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Anxiety and depression in head and neck out-patients

V VEER, S KIA, M PAPESCH

Abstract
Objectives: To investigate the prevalence of psychological distress in head and neck out-patients.

Design: We used the Hospital Anxiety and Depression Scale to screen 106 patients for mood disorders
in a London head and neck ENT out-patient clinic.

Setting: Queen’s Hospital, Romford, UK.
Participants: One hundred and six patients attending a head and neck out-patient clinic.
Main outcome measure: Hospital Anxiety and Depression Scale score.
Results: Approximately 39 per cent of patients had a possible anxiety disorder (10 per cent were rated as

severe), and 27 per cent had possible depression (10 per cent were rated as severe).
Conclusion: We recommend that a member of the head and neck multidisciplinary team should be

trained to identify and correctly refer psychologically distressed patients to appropriate existing
psychiatric services.
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Introduction

Suspicious neck masses are typically referred to the
head and neck clinic, and one can expect a certain
amount of apprehension on the part of patients,
who in many cases have been urgently referred for
a ‘growth on their neck’. This anxiety is likely to be
particularly severe in follow-up patients who are
returning for the results of investigations, or for
assessment of treatment outcomes. This process can
be psychologically demanding for patients. This
psychological stress was the focus of this study.

Anxiety and depression manifest with disabling
symptoms: poor motivation, inability to focus
clearly, suicidal ideation, etc. These symptoms may
have a negative impact upon the patient’s ability to
comply with treatment regimes (e.g. chemora-
diotherapy) or to cope with any morbidity resulting
from treatment1 (e.g. laryngectomy). More subtle
issues may be also present, such as those described
by Scalzi et al.,2 who found that patients suffering
from anxiety were less able to effectively process
information delivered to them by their doctors. All
of these factors may have a detrimental effect on
patients’ quality of life and, conceivably, upon their
eventual prognosis.

To investigate the amount of psychological distress
present amongst head and neck patients, a screening
tool measuring mood disorders was necessary. The
Hospital Anxiety and Depression Scale (Zigmond
and Snaith)3 is a simple self-evaluation tool which

has been extensively validated and used for over 25
years.4 This scale is especially useful in hospital set-
tings as it does not rely on the somatic symptoms of
anxiety and depression, which may pre-exist in
some patients due to other, comorbid conditions
(e.g. weight loss and poor appetite).

The Hospital Anxiety and Depression Scale is a
questionnaire consisting of 14 questions, seven
assessing anxiety symptoms and seven assessing
depression symptoms. Each question is answered by
the patient by giving a mark from a four-point
grading system (i.e. zero to three), giving a total
maximum score of 21 for anxiety and 21 for depression.
Total scores are rated as normal (0–7), mild (8–10),
moderate (11–14) or severe (15–21), for both
depression and anxiety.4 Zigmond and Snaith orig-
inally designed the scale with a value of 11 as the
cut-off point for considering that the patient had a
mood disorder. However, a 2002 review suggested
that the optimal balance between sensitivity and
specificity was achieved by defining a score of 8 or
above as a clinically significant result.4 Using this
limit, the Hospital Anxiety and Depression Scale has
a sensitivity and specificity of approximately 0.80 for
both depression and anxiety.4

Materials and methods

Over two months (June and July 2009), patients
attending the head and neck out-patient clinic at
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Queen’s Hospital, Romford, were asked to complete
the Hospital Anxiety and Depression Scale question-
naire. This patient group included all new urgent
cancer referrals and follow-up appointments for
those suspected or diagnosed with a head and neck
cancer. Patients who had already completed the Hos-
pital Anxiety and Depression Scale questionnaire in
a previous clinic were excluded from completing it a
second time. Questionnaires were also completed in
the pre-assessment clinic, by those awaiting surgery
for either investigation or treatment of head and
neck cancer. All questionnaires were answered anon-
ymously and completed before the patient saw the
doctor. By having patients complete the question-
naire before their consultation, we attempted to
avoid confusing the data with variables such as
patient satisfaction with their doctor, information
provided, time waited, outcome of consultation, etc.

Completed questionnaires were categorised
according to whether they had been completed by
(1) patients new to the clinic (i.e. who had never
attended the head and neck out-patient clinic
before); (2) patients waiting for investigations or
the results of investigations; (3) patients who knew
their diagnosis and were awaiting treatment; or (4)
patients who had been treated in the past and were
now being followed up to check for recurrence, etc.

The questionnaires were then scored and patients
designated as normal or possible mild, moderate or
severe anxiety and/or depression, using the limits
mentioned above, for each patient group.

Results and analysis

One hundred and six patients agreed to complete
the Hospital Anxiety and Depression Scale
questionnaire.

Reasons for not participating in the study
included: (1) not receiving a questionnaire, as the
nursing staff were too busy dealing with more press-
ing clinical duties (this was by far the most common
reason); (2) not being able to complete the question-
naire before being called for their consultation
(incomplete questionnaires were excluded); and (3)
refusal (reasons for refusal were not sought).

Table I shows the Hospital Anxiety and
Depression Scale data for anxiety, for the different
patient groups.

