treatment, disruption in 

life and diminished quality of life(Jadoon, et al., 

2010; Mystakidou et al., 2005). 

Cancer is one of the diseases with a high 

psychological impact. This condition can be assessed 

as stressful because it involves loss and threat 

(Urquidi et al., 1999). There is no single way to 

include cancer as part of the subject’s life and, much 

less, is there an order in the adaptive reactions to it. 

The adjustment to cancer is influenced by society, the 

patient and the disease itself; therefore, social factors 

are dynamic (Almanza and Holland, 2000). 

Comparisons between cancer survivors and healthy 

controls provide evidence that cancer survivors face  
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ongoing problems related to the cancer diseases 

including reduction in energy, weight loss, and 

psychological distress (Schag et a.l, 1994). The 

possible loss of autonomy, often associated with the 

feeling of burden, disrupts patient’s quality of life 

(Santos, 1995; Demetri, 2001; Hurter and Bush, 

2007). Several studies have assessed the impact of 

different treatments on patient’s quality of life 

(Schmidt et al, 2005 and Pollack et al., 2006). 

Colorectal cancer and its treatment can have an 

adverse effect on social functioning, including work 

and productive life; relationships with friends, 

relatives, and partners; and other social activities and 

interests. Patients with colorectal cancer, both 

patients with or without stoma, are troubled by 

frequent or irregular bowel movements, diarrhea, 

flatulence, and fatigue, and often have to follow 

dietary restrictions (Sprangers et al, 1993 and 

Sprangers et al, 1995). 

 

Significance of the study 
 

The incidence of colorectal cancer (CRC) has 

increased in recent years. For this reason, mortality 

and social impact have become public health 

problems worldwide. In comparing rates of Egyptian 

colorectal cancer to the Surveillance Epidemiology 

and End Results Program (SEER) of the United 

States, Egypt had higher rates up to age of 30-

34years, at that point Egyptian rates level out while 

United States rates increase sharply. With the 

confirmation of diagnosis and the initiation of 

treatment, both the patient and family are forced to 

deal with eating disorders, loss of appetite, weight 

loss, gastrointestinal upset, diarrhea, constipation, 

altered body image, difficulties in sexual relations, 

and other related events. Accordingly, depressive 

symptoms are also commonly reported in patients 

suffering from nearly all forms of cancer. 

While it is known that psychological factors such as 

stress and depression adversely affect the quality of 

life and daily functioning of cancer patients they have 

also been shown to negatively affect physiological 

processes leading to ill health. So, exploring 

psychological symptoms and QOL among patients 

with CRC could be helpful in designing and 

implementing psycho educational program for those 

patients to assist them in coping with disease and its 

consequence. 

 

Aim of the study   

 

The study aimed to assess psychological symptoms 

and Quality of life among patients with colorectal 

cancer. 

 

 
 

Patients and methods 

Research design 
 

A descriptive research design was used to assess 

psychological symptoms and Quality of life among 

patients with colorectal cancer. 

Setting of the study 

The study was conducted at the outpatient clinics of 

the oncology department at Assiut University 

Hospital and South Egypt Cancer Institute 

Patients (sample) 

The studied sample included (inclusion criteria): 

 All patients diagnosed as colorectal cancer attending 

the outpatient clinic for the oncology department and 

South Egypt Cancer Institute during six months 

period from 22
th

 January to 22
th

 July 2013. They 

included patients received active treatments or those 

attends the clinic for follow up. 

Exclusion criteria 

1- Patients with colorectal cancer have metastasis 

elsewhere (Metastasis considered a severe form of 

disease and confounding factor could not be 

overlooked). 

2- Patients with apparent cognitive impairment or 

general health deterioration (to ensure patient 

cooperation).  

Method 

The following tools were used in the currents 

study 

1-Demographic and clinical data sheet of the 

patients 
Structured data collection sheet for demographic 

and clinical characteristics included  Patient name, 

sex, age, occupation,  marital status, address 

,education level, diagnosis, clinical symptoms e.g 

eating disturbance (appetite, weight loss) , bowel 

habit disorder ( diarrhea, constipation), type of 

treatment that the patient received,  duration of 

treatment, colostomy,  sexual relation with partner. 

It was developed by researcher.   

2 - Socio economic status data scale 
This scale is an Arabic version designed by Abd-

El-Tawab (2004) to assess socioeconomic status of 

the family and consists of 4 dimensions, which 

include the following:  

- Parent’s level of education it included 8 items.  

- Parent’s occupation it included 2 items.  

- Total family monthly income it included 6 items.  

- Life style of the family it included 3 items. 

    The sums of scores give the total score of the 

variable. The total (raw) score for an individual can 

be obtained from an equation that depends upon 

these four variables. Categorization of individuals 

of a given sample as high, middle, or low 

socioeconomic class is done as follow: 
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1. Calculation of the mean and stander deviation for 

the total scores of the studied sample. 

2. Individuals having scores higher than mean plus    

one SD are classified as high socioeconomic class.  

3. Individuals having scores lower than mean minus 

one SD are classified as low socioeconomic class. 

