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Abstract
Introduction: Little is known about elderly cancer inpatients’ desire for psychological help.

Purpose: The aim of this study was to investigate whether elderly cancer inpatients well informed
about their diagnosis expressed a desire to receive formal psychological help at the start of their
cancer treatment. The characteristics of the patients that sought help were examined.

Methods: This cross-sectional study assessed 650 consecutive cancer inpatients that were 65 years of
age and older when they started treatment for breast, colorectal, ovarian, lung, prostate or
haematological cancers. Disease-related, medical and psychological characteristics of these patients
were assessed using validated tools.

Results: Distress and cognitive impairment were experienced by 37% and 46% of elderly cancer
inpatients, respectively. However, only 12% of patients reported a desire for formal psychological help
(14% of women vs 9% of men). The patient characteristics examined were found to be weakly
associated with this desire (this explained 16% of the variance for women and 14% for men). For the
female subgroup, this desire was associated with age [<75 years vs ≥75 years; odds ratio (OR)= 2.57],
marital status (without a partner vs with a partner; OR=2.26) and distress (OR=1.13). For the male
subgroup, loss of functional autonomy (OR=1.41) and pain (OR=1.22) were relevant characteristics.

Conclusions: Although more than about four out of 10 elderly cancer inpatients in this study
experience distress or cognitive impairment, only about one out of 10 expresses a desire for formal
psychological help. Therefore, an appropriate sequence of interventions should be scheduled in order
to offer them an optimal formal psychological help.
Copyright © 2014 John Wiley & Sons, Ltd.

Introduction

Over the last decade, many studies have demonstrated that
adult cancer patients generally experience significant dis-
tress and report numerous problems and concerns [1–4].
It has also been reported that untreated distress can lead
to long-term detrimental consequences with respect to
compliance with treatment [5], quality of life [6], suicide
risk [7], desire for hastened death [8] and survival [9].
Actually, over 50% of all new cancer diagnoses occur in
elderly patients [10]. Predictions suggest that up to 2050,
there will be a further 40% increase in the number of
patients living with cancer, of whom one-third will be
aged 80 years and older [11]. In elderly cancer patients,
potential age-related problems, comorbid medical condi-
tions, social isolation and symptom burden can further
overwhelm coping abilities, thereby enhancing feelings
of distress and concern [5,12]. It should be underlined
here that there are few well-conducted studies at an
international level about the respective prevalence of

psychological distress and cognitive impairment among
elderly and elderly cancer patients [3,13,14]. As regards
prevalence of distress, ranges from 10% to 30% have been
reported in elderly with and without cancer [3,15,16]. As
regards prevalence of cognitive impairment without
dementia, ranges from 5% to 36% have been reported in the
general population [13]. A study in elderly cancer patients
showed a prevalence of 30% [14]. No study assesses the re-
spective prevalence of distress and/or cognitive impairment
among elderly cancer patients at the start of a cancer treatment.
Elderly cancer patients experiencing psychological distress

and cognitive impairment may benefit from formal psycho-
logical help, defined as the support provided by mental health
professional. Although there have been numerous recommen-
dations regarding the ways to organize appropriate formal
psychological help for adult cancer patients [17–20], there
are currently no such recommendations to address the needs
of elderly cancer patients. Therefore, the desire for formal
psychological help by elderly cancer patients and the
characteristics associated with this desire need to be studied.
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Previous studies have suggested that elderly cancer
patients less frequently desire formal psychological help
compared with younger patients [21,22]. In addition,
elderly cancer patients rarely self-refer themselves to
psychiatry clinics [23], and health care professionals
usually do not properly detect elderly cancer patients
who could benefit from formal psychological help [24].
Taken together, these results suggest that elderly cancer
patients very frequently do not benefit from the formal
psychological help that is available and needed.
It is important that health care professionals in general and