Table II shows the Hospital Anxiety and
Depression Scale data for depression, for the differ-
ent patient groups.

Discussion

There are no previously published reports of the
Hospital Anxiety and Depression Scale being used
to evaluate head and neck clinic patients in this
way. Several articles have reported its use for screen-
ing for depression in patients with tinnitus,5

Ménière’s disease6 and other conditions with a
suggested psychological component. The Scale has
also been used to assess patients diagnosed with
head and neck cancers. Chen et al. found that, even
before starting radiotherapy treatment, 58 per cent
of head and neck cancer patients had mild to

severe depression. This figure rose significantly
during treatment.7 Siupsinskiene et al. found that
one-third of patients who had been treated for
head and neck cancers had some form of psychiatric
morbidity.8 Our study concentrated on a less specific
patient population, but still showed rather alarming
levels of depression and anxiety.

Study limitations

One of the limitations of this study was the consider-
able heterogeneity of the patients studied. Our
patients ranged from those with completely benign
conditions, through those awaiting the results of
diagnostic investigations, to patients undergoing
long term follow up of head and neck cancers. We
decided on this approach in order to better represent
a typical head and neck clinic, without focusing on
one particular patient subgroup; this may or may
not have skewed the results away from the ‘normal’
out-patient population.

Completion of the questionnaire was not a manda-
tory requirement, and therefore we could not rule
out a participation or nonparticipation bias.

The Hospital Anxiety and Depression Scale was
designed only as a screening tool. Therefore, all
the patients who were categorised as having a

TABLE I

HOSPITAL ANXIETY AND DEPRESSION SCALE DATA FOR ANXIETY, FOR

THE DIFFERENT PATIENT GROUPS

Anxiety level� Pts

n %

New pts†

Normal 11 24.4
Mild 19 42.2
Moderate 10 22.2
Severe 5 11.1
Pts awaiting I or I results‡

Normal 7 26.9
Mild 8 30.8
Moderate 9 34.6
Severe 2 7.7
Pts awaiting H&N Ca treatment��

Normal 3 15.8
Mild 4 21.1
Moderate 8 42.1
Severe 4 21.1
FU pts after H&N Ca treatment§

Normal 9 56.3
Mild 3 18.8
Moderate 4 25
Severe 0 0
Overall anxiety score#a

Normal 30 28.3
Mild 34 32.1
Moderate 31 29.2
Severe 11 10.4

�From Hospital Anxiety and Depression Scale scores; see
Introduction for diagnostic ranges. Patients considered to
have an anxiety disorder: †75.6% with cut-off score of 8,
33.3% with cut-off of 11; ‡73.1% with cut-off of 8, 42.3%
with cut-off of 11; ��84.2% with cut-off of 8, 63.2% with
cut-off of 11; §43.8% with cut-off of 8, 25% with cut-off of
11; a71.7% with cut-off of 8, 39.6% with cut-off of 11.
#Taking all results into account. Pts ¼ patients; I ¼ investi-
gation; H&N Ca ¼ head and neck cancer; FU pts ¼ follow-up
patients
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psychological disorder may not have had any clini-
cally significant problem. Without full psychiatric
evaluation, we are unable to emphatically state that
significant numbers of our head and neck clinic
patients had a mood disorder. This limitation demon-
strates the need for further evaluation of this patient
group.

Some patients were not provided with Hospital
Anxiety and Depression Scale questionnaires when
the clinic was particularly busy, owing to shortages
of nursing staff. This may also have introduced
further bias into the study. The clinic may have
been busy due to increased numbers of patients
requiring more attention than others. These patients
may have had different Hospital Anxiety and
Depression scores (compared with patients present
during less busy times). Without more accurate
data, this bias cannot be delineated with any
certainty.

Using a cut-off score of 8, the results suggest that,
overall, 72 per cent of respondents may have an
anxiety disorder and 56 per cent may have a depress-
ive disorder requiring further psychiatric evaluation.
Using the more conservative cut-off score of 11, this
number drops to 40 per cent with a possible anxiety
problem and 28 per cent with possible depression.

Looking more closely at the subgroups, unsurpris-
ingly, it appears that patients steadily became more
anxious as they passed through the system. Those
awaiting treatment for head and neck cancer were
the most anxious.

Using a cut-off score of 11, scores for depression
appeared steadier, hovering at roughly the same
level throughout the patient’s journey through the
service. However, a cut-off score of 8 resulted in a
similar pattern as for anxiety.

Clinical applications

Anxiety and depression have been shown to reduce
patients’ ability to cope with illness, and may even
reduce cancer survival rates.9,10 Spiegel et al.11 ran-
domised 86 patients with metastatic breast cancer
to receive normal oncological care or the same care
with psychological supportive therapies. Those in
the psychological support arm had significantly
higher survival rates, compared with those receiving
normal care only (36.6 months compared with 18.9
months).