4. Individuals in between are classified middle class.  

   Accordingly classification of the patients in this 

study was as follow: 

    High socioeconomic class scores are more than 

123.7 

Middle socioeconomic class scores range between 53 

and 123.7 Low socioeconomic class scores are less 

than 53 

3-Quality of life scale (QOL) lehman et al., (1986): 

It's was constructed by Lehman et al (1986) to 

assess QOL of psychiatric patient. It consists of 57 

items divided into six domains or subscales 

modified and cited in Abed El Wahab et al, (2002). 

- First subscale, comprising 12 items covering the 

physical health. 

- The second subscale consisted of 8 items reflecting 

self care. 

- The third sub scale included 14 items, representing 

patient's emotional status. 

- The fourth one consisted of 13 items related to 

personal &social relationship. 

- The fifth subscale included 5 items which assess 

the patient's ability to make decision, to work, to 

carry out the work duties and ability to taking 

responsibility. 

- The last subscale consisted of 5 items used to 

collect data about spiritual concerns and personal 

beliefs.  

Reponses were measured on three points likert scale, 

ranging from 0 to 2 The total score was 114 points. 

Individual obtained a score less than 57 points were 

considered to have a low quality of life, while those 

who scored between 57: 85 points were considered to 

have a moderate quality of life, and finally, those 

who scored more than 85 points were considered to 

have a high quality of life. In this study alpha 

cronbach’s of the Quality Of  Life was found to be 

0.75. 

4-The symptom checklist (SCL-90-Revised) 

(Elbehairy, 2004) (Appendix VI) 

Descriptive profile 
It comprised of 90-items self-report symptom 

inventory developed by clinical psychometric 

research. It was designed primarily to reflect the 

psychological symptoms pattern of psychiatric and 

medical patients. A preliminary version of the scale 

was introduced by Derogatis and his colleagues 

(Derogatis et al., 1973) and based on early clinical 

experiences. Psychometric analysis was modified and 

validated in the revised (R) form (Derogatis et al., 

1976). Translated  by Elbehairy, 2004. 

Each item of this scale “ 90” is rated on a 5-point 

scale of distress (0-4), ranging from non-at-all at one 

pole to “extremely “ at the other pole The “90” is 

scored and interpreted in terms of 9 primary 

symptom dimensions and 3 global indices of distress 

that are labeled:   

1.Somatization,  

2.Obsessive compulsive,  

3.Interpersonal sensitivity. 

4.Depression. 

5.Anxiety, 6.Hostility, 7.Phobic anxiety, 8.Paranoid 

ideation , 9.Psychoticism. 

The previous question were translated into Arabic 

language this translation was revised by five 

expertise; three assistant professor in psychiatric 

nursing and two professor of psychiatric medicine .A 

back translation into English language compared with 

the original sentence to ensure content validity. 

Procedure  
1- After appraisal of the protocol of the study for 

ethical and scientific committee an official letter 

from the faculty of Nursing Assiut University 

directed to the Head of oncology department at 

Assiut University Hospital and Dean of South 

Egypt Cancer Institute in order to get permission to 

conduct the study. 

2- A descriptive research used to conduct study. 

3- The aim of the study explained to the patients 

before starting data collection. 

4- Oral consent was taken from all patients who 

reassured about the confidentiality of the obtained 

information to avoid misunderstanding. 

5-  Application of the tools of the study it took about 

from 80 minutes to 90 minutes. 

6- Each participant interviewed and assessed 

individually. 

7-  The data collection took a period of six months, 

from 22 January to 22 July 2013, 3 days per week 

during the morning from 9 am to 2pm. 

 

Pilot Study 
 

A pilot study was carried to test the clarity of the 

tool, and to estimate the time required to fill out the 

form.  It was be carried out on 15 patients and 

excluded from the actual study sample.  

Statistical Analysis 

The data were computerized and verified using the 

SPSS (Statistical Package for Social Science) version 

16.00 to perform tabulation and statistical analysis. 

Qualitative variables were described in frequency and 

percentages, while quantitative variables were 

described by mean and standard deviation. Analysis 

of collected data was done through the use of several 
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statistical tests as: chi-square test (x
2
) was used to 

analyze qualitative variables and t test for 

quantitative variables. Statistical significance was 

considered at P- value <0.05.  

Significance was considered at P- value <0.05. 

 

Ethical considerations 

1-Risk-benefit assessment: There is no risk during 

application of the research. 

2-Confidentiality was maintained during the research. 

3-Informed oral consent was taken from all patients 

for their approval to participate in this study. 

 

Results 
 

Results of the present study showed that:- 
 

Table (1): Demographic characteristics of the studied patients with colorectal cancer (No=151).  
 