physicians in particular identify elderly cancer patients who
may not desire formal psychological help, although they ex-
perience high levels of distress and numerous concerns. The
aim of this study was to investigate the percentage of elderly
cancer inpatients who expressed a desire for psychological
help when they started treatment and to identify patients’
characteristics associated with this desire. As the optimal
timing for approaching elderly cancer patients’ in order to
evaluate their distress, concerns and desire for formal psy-
chological help has not been studied, the start of cancer treat-
ment has been chosen. The start of a cancer treatment may be
a goodmoment to explore elderly cancer patients’ reluctance
to be helped and to work this reluctance with them and their
significant others. We hypothesized, first, that elderly cancer
inpatients’ sociodemographic characteristics such as being
younger, having a higher education level and living alone
would positively influence their desire for a formal psycho-
logical help as those factors have been shown to influence
reported distress and help-seeking in the general population
[22,25–27] and in patients suffering from cancer [21].
Second, we hypothesized that disease-related characteristics
such as having breast cancer would influence positively this
desire as psychological difficulties associated with breast
cancer have been widely discussed and recognized [28,29].
Third, we hypothesized that psychological characteristics
such as having cognitive impairment and psychological
distress would influence positively their desire. Fourth, as
psychological distress is not always equivalent to interest
in psychological help [21,30], we hypothesized also that
medical characteristics such as loss of autonomy, tiredness
and nutritional disorders would influence positively elderly
cancer inpatients’ desire for a formal psychological help as
these factors have been well recognized as cues of frailty in
the elderly [12,31,32]. Finally, as factors associated with
desire for formal psychological help have been shown to
differ between genders [21,33], we decided to test our
hypotheses separately in women and men.

Methods

Patients and setting

This descriptive cross-sectional study was conducted in
the medical-oncology department of a Belgian Cancer

Centre and was approved by the local ethics committee.
All consecutive inpatient volunteers fulfilling the inclusion
criteria were invited to participate and provided written in-
formed consent. Patients were not compensated for their
participation. To fulfil the inclusion criteria, patients had
to be at least 65 years old, suffering from one of six types
of cancer regardless of the disease stage (breast, colorectal,
ovarian, lung, prostate or haematological), hospitalized for
the start of treatment and able to speak French. Patients gave
their written consent that their participation was voluntary.
Patients were excluded if they were hospitalized for pallia-
tive care, if they had a diagnostic of severe dementia or if
they were unable to achieve the assessment scheduled in
this study for physical or psychological reasons. Most pa-
tients were seen during the first 48 h after their admission
in their rooms. Some patients who were hospitalized for
surgery and who could not be approached within the first
48 h were seen on the second day following surgery. The
timing ‘start of cancer treatment’ chosen in this study may
thus vary from patients to patients.

Study and assessment procedure

Completion of each assessment—orally administered—
lasted approximately 1 h and was assisted by an independent
investigator.

Patients’ desire for formal psychological help

Patients initially completed a 100-mm Visual Analogue
Scale (VAS) on which they had to report their global level
of difficulties in dealing with cancer symptoms, treatment
side effects and consequences. Thereafter, patients were
asked to report whether they desired to receive a formal
psychological help. In this study, patients were explained
that formal psychological help refers to help given by a
mental health professional working in the psycho-
oncology clinic.

Patients’ sociodemographic and disease-related characteristics

Patients provided demographic information including age,
gender, educational level, marital status and living status
(alone or with partner, with family, in nursing home or
in institution). Physicians provided disease-related charac-
teristics of patients such as type of disease, diagnosis and
disease status. As patients were recruited at the start of
their initial treatment (just before or just after),
information about a precise staging is not available for
all of them. For the same reason, information about
treatment is not available for all recruited patients.

Patients’ medical and psychological characteristics

The medical and psychological characteristics of each
patient were assessed using the following validated tools:
comorbidity [Charlson Comorbidity Index (CCI)],
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functional autonomy [Activities of Daily Living (ADL) and
Instrumental Activities of Daily Living (IADL)], mobility
[Timed-up-and-go Test (TUG) and Mobility-Tiredness
Scale (Mob-T)], nutrition [Mini Nutritional Assessment
(MNA)], pain [Visual Analogue Scale (VAS)], cognition
[Mini-mental state examination (MMSE) and Montreal
Cognitive Assessment (MoCA)], depression [Geriatric
Depression Scale in four items (GDS-4)] and distress
[Hospital Anxiety and Depression Scale (HADS)]. As
these tools are well-known, only the MoCA and HADS
will be described here.