Taking into account the results of this study, one
could expect some improvement in the quality of
life of patients with head and neck conditions, if
anxiety and depression levels were addressed. This
clearly would require a more robust system, involving
identification of such patients and treatment of those
with proven mood disorders. One study by Sharpe
et al.12 used an electronic form of the Hospital
Anxiety and Depression Scale to screen cancer
patients in the clinic. Of those patients identified as
having a mood disorder, 50 per cent had discussed
this with their general practitioner and a third had
been prescribed antidepressants, but only a few had
taken a therapeutic dose for an adequate period.
Therefore, the challenge is not only to identify
these patients but also to ensure they receive appro-
priate treatment.

If we were to continue using the Hospital Anxiety
and Depression Scale to screen head and neck clinic
out-patients, we could refer patients with high
anxiety and/or depression scores to their general
practitioner for further evaluation and/or treatment.
However, this may fail the most needy of patients.
Depressed patients, in particular, are less likely to
be motivated enough to see their general practitioner
for further evaluation; this may also be true for
anxious patients, for differing reasons. A more com-
prehensive process that referred these patients
directly for evaluation and treatment would provide
a superior service. This would certainly be appropri-
ate for patients who had consistently high Hospital
Anxiety and Depression Scale scores on serial
questionnaires.

Head and neck multidisciplinary teams (MDTs)
include surgeons, oncologists, histopathologists, radi-
ologists, speech and language therapists, and nutri-
tionists, to name but a few. Many MDTs include
Macmillan cancer support nurses who may have
some counselling training. There are a growing
number of ENT specialist head and neck nurses,
who may also be able to provide counselling

TABLE II

HOSPITAL ANXIETY AND DEPRESSION SCALE DATA FOR DEPRESSION,

FOR THE DIFFERENT PATIENT GROUPS

Depression level� Pts

n %

New pts†

Normal 30 66.6
Mild 12 26.6
Moderate 2 4.4
Severe 1 6.7
Pts awaiting I or results of I‡

Normal 7 26.9
Mild 7 26.9
Moderate 9 34.6
Severe 3 11.5
Pts awaiting H&N Ca treatment��

Normal 3 15.8
Mild 8 42.1
Moderate 4 21.1
Severe 4 21.1
FU pts after H&N Ca treatment§

Normal 7 43.8
Mild 2 12.5
Moderate 4 25.0
Severe 3 18.8
Overall depression score#a

Normal 47 44.3
Mild 29 27.4
Moderate 19 17.9
Severe 11 10.4

�From Hospital Anxiety and Depression Scale scores; see
Introduction for diagnostic ranges. Patients considered to
have a depressive disorder: †33.3% with cut-off score of 8,
42.3% with cut-off of 11; ‡73.1% with cut-off of 8, 46.2%
with cut-off of 11; ��84.2% with cut-off of 8, 42.1% with
cut-off of 11; §56.3% with cut-off of 8, 43.8% with cut-off of
11; a55.7% with cut-off of 8, 28.3% with cut-off of 11.
#Taking all results into account. Pts ¼ patients; I ¼ investi-
gation; H&N Ca ¼ head and neck cancer; FU pts ¼ follow-up
patients

V VEER, S KIA, M PAPESCH776

https://doi.org/10.1017/S0022215110000502 Published online by Cambridge University Press

https://doi.org/10.1017/S0022215110000502


support if given the appropriate training. On the
basis of our study findings, we recommend that at
least one member of the MDT ought to be trained
to identify patients suffering from psychological dis-
tress and to refer them to the appropriate existing
psychiatric services. Some larger centres may con-
sider employing a counsellor or a community psy-
chiatric nurse to augment their services. In our own
unit, we discussed the possibility of psychiatrists
becoming members of the cancer MDT services,
and they were keen to be involved, especially after
reviewing our results. However, due to time and bud-
getary constraints, this was perceived as unrealistic at
the present time. This would however represent the
best possible care for our patients.

. Out-patients are known to suffer psychological
distress; this is particularly acute for cancer
patients

. This study aimed to quantify the distress felt
by head and neck clinic out-patients

. A significant proportion of out-patients
suffered anxiety and depressive symptoms

. These patients may benefit from psychological
support within the head and neck
multidisciplinary team

Obviously, more research and evidence is needed
to definitively verify that providing these services
would significantly improve patient care. We intend
to secure funding to undertake a controlled clinical
trial, in order to substantiate our current study find-
ings and to generate further evidence to support
the development of holistic care for our patients.
At the very least, we hope to highlight the psycho-
logical stress that many patients endure when acces-
sing hospital services.

Conclusion

Most doctors are aware of the psychological distress
their patients are under. However, rather than
accepting this as ‘natural’ or ‘to be expected under
the circumstances’, clinicians should have a low
threshold for acting upon these issues. If 50 per
cent of patients do indeed experience psychological
distress in head and neck clinics, addressing this
within the clinic would significantly increase the
staff workload. Understandably, these issues are cur-
rently not perceived to be under the direct remit of
head and neck cancer services, and are typically

delegated to the general practitioner or oncologist
for a more holistic approach. However, we rec-
ommend that another member of the head and
neck MDT, with more time to dedicate to distressed
patients, should be employed to psychologically
assess patients, and to treat or refer if necessary.
This must result in better patient care outcomes.
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