Demographic characteristic Male (N=54) Female (N=97) T-test P-value 

Age of total group (45.31± 13.45)   Mean ±  SD 

44.94 ±  14.25 

Mean± SD 

45.51±  13.05 

41.83 .000 

Residence 

  Rural       ( no=115) 76.16% 

 Urban      (no=36) 23.84% 

No % No % X
2
 P-value 

43 

11 

79.6 

20.4 

72 

25 

74.2 

25.8 

.558 .455 

Level of education 

 Illiterate or read and write ( no=119) 78.8% 

Technical school  (no=20) 13.24% 

 University education ( no=12) 7.94 % 

 

38 

9 

7 

 

70.4 

16.7 

13.0 

 

81 

11 

5 

 

83.54 

11.3 

5.2 

 

7.833 

 

.098 

Occupation 

  Not work  (no=116) 76.8% 

   Not skill  worker (no=20)13.24% 

  Employee  (no=12) 7.94% 

  Student  (no=3) 1.98% 

 

23 

19 

9 

3 

 

42.6 

35.2 

16.7 

5.6 

 

93 

1 

3 

0 

 

95.9 

1.0 

3.1 

0 

 

 
57.069 

 

 

 

.000 

Marital status 

  Single          ( no=14)  9.27% 

  Married          (no=123)81.4%  

  Divorced        (no=6)    3.9% 

  Widowed         (no=8)    5.29% 

 

8 

46 

0 

0 

 

14.8 

85.2 

0 

0 

 

6 

77 

6 

8 

 

6.2 

79.4 

6.2 

8.2 

 

 
10.723 

 

 

.013 

Socioeconomic status level 

  Low    (no=4) 2.64% 

  Moderate  (no=122) 80.8% 

   High     (no=25) 16.55% 

 

2 

40 

12 

 

3.7 

74.1 

22.2 

 

2 

82 

13 

 

2.1 

84.5 

13.4 

 

 

2.453 

 

 

.293 
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Table (2): Frequency of symptoms related to colorectal cancer among the studied patients. 
 

 

Clinical picture 

diagnosis 

Colon (N=94) Rectum(N=54) Anal (N=3 )  

X2 

 

P-value 
No % No % No % 

Bowel habit 
  Not change   ( no=87) 57.61% 

  Diarrhea    (no=37) 24.50% 

 Constipation (no=27) 17.88%  

 

57 

20 

17 

 

60.6 

21.3 

18.1 

 

29 

16 

9 

 

53.7 

29.6 

16.7 

 

1 

1 

1 

 

33.3 

33.3 

33.3 

 

2.121 

 

 

 

.714 

 

Appetite 
Not change    (no=75) 49.66% 

Decreased appetite  (no=72) 47.68% 

Increased appetite  (no=4) 2.64% 

 

47 

45 

2 

 

50.0 

47.9 

2.1 

 

27 

25 

2 

 

50.0 

46.3 

3.7 

 

1 

2 

0 

 

33.3 

66.7 

0 

 

 

.816 

 

 

 

.936 

Weight loss  

Yes    (no=97) 64.23% 

No    ( no=54) 35.76% 

 

57 

37 

 

60.6 

39.4 

 

37 

17 

 

68.5 

31.5 

 

3 

0 

 

100.0 

0 

 

2.631 

 

.268 

 Have colostomy 
Yes (no=37) 24.50% 

No (no=114) 75.49% 

 

15 

79 

 

16.0 

84.0 

 

21 

33 

 

38.9 

61.1 

 

1 

2 

 

33.3 

66.7 

 

9.878 

 

.007 

Line of treatment 
 Non specific treatment(no=80) 52.98% 

  Chemotherapy(no=60) 39.73% 

  Radiotherapy(no=5) 3.31% 

  Combined medication (no=6) 3.97% 

 

49 

38 

4 

3 

 

52.1 

40.4 

4.3 

3.2 

 

31 

20 

0 

3 

 

57.4 

37.0 

0 

5.6 

 

0 

2 

1 

0 

 

0 

66.7 

33.3 

0 

 

 

13.27 

 

 

.039 

 

 

 

Table (3): Frequency of different levels of quality of life (QOL) of colorectal cancer patients. 
 

 

Demographic characteristics 

 

Low QOL  

(No=8)  

Moderate  

QOL (No=99) 

High QOL 

(No=44)  

 
X2 

 

 
P-value 

 No % No % No % 

Sex 
Male         ( no=54) 35.76%  

Female     (no=95) 64.91%         

 

3 

5 

 

37.5 

62.5 

 

33 

66 

 

33.3 

66.7 

 

18 

26 

 

40.9 

59.1 

 
 

.772 

 
 

.680 

Marital status 

Single          ( no=14)  9.27% 

Married          (no=123)81.4%  

Divorced        (no=6)    3.9% 

Widowed         (no=8)    5.29% 

 

2 

6 

0 

0 

 

25.0 

75.0 

0 

0 

 

6 

85 

4 

4 

 

6.1 

85.9 

4.0 

4.0 

 

6 

32 

2 

4 

 

13.6 

72.7 

4.5 

9.1 

 

 

7.097 

 

 

.312 

Residence 

   Rural       ( no=115) 76.16% 

   Urban      (no=36) 23.84% 

 

5 

3 

 

62.5 

37.5 

 

77 

22 

 

77.8% 

22.2 

 

33 

11 

 

75.0 

25.0 

 

 

.997 

 