Montreal Cognitive Assessment (MoCA) [34]

This cognitive screening test requires respondents to
answer questions, read instructions and perform tasks with
a writing instrument. The MoCA was developed to screen
for mild cognitive impairment, which represents an
intermediate diagnosis between normal cognitive decline
from ageing and frank dementia. The MoCA is a one-page
document andmeasures nine cognitive domains: visuospatial
(4 points), executive functions (2 points), naming (3 points),
memory (2 points), attention (4 points), language (2 points),
abstraction (2 points), delayed recall (5 points) and
orientation (6 points). Scores on the MoCA can range from
0 to 30, and a cut-off score of<26 is used to detect cognitive
impairment (whether mild or severe).

Hospital Anxiety and Depression Scale (HADS) [35]

This is a four-point 14-item self-report instrument to as-
sess anxiety (seven items) and depression (seven items)
in physically ill individuals. Each item is scored from 0
to 3, so that the maximum for each subscale is 21. The
HADS was translated into French and validated in a sam-
ple of cancer inpatients [36]. The use of the total score is
recommended to assess psychological distress. The
recommended cut-off scores are 8 (moderate anxiety or
depression) and 11 (severe anxiety or depression) for each
subscale [35]. For the global scale, the recommended cut-
off scores were 13 (moderate distress) and 19 (severe
distress) [36].

Statistical analysis

Initially, a descriptive analysis of all patients was
prepared. The univariate relationship between patients’
characteristics and their desire for formal psychological
help was subsequently evaluated using parametric tests
as appropriate (e.g. Student’s t-test and Chi-squared test).
All tests were two-tailed, and alpha was set at 0.05. A
backward stepwise (conditional) regression model was
computed using logistic regression to assess the relation
between each potential predictor and the patients’ desire
for formal psychological help. All continuous medical
and psychological variables were entered as such in the
logistic regression. All variables with a univariate p-value
less than or equal to 0.10 were entered in the model.

The level 0.10 was chosen in order to provide a logistic
regression explaining more variance.

Results

Subjects

Of the 767 eligible inpatients, 89 refused to take part in the
study, and 28 inpatients were excluded because they did
not provide an answer regarding their desire to receive
formal psychological help and decided to stop completing
the questionnaire. Of the remaining 650 inpatients that
were assessed, 15 refused to complete the HADS, and
75 refused to complete the MoCA.

Patients’ desire for formal psychological help

Fourteen per cent of the elderly women (n= 60) and 9%
(n = 20) of the elderly men in this study reported that they
desired to receive formal psychological help (p= 0.045).
Correspondingly, univariate analysis identified a signifi-
cant difference in desire for formal psychological help
between these two subgroups. The characteristics
associated with a desire for formal psychological help
were analysed according to gender.
First of all, it should be underlined that 65% (n= 240) of

elderly women and 61% (n= 114) of elderly men experi-
enced either mild (or severe) cognitive impairment or
moderate (or severe) psychological distress. It should be
noted therefore that 35% (n= 131) of elderly women and
39% of elderly men (n= 78) in this study present no
cognitive impairment and no psychological distress. More
precisely according to the MoCA, 48% (n= 179) of the
elderly women and 44% (n= 90) of the elderly men expe-
rienced mild or severe cognitive impairment (MoCA
value< 26). According to the HADS, 39% (n= 159) of
the elderly women and 34% (n = 76) of the elderly men
experienced moderate or severe psychological distress
(HADS value≥ 13). Finally, 22% (n = 83) of the elderly
women and 14% (n= 29) of the elderly men experienced
both mild (or severe) cognitive impairment and moderate
(or severe) psychological distress. Figure 1 presents the
percentage of elderly cancer patients who reported a desire
for formal psychological help according to psychological
distress and cognitive impairment. In addition, according
to the recommended HADS cut-off regarding anxiety
and depression [35], it should be underlined that 49% of
women (n= 201) experienced no anxiety, and 85%
(n = 349) experienced no depression, 51% (n= 210) expe-
rienced moderate or severe anxiety and 15% (n = 62)
experienced moderate or severe depression. Sixty-two
per cent of men (n = 68) experienced no anxiety and
83% (n= 186) experienced no depression, 38% (n = 84)
experienced moderate or severe anxiety and 17%
(n = 38) experienced moderate or severe depression.
However, it should be highlighted that the anxiety and
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depression subscales’ scores were not used in this study as
characteristics associated with formal psychological help
because of validity problems of the HADS subscales in
French [36].