 

.607 

Level of education 
 Illiterate or read and write (no=119) 

78.8% 

Technical school  (no=20) 13.24% 
 University education ( no=12) 7.94 % 

 

6 

1 

1 

 

75.0 

12.5 

12.5 

 

79 

15 

5 

 

79.7 

15.2 

5.1 

 

34 

4 

6 

 

77.2 

9.1 

13.6 

 

 
5.307 

 

 

 

.724 

Occupation 

Not work  (no=116) 76.8% 

Not skill  worker (no=20)13.24% 

Employee  (no=12) 7.94% 

Student  (no=3) 1.98% 

 

6 

0 

1 

1 

 

75.0 

0 

12.5 

12.5 

 

81 

12 

5 

1 

 

81.8 

12.2 

5.1 

1.0 

 

29 

8 

6 

1 

 

65.9 

18.2 

13.6 

2.3 

 

 

11.32 

 
 

.184 

Socioeconomic status level 

  Low    (no=4) 2.64% 

 Moderate  (no=122) 80.8% 

 High     (no=25) 16.55% 

 

0 

8 

0 

 

0 

100 

0 

 

4 

77 

18 

 

4.0 

77.8 

18.2 

 

0 

37 

7 

 

0 

84.1 

15.9 

 

 

1.823 

 

 

0.768 
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Table (4): Relationship between clinical variables of patients with colorectal cancer and their levels of quality 

of life. 
 

 

Clinical variable 

Low QOL 

(No=8)  

Moderate  QOL 

(No=99)  

High QOL 

(No=44)  

 
X2 

 

 

P-value 

No % No % No % 

Diagnosis 

Cancer colon(n= 94 )62.25% 

Cancer rectum (n=54) 35.76% 

Cancer anal (no=3)1.98% 

 

4 

4 

0 

 

50.0 

50.0 

0 

 

62 

35 

2 

 

62.6 

35.4 

2.0 

 

28 

15 

1 

 

63.6 

34.1 

2.3 

 

 

.879 

 

 

 

.928 

Sexual state 

Not change   ( no=20) 13.24% 

less  (no=95) 62.91% 

 

0 

5 

 

0 

62.5 

 

10 

66 

 

10.1 

68.7 

 

10 

26 

 

22.7 

50 

 
11.89 

 

.064 

 

Weight loss  

Yes    (no=97) 64.23% 

No    ( no=54) 35.76% 

 

6 

2 

 

75.0 

25.0 

 

69 

30 

 

68.7 

31.3 

 

22 

22 

 

50.0 

50.0 

 
 

5.570 

 
 

.062 

Bowel habit 

  Not change   ( no=87) 57.61% 

  Diarrhea    (no=37) 24.50% 

 Constipation (no=27) 17.88%  

 

3 

2 

3 

 

37.5 

25.0 

37.5 

 

52 

27 

20 

 

52.5 

27.3 

20.2 

 

32 

8 

4 

 

72.7 

18.2 

9.1 

 

 

7.701 

 
 

.103 

Appetite 

 Not change  (no=75) 49.66% 

 Less  (no=72) 74.68% 

More   (no=4) 2.64 

 

1 

6 

1 

 

12.5 

75.0 

12.5 

 

47 

50 

2 

 

47.5 

50.5 

2.0 

 

27 

16 

1 

 

61.4 

36.4 

2.3 

 

9.234 

 

.056 

 

 

Have colostomy 

 Yes (no=37) 24.50% 

No (no=114) 75.49% 

 

2 

6 

 

25.0 

75.0 

 

27 

72 

 

27.3 

72.7 

 

8 

36 

 

18.2 

81.8 

 

1.362 

 

.506 

Line of treatment 

Non specific treatment(no=80) 

52.98% 

 Chemotherapy(no=60) 39.73% 

 Radiotherapy(no=5) 3.31% 

 Combined medication (no=6) 3.97% 

 

6 

1 

1 

0 

 

75.0 

12.5 

12.5 

0 

 

52 

37 

4 

6 

 

52.5 

37.4 

4.0 

6.1 

 

22 

22 

0 

0 

 

50.0 

50.0 

0 

0 

 

 

10.41 

 

 

 

.108 

 

 

Table (5): Frequency of male and female patients who need psychiatric assistance at different dimensions of 

SCL- 90-R (score ≥ 60). 
 

 

Dimensions of SCL- 90- R 

sex 

Male (No=54) Female (No=97) 
 

X
2
 

 

P-value 
No % No % 

Somatization (no=49) 32.45% 17 34.7 32 65.3 .036 .850 

Obsession      (no=3) 1.98% 2 66.7 1 33.3 1.273 .259 

Sensitivity (no=4) 2.64 % 1 25.0 3 75.0 .207 .649 

Depression    (no=13) 8.60% 3 23.1 10 76.9 .996 .318 

Anxiety        (no=14) 9.27% 1 7.1 13 92.9 5.501 .019 

Hostility      (no=42) 27.81% 9 21.4 33 78.6 5.203 .023 

Phobia         (no=9) 5.96% 3 33.3 6 66.7 .025 .875 

Paranoia      (no=8) 5.29% 2 25.0 6 75.0 .426 .514 

Psychoticism      (no=6) 3.97% 1 16.7 5 83.3 .992 .319 
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Table (6): Relationship between levels of QOL and different dimensions of SCL- 90-R in patients who need 

psychiatric assistance (score ≥ 60). 
 

 

 

Dimensions of SCL- 90- R 

QOL 

Low QOL 

(No=8)  

Moderate  QOL (No=99)  High QOL 

(No=44)  

 

X
2
 

 

P-value 

No % No % No % 

Somatization (no=49) 32.45% 7 14.4 39 79.6 3 6.1 26.42 .000 

Obsession     (no=3) 1.98% 2 66.7 1 33.3 0 0 23.13 .000 

Sensitivity  (no=4) 2.64% 2 50 2 50 0 0 16.84 .000 

Depression    (no=13) 8.60% 5 38.5 8 61.5 0 0 33.70 .000 

Anxiety       (no=14) 9.27% 5 35.7 9 64.3 0 0 31.44 .000 

Hostility     (no=42) 27.81% 6 14.3 35 83.3 1 2.4 25.97 .000 

Phobia         (no=9) 5.96% 2 22.2 7 77.8 0 0 8.18 .017 

Paranoia      (no=8) 5.29% 4 50 3 37.5 1 12.5 33.67 .000 

Psychoticism   (no=6) 3.97% 3 50 3 50 0 0 25.61 .000 

 

Table (7): Frequency of the patients who need psychiatric assistance as regard different dimensions of 

SCL- 90-R according to their lines of treatments. 
 

 

 

Dimensions of SCL- 90- R 

Treatment  

Nonspecific 

treatment 

( No=80) 

Chemotherapy 

treatment 

( No=60) 

Radiotherapy 

treatment 

( No=5) 

Combined 

medication 

(No=6) 

 

X2 

 

P-value 

No % No % No % No % 

Somatization (no=49)  32.45 % 27 55.1 13 26.5 4 8.2 5 10.2 15.489 .001 

Obsession     (no=3) 1.98% 1 66.7 2 33.3 0 0 0 0 1.005 .800 

Sensitivity (no=4) 2.64% 1 25.0 3 75.0 0 0 0 0 2.192 .533 

Depression   (no=13) 8.60% 8 61.5 2 15.4 2 15.4 1 7.7 9.076 .028 

Anxiety       (no=14) 9.27% 11 87.6 1 7.1 2 14.3 0 0 12.258 .007 

Hostility    (no=42) 27.81% 20 7.1 13 66.7 5 9.5 4 16.7 18.932 .000 

Phobia      (no=9) 5.96% 5 55.6 3 33.3 1 11.1 0 0 2.249 .522 

Paranoia    (no=8) 5.29% 6 75.0 1 12.5 0 0 1 12.5 4.175 .243 

Psychoticism   (no=6) 3.97% 4 66.7 1 16.7 1 16.7 0 0 4.672 .197 

 

Table (8): Frequency of patients who need psychiatric assistance at different dimensions of SCL- 90-R 

according to presence or absence of colostomy. 
 

 

Dimensions of SCL- 90- R 

Colostomy 

Yes (No=37) NO (No=114) X
2
 P-

value No % No % 

Somatization (no=49)  32.45% 13 26.5 36 73.5 .161 .688 

Obsession     (no=3)  1.98% 1 33.3 2 66.7 .129 .719 

Sensitivity (no=4) 2.64% 2 50 2 50 1.444 .230 

Depression    (no=13)  8.60% 4 30.8 9 69.2 .302 .583 

Anxiety       (no=14)  9.27% 3 21.4 11 78.6 .079 .779 

Hostility     (no=42)  27.81% 11 26.2 31 73.8 .090 .765 

Phobia         (no=9)  5.96% 4 44.4 5 55.6 2.057 .151 

Paranoia      (no=8)  5.29% 6 75.0 2 25.0 11.644 .001 

Psychoticism      (no=6)  3.97% 1 16.7 5 83.3 .207 .649 
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It is known that psychological factors such as stress 

and depression adversely affect the quality of life and 

daily functioning of cancer patients they have also 

been shown to negatively impact physiological 

processes leading to ill health.  

Table (1) : illustrate that mean age of the studied 

patients was (45.31± 13.45), 64.2% of them  were 

females  , 35.7%  of them were males ,higher percent 

of them live in rural area , 78.8% of them  illiterate or 

read  and write  76.8%  of them did not worked, 

81.4% of them  were married and 80.8%  at middle 

socioeconomic status ,with  no significance 

differences among these  groups. Females were 

significantly older than male. Significantly higher 

percent of male were married (85.2%) and 

significantly higher percent of female (95.9%) were 

not worked. 

Table (2) : shows the frequency of symptoms among 

the studied colorectal cancer of patients, it was found 

that, 60.6% of cancer colon patients have no change 

in gastric state, 50% of colon and rectum cancer 

patients haven't any change in appetite, 68.5% of 

cancer rectum patients have weight loss, about 84.0% 

of cancer colon patients have not colostomy and 

lastly 66.7% of cancer anal patients receive 

nonspecific treatment. There are significant 

differences among patients as regard presence of 

colostomy and line of treatments. 