Characteristics associated with a desire for
psychological help

Table 1 lists the sociodemographic and disease-related
characteristics associated with the elderly men and women
who expressed a desire for formal psychological help in
this study. In addition, Table 2 lists the medical and
psychological characteristics associated with these two
groups, respectively. Correlation analyses that were
conducted to identify relationships between medical and
psychological characteristics of elderly women and
elderly men revealed that almost all variables are signifi-
cantly intercorrelated (r= 0.11 to r= 0.68).
Regression analysis (Table 3) showed that the desire for

formal psychological help by the elderly women of this
cohort was associated with the following: (1) an age less
than 75 years [odds ratio (OR) = 2.57; p= 0.011]; (2)
being single, divorced, separated or a widower (OR=
2.26; p= 0.017); and (3) distress (HADS) (OR= 1.13;
having p> 0.001). In contrast, loss of functional autonomy
(ADL) (OR= 1.41; p = 0.003) and pain (VAS) (OR= 1.22;
p= 0.016) were characteristics identified by regression
analysis for the elderly men of this cohort as being associ-
ated with desire for formal psychological help.

Discussion

The results of this study show that 37% of elderly cancer
inpatients experience distress and 46% cognitive impair-
ment at the start of treatment. The aim of this study was
to investigate elderly cancer inpatients’ desire for formal

psychological help and to identify patients’ characteristics
associated with this desire. Overall, 12% of the cohort
reported a desire for formal psychological help, which
included 14% of the female patients and 9% of the male
patients. The desire for formal psychological help in this
study was infrequent. Furthermore, as seen in Figure 1,
even among patients who experienced significant distress
and/or cognitive impairment, the majority did not express
a desire for formal psychological help. It is possible that
elderly cancer inpatients are not aware of the potential
benefits of psychological interventions or that the recogni-
tion of a psychological disorder at the start of cancer
treatment is not a priority. The results of the present study
could also be explained by the frequent perception by
elderly patients that distress or cognitive impairment is a
‘normal’ reaction to cancer or ageing, rather than it being
a comorbid condition that could be improved with
treatment [37,38]. Finally, the results of this study could
also be explained by lack of access due to fear of the
financial consequences [39] or fear of stigma associated
with seeking service [40].
Moreover, the difference between women’s and men’s

desire for psychological help was significant. These re-
sults are consistent with well-known gender dissimilarities
previously reported in help-seeking behaviour studies,
which have demonstrated that women are more socialized
to seek help than men [21,33,41]. This tendency has been
found to be associated with the traditional standing of men
in society, where weakness and need for help are not be-
lieved to correspond to their gender characteristics
[33,41]. Women moreover often have a caregiving role
in the family and tend to seek support outside of it,
whereas men often receive support within their family
[33,41].
The regression analysis performed showed that the

characteristics examined were weakly associated with a

Figure 1. Per cent of elderly inpatients with cancer that desired formal psychological help according to psychological distress (HADS) and
cognitive impairment (MoCA) assessments at the start of treatment
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desire for formal psychological help (this explained 16%
of the variance for women and 14% of the variance for
men). This result could be explained by the fact that other
variables not assessed in this study may also determine
desire for formal psychological help such as coping styles
[42], help-seeking attitudes or treatment beliefs [43].
Meanwhile for women, the desire for help was lower
among patients ≥75 years, higher among women without
a partner and only slightly higher among emotionally
distressed women. Of these observations, the first
may be explained by a cohort effect. This study confirms
the fact that very old elderly patients view mental health
services as less useful [44]. The second may be explained
by the fact that some elderly women without a partner—
and thus without informal support—may seek formal
support. It is interesting to note that none of these
characteristics were associated with the desire for formal
psychological help by the elderly men of this cohort. For
example, only men suffering from a loss of autonomy or
pain reported a desire for formal psychological help,
which represent physical difficulties rather than psycho-
logical symptoms. These results go in line with previous
studies reporting that men are more prone to seek help
for physical difficulties than for psychological symptoms