Table (3) : illustrates frequency of different levels of 

quality of life (QOL) of colorectal cancer patients. 

Higher percent of patients have moderate level of 

quality of life (65.56%) of them 66.7% were females 

, 85.9% were married ,77.8% of them live in rural 

area , 79.7% were illiterate or read and write, 81.8% 

of them did not work and lastly 77.8% of them were 

in middle socioeconomic level. On the other hand, 

small percent of patients have low QOL (5.2%). 

As regards patients who have moderate QOL as they 

represent the main group of patients, 62.6% of them 

have cancer colon, 68.7% of them have less than 

usual sexual relation, 68.7% of them have weight 

loss, 52.5% of them have no change in gastric state, 

50.5% of them have less change in the appetite, 

72.7% of them haven't colostomy and lastly, 52.5% 

of them received nonspecific treatment (table 4). 

Table (5) : shows anxiety and hostility are 

significantly higher prevalent in female have than 

males (p=.01, .02 respectively). However, other SCL 

dimensions are non-significant higher in female. 

Table (6) : shows that significantly higher 

percentages of colorectal cancer patients who have 

somatization (79.6%), depression (61.5%), anxiety 

(64.3%), hostility (83.3%) and phobia (77.8%), have 

moderate level of quality of life. Also significantly 

higher percentages of colorectal cancer patients who 

have obsession (66.7%), interpersonal sensitivity 

(50%), paranoia (50%) and   psychosis (50%) have 

low level of quality of life. 

Table (7) : shows that significant higher percentage 

of patients who need psychiatric help as regard 

somatization (55.1%), depression (61.5%) and 

anxiety (87.6%) receive nonspecific treatment. 

Table (8) : shows only a high significant percentages 

among patients who have colostomy need psychiatric 

assistance as regard Paranoia dimension(75.0%) of 

SCL- 90-R (p=.001).Otherwise there is no significant 

difference among both group. 

 

Discussion 
 

In the current study females represent about two 

thirds of the sample which is higher than male. Also 

female were significantly older than male. This 

higher prevalence of female was reported by 

Salvador et al., (2011) they found that female 

represented more than half of the sample of their 

studies and Landsbergen et al., (2011) they found 

that females more affected than males. However, the 

current study is contraindicated with other studies 

that carried out by Maria et al., (2012) found male 

59.5% and female 40.5%, Ahmetet al., (2008) they 

found that male represent 59.1% and female were 

40.9% .Others reported the same prevalence e.g 

Soliman et al., 2001, Shahnaz et al., 2004, Akira et 

al., 2005, Thomas et al., 2010, Emad et al., 2013 

and Hsiu-Chi Hung et al., 2013.  

In the current study more than three quarters of 

participants were illiterate or read and write. In 

agreement with our finding of Hadi et al  (2009) they 

stated that more participants are illiterate or have 

primary school education .Other found lower percent 

of their patients have primary education ranged from 

37.3%(Ahmet et al., 2008) to 62% (Donald et al., 

2009, Thomas et al., 2010 and Salvador et al., 

2011). Contrary to Shahnaz et al., (2004) reported 

that 41% of their participants had received a college 

education. 

In the present study more than three quarters of the 

participants were married. This higher prevalence of 

marriage among colorectal cancer was reported by 

others. Maria et al., (2012) stated that the married 

participants represent 89.7 % of their sample. Other 

studies revealed that participants were married in 

range of 58.3%: 91.5 %( Hsiu-Chi Hung et al., 

2013;  Hadi et al., 2009;  Ahmetet al, 2008;  

Salvador et al., 2011;  Akira et al., 2005; Shahnaz 

et al., 2004; Donald  et a.l, 2009 .It's clear that the 

late onset of the illness   affected these around age of 

45years who expected of beings married at this age.  

In the current study 76.8% of participants were not 

working, similarly Volker et al., (2004) found that 

78.4% of the participants are not working. In the 
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current study there were 76.16% of participants live 

in rural area, Also Emad et al., (2013) found that 

most of the patients live in rural areas (67.4%) and 

Soliman et al., (2001) stated that78% live in rural 

area. In contrast both Darlene et al., (2012)  and 

Maria et al., (2012) found that most participants live 

in urban area, as well as 80.8% of the  participants in 

these study were in middle socioeconomic class, 

while  Astrid et al., (2012) stated that 64.4% are  in 

middle socioeconomic status.  

Cancer colon is reported to be the site of prevalence. 

This result is in agreement with Akira et al., (2005) , 

Astrid et al., (2012) David et al., (2013), and Emad 

et al., (2013) they reported that most of participants 

have cancer colon. The range of prevalence of cancer 

colon reported to be 

56 %: 75.0% of colorectal cancer patients as reported 

by (Ahmed et al., 2002, Thomas et al., 2010 & 

David et al., 2013).These figure are consistent with 

the finding of the present study, which showed more 

than half of participants have cancer colon. In the 

current study more than half of cancer colon  patients 

have weight loss , slightly less than half have of 

patients have decrease appetite, less than quadrant  of 

them have colostomy and slightly more than half 

have received nonspecific treatment . 

Signs and symptoms of cancer colon are the same as 

cancer rectum and called together colorectal cancer. 

In which the patients complained of diarrhea or 

constipation, feeling that bowel does not empty 

completely, finding blood (either bright red or very 

dark) in stool, finding stools are narrower than usual, 

frequently having gas pains or cramps, or feeling full 

or bloated, losing weight with no known reason, 

feeling very tired all the time, and or having nausea 

or vomiting National Cancer Institute, (2006). In 

rectal cancer patients will complain from rectal 

bleeding, rectal itching, pain in the anal area, change 

in the diameter of stool, abnormal discharge from the 

anus, swollen lymph nodes in the anal or groin areas 

(American Cancer Society, 2013) 
In the present study, there was no significant 

affection for QOL according demographic 

characteristics in colorectal cancer patients. Impaired 

QOL was common among females, married patients, 

patients live in rural area, illiterate or read and write, 

not working, less than usual sexual state, patients 

have weight loss, bowel habit change, decrease in 

appetite, moderate socioeconomic status and those 

with colostomy. Impaired of QOL is common in 

colorectal cancer patients as reported by Gray et al., 

(2011) & Pan & Tsai(2012) who stated that the 

presence of diarrhea, incontinence, fatigue and pain 

in addition to having direct effects on QOL 

influenced the daily activities and hobbies, and 

interfere with family and social life. 

Volker et al., (2004) found that CRC patients scored 

their physical, role, cognitive, and global health 

functioning only as slightly worse which is similar to 

our patients and most of them showed moderate 

impairment. More severe limitations were observed 

in Volker et a.,l (2004) participant in the emotional 

and social functioning and fatigue, dyspnea, 

insomnia, constipation, diarrhea, and financial 

difficulties. Holzner et al., (2001); Ganz et al., 

(2002) & Wei et al., (2002) stated that long-term 

effects of fatigue and sexual problems have been 

reported. It's clear that impairment of QOL in females 

may be related to their feeling of responsibility about 

their family, their children and sexual relation with 

partner. As well as effect of disease and side effects 

of treatment affect negatively of QOL of them. 

According to SCL-90-R, the cutoff point of beings 

the patients need psychiatric assistance of any 

domain  was ≥ 60  in the present study  colorectal 

cancer, have higher prevalence as regard 

somatization, hostility, depression, Anxiety and  

psychosis higher than in Egyptian general population, 

in mood disorders and anxiety disorders (Ghanem et 

al., 2009). 
Also, many authors who studied these dimensions 

using different scales reported high prevalence than 

that was reported in the present study Fafouti et al., 

(2010) used SCL-90-R,TheMontgomery-Asberg 

Depression Rating Scale (MADRS) and the 

Spielberger State-Trait Anxiety Inventory (STAI) to 

assess depression, anxiety and found higher 

prevalence anxiety, depression, and general 

symptoms of psychopathology. Stefano et al., 

(2013)reported higher prevalence of distress, 

depression and anxiety in CRC patients than the 

general population. Also Thomas et al., (2010) found 

increased paranoid ideation, Psychoticism, 

interpersonal sensitivity, anxiety and depressive 

symptoms increased in CRC patients. 

Nancy & Donald, (2007) used the Centre for 

Epidemiological Studies-Depression scale (CES-D) 

and stated that over 30% of cancer patients were 

considered depressed, Maria et al., 2012 who used 

Epidemiologic Studies Depression Scale (CES-D) 

found that higher levels of depression were observed 

in cancer colon patients. Akira et al., 2005 who used 

the Hospital Anxiety and Depression Scale (HADS) 

found that 7.8% of participants have anxiety and 

36.7% of participants have depression and Ahmet et 

al., (2008) who used Beck Depression Inventory 

(BDI) stated that 23.6% of the participants were 

depressed. Marrs, (2006)found that30% of cancer 

patients suffer from chronic anxiety. 

Marta et al., (2010) who used The Beck Depression 

Inventory (BDI) & The State-Trait Anxiety Inventory 

(STAI) found that 31.6% of colorectal cancer patients 
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have depression. It is clear that fear of death, loss of 

health commonly associated with somatic symptoms 

such as weight loss, fatigue, and motor difficulty. 

Intense feelings of tension, nervousness and worry, 

i.e. state anxiety, is an expected and well-known 

psychological response to a malignant disease and it 

is related to the emotional turmoil that follows 

diagnosis, anticipated prognosis, treatment, and its 

side-effects (Derogatis et al, 1983; Alexander et al., 

1993; Hammer et al., 2009). 