[45,46]. Nevertheless, it should be kept in mind that both
loss of autonomy or pain may have psychological under-
pinnings and implications such as psychological distress
[12,47]. Surprisingly, although for both genders, nutrition
greatly influences desire for formal psychological help in
the univariate analysis, nutrition does not emerge in the
regression analysis. This may be explained by the fact that
nutrition disorder is a sign of general frailty of elderly
patients [32] and is highly correlated with psychological
distress and loss of autonomy. These two variables seem
to have thus more impact on the desire for a formal
psychological help than a nutrition disorder.
What are the clinical implications of a very low rate of

desire for formal psychological help among elderly cancer
inpatients found in this study? Given the results of this
study, mental health professionals should be aware that
although more than about four out of 10 elderly cancer
inpatients experience psychological distress or cognitive
impairment when they start a treatment, only about one
out of 10 desires formal psychological help. This study
goes in line with other studies, which have shown that
experiencing psychological distress is not always equiva-
lent to interest in formal psychological help [21,30].
Moreover, the characteristics usually assessed in clinical

Table 1. Sociodemographic and disease-related characteristics associated with elderly cancer inpatients’ desire for formal psychological
help: univariate analysis

Women (n= 422) Men (n= 228)

Desiring help
(n= 60)

Not desiring help
(n=362)

Desiring help
(n= 20)

Not desiring help
(n=208)

N % N % P N % N % P

Age 0.035 0.150
65–74 years 45 75 220 61 17 85 145 70
≥75 years 15 25 142 39 3 15 63 30

Educational levela 0.909 0.680
Junior high school or lower 41 68 244 67 10 50 94 45
High school graduation or higher degree 19 32 117 33 10 50 114 55

Marital status 0.044 0.952
Single, divorced, separated or widower 41 68 197 54 5 25 51 25
Married, having a partner 19 32 165 46 15 75 157 75

Living statusa 0.339 0.232
Alone 31 52 163 45 6 30 39 19
With partner, family, in nursing home or in institution 29 48 199 55 14 70 168 81

Type of disease (for women subgroup) 0.559 —

Breast cancer 44 73 278 77 — — — —

Colorectal, ovarian, lung or haematological cancer 16 27 84 23 — — — —

Type of disease (for men subgroup) — 0.042
Prostate cancer — — — — 6 30 112 54
Breast, colorectal, lung or haematological cancer — — — — 14 70 96 46

Diagnosis 0.397 0.508
Diagnosis of initial cancer 45 75 252 69 12 60 140 67
Diagnosis of cancer recurrence 15 25 110 31 8 40 68 33

Disease statusb 0.942 0.218
Non-metastatic 39 71 237 71 7 47 113 63
Metastatic 16 29 95 29 8 53 67 37

aOne missing data.
bOnly for solid tumour.
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practice do not explain the possibility that an elderly
cancer inpatient may desire formal psychological help.
As untreated distress and cognitive impairment can lead

to long-term psychiatric and medical detrimental
consequences for patients [5–9,48], interventions need to
be designed to address this lack of interest in services.
So, what are the interventions that could be implemented
to improve quality of care, on the basis of the results?
First, physicians should consider scheduling an appropri-
ate sequence of interventions for elderly inpatients starting
cancer treatment. Physicians should actively invite elderly
cancer inpatients to have an interview with a mental health
professional. This interview should include an evaluation
of patients’ distress and cognitive impairment, as well as
their psychiatric history, current and past stress factors,
reactions and attitudes to cancer and its treatments, and
psychosocial support. Mental health professionals should
also inform elderly inpatients about the aims of the needed
psychological interventions, and motivate and support pa-
tients to receive this formal psychological help. As elderly
cancer inpatients are likely not familiar with how formal
psychological help would benefit, it is crucial to inform
these patients about the potential benefits of psychological
help. The type and context of this information should be
completely different according to the severity of psycho-
logical distress and cognitive impairment. Second, mental
health professionals should inform physicians about the

results of the psychological evaluation so that the patient
and his or her physician may discuss together the potential
usefulness and benefits of the psychological intervention
(s) in order to both promote optimal care and respect pa-
tient autonomy. Furthermore, informal primary caregivers
could be included at each stage of this sequence so that the
potential usefulness and benefits of these interventions
maybe apparent to them as well. As a global consider-
ation, mental health services should also consider
adjusting to the needs of a highly vulnerable elderly
population, which may include the need for services to
be organized at the bedside or within the home, coupled
with flexibility in scheduling appointments.
To our knowledge, this is the first study aimed at

investigating the desire for formal psychological help of
elderly inpatients with cancer and the sociodemographic,
disease-related, medical and psychological characteristics
associated with this desire. Some limitations of the study
should be mentioned. First, this is a cross-sectional study
focusing on the start of treatment in an inpatient setting
and thus in an extremely emotional context. Further stud-
ies should assess the need of formal psychological help in
longitudinal design (i.e. desire for formal psychological
help may change over time and may vary before and after
surgery), other settings (i.e. outpatient) and countries.
Second, this study only used the HADS global score to
assess psychological distress and the MoCA scale to

Table 2. Medical and psychological characteristics associated with elderly cancer inpatients’ desire for formal psychological help: univariate
analysis

Women (n= 422) Men (n= 228)

Desiring help
(n=60)

Not desiring help
(n= 362)

Desiring help
(n=20)

Not desiring help
(n=208)

M SD M SD P M SD M SD P

Comorbidity
Charlson Comorbidity Index (CCI) 1.7 1.6 2.2 2.8 0.234 3.0 2.4 2.5 2.1 0.295

Functional autonomy
Activities of Daily Living (ADL) 7.6 3.5 6.5 1.2 0.023 7.7 3.1 6.5 1.1 0.085
Instrumental Activities of Daily Living (IADL) 6.5 2.5 7.3 1.5 0.030 4.2 1.2 4.6 0.8 0.197

Mobility
Time-up-and-go Test (TUG) 11.3 5.3 10.3 3.2 0.151 10.3 4.5 10.1 2.9 0.866
Mobility-Tiredness Scale (Mob-T)a 3.1 2.3 4.0 2.1 0.004 3.9 2.5 4.2 2.1 0.509

Nutrition
Mini Nutritional Assessment (MNA)a 22.5 4.5 24.9 3.5 <0.001 22.2 4.2 25.2 3.9 0.001

Pain
Visual Analogue Scale (100-mm VAS) 3.0 3.1 2.3 2.7 0.088 3.3 3.4 1.7 2.4 0.060

Cognition
Mini-Mental State Examination (MMSE) 26.9 4.1 28.1 1.9 0.043 27.3 2.6 27.9 1.9 0.156
Montreal Cognitive Assessment (MoCA)b 23.9 4.9 25.2 3.8 0.044 25.1 3.5 25.4 3.2 0.739

Depression
Geriatric Depression Scale (GDS-4) 1.6 1.2 0.9 0.9 <0.001 1.0 1.1 0.8 0.8 0.214

Distress
Hospital Anxiety Depression Scale (HADS)c 15.5 6.5 11.0 6.0 <0.001 13.0 5.3 10.4 5.7 0.061

aHigh scores indicate a better status.
bData from 75 patients were not included.
cData from 15 patients were not included.
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assess cognitive impairment. Further studies should use
also other measures of psychological distress and cogni-
tive impairment. Third, this study did not assess patients’
history of psychological distress or cognitive impairment
and their history of seeking psychological help. Further
studies should include an assessment of these variables.
More globally, to conclude, further studies should
investigate the usefulness, efficacy and cost-effectiveness
of organizing appropriate intervention sequences that
can address the distress and cognitive impairment
experienced specifically by elderly inpatients at the start
of cancer treatment, and more generally, all along the
process of care.
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