Hostility and paranoid ideation, anger, aggressiveness 

were found to be high in our patients. It's clear that 

these symptoms are not specific to certain type of 

tumor. This might be related to malignancy itself 

anywhere. As Fafouti et al., ( 2010)found their 

associated with breast cancer patients and stated that 

anger / aggressiveness were linked to each other and 

specifically they were suppressed feeling 

helplessness and repression seem to be two key 

factors  closely associated and interrelated with 

anger/aggressiveness, as repressed hostility, negative 

emotions and a feeling of loss of control often 

described by  malignancy patients are likely to 

contribute through a vicious circle to unfavorable 

prognosis, while denial/minimizing have been 

reported to be associated with a more favorable 

prognosis (Iwamitsu et al., 2005)    

Females significantly at higher risk than males to 

develop anxiety and hostility. Also, they tend to 

develop somatization, interpersonal sensitivity, 

depression, phobia, paranoia and psychosis higher 

than males. Other studies reported same finding. 

Landsbergen et al., (2011) stated that female 

patients reported higher levels of psychological 

distress than male patients, Akira et al., (2005) found 

that higher rates of depression had been described 

among women, but anxiety was similar in both 

genders. 

Contrary to this, Thomas et al., 2010 found that men 

were at greater risk for further developing depressive, 

it's may due to that woman were the care giver for 

their family and this lead worrying about cancer 

diagnosis and fear on their family if they died. Maria 

et al., (2012) stated that depression also affects  men  

and  women  with  cancer  equally and also stated that 

there was not statistically difference  between  

depression  and  gender  as  well  as  between  

depression  and  age. This is similar to present study. 

In the current study more than two third of patients 

with moderate quality life have somatization, two 

third of patient with low quality of life have 

obsession .slightly less than two third of patients with 

moderate quality have depression and anxiety. While 

Akira et al., (2005) found depression more highly 

correlated than anxiety with reduced QL. Most of 

patient of moderate quality of life have hostility and 

phobia.    

Line of treatments might be associated with high 

prevalence different dimension of SCL-90-R. More 

than half of patients receive chemotherapy complain 

of interpersonal sensitivity and hostility ,also about 

one third of them have  phobia and  obsession in 

addition to that  that less than one quarter complain 

from  psychosis , depression , paranoia and anxiety. 

This agree with Pandey et al., (2006) found 

depression to be present in less than one quarter in 

cancer patients undergoing chemotherapy. Marta et 

al., (2010) found that third of the participants who 

receive chemotherapy have anxiety more than other 

items of SCL . 

In the present study patients came for follow up and 

received nonspecific treatment for gastric upset, 

diarrhea or general support complain more of 

different dimensions of SCL- 90-R. This might be 

due to chronicity of illness, uncertainty about their 

future, affection of their QOL, frequent follow up 

visit to the hospital or investigation provoked. Their 

prior experience of diagnosis of cancer associated 

with the suspicious of recurrence and threaten effect 

on their life.  

Patients with colostomy either permanent or 

temporary was complained of paranoia as those 

patients tend to be isolated ,withdrawn from social 

activity because suspicious about looking of others at 

them and others thought that cancer is a infectious 

disease, bad odor of colostomy and body image after 

colostomy.  In these study 30.8% of patients have 

depression and  21.4%of them  have anxiety partially 

agree with White, (1997) who stated that25% of 

people who have stoma operations experience severe 

problems with anxiety, depression and other negative 

emotions at some stage during the years after stoma 

surgery.   

 

Conclusions 
 

 Based on the results of the present study, it can 

be concluded that, high percentage of colorectal 

cancer patients were females, more than two 

thirds of them were living in rural area, illiterate 

or can read and write, not working, married and 

in the middle socioeconomic level, high 

percentage of patients had a moderate quality of 

life and most of them have cancer colon, less 

than half of the patients have loss of appetite, 

more than half of them have weight loss. 

Colostomy and chemotherapy represent part of 

their lines of treatment.  

 As regard SCL-90-R there were number of 

patients have somatization, hostility, anxiety, 
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depression, phobia, paranoia, psychosis, 

interpersonal sensitivity and obsession. 

 Patients with cancer rectum were at high risk to 

developing interpersonal sensitivity or  psychosis  

(p=0.02, 0.01 respectively) , female patients 

were at high risk for developing anxiety or 

hostility (p=0.01, 0.02 respectively), patients 

with moderate quality of life were at high risk for 

developing different dimensions of SCL-90-R 

items (p=0.00), patient receive nonspecific 

treatment at high risk for developing 

somatization ,depression or anxiety (p=0.00, 

0.02, 0.000 respectively), patients with 

colostomy are at high risk to developing paranoia  

(p=0.00), single patients were at high risk to 

develop obsession (p=0.00) and not worked 

patients are at high risk to developing obsession, 

interpersonal sensitivity, hostility  or psychosis  

(p=.000,.010,.050&.010 respectively).   

 

Recommendations 
  

       Based on the findings of the present study, the 

following recommendations are suggested:  

1- Further research specified to study risk factor 

associated with the development of psychotic 

symptoms.  

2- Educational program should be planned to 

educate nursing staff about stressor related to 

colorectal cancer 

3- Liaison psychiatric nurse should be available to 

deal with patients problems in colorectal cancer 

patients. 
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