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Abstract  
Background: Diagnosis of cancer in one’s child causes not only social but also psychological devastation for the whole family especially mothers. Depressed 

mothers are less able to help their sick child cope with intensive treatments. This study was done to identify frequency and severity levels of depression in 

mothers of children with cancer.  

Methods: Across sectional study was conducted from September 2011-March 2012 at Aga Khan University Hospital, pediatric oncology clinics. Hundred 

mothers were enrolled according to inclusion and exclusion criteria. A pre-coded validated questionnaire regarding mothers and child’s demographics along 

with Hamilton-D (HAM-D), a depression screening and severity scale, was used. Data was analyzed using SPSS (19.0), frequencies, and proportions were 

reported accordingly. 

Results: Forty-three percent mothers were in the age group of 30-39 years. Seventy-eight percent mothers were found to be depressed. Out of those 69% 

had mild, 25% moderate, 5% severe, and 1% had very severe depression.  

Conclusion: Majority of mothers were found to be depressed in this study. This known high level of depression in mothers, it is recommended that early 

non-therapeutic and/or therapeutic interventions should be done to help them cope with their situation. 
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National Product), NCI (National Cancer Institute, SD (Standard Deviation), SEER (Surveillance Epidemiology and End Results), CI (Confidence 
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Introduction 

Currently, depression is the leading cause of disability in the 

world and is predicted to become the second largest killer after 

heart disease by the year 20201. Eighty percent of individuals 

with depression report functional impairment while 27% report 

serious difficulties at work and home life2. According to a study 

conducted in 2011, India has the highest rate of depression 

(36%) in low income countries with women being affected 

twice more than men3. Cancer in children occurs randomly and 

spares no ethnic group, socio-economic class, or geographical 

region. An estimated 11,630 new cases are expected to occur 

among children aged 0-14 years in 2012 in the US, out of 

which 1,310 will die by end of 2013 due to it4. Based on 

Karachi Cancer Registry it is estimated that about 7500 

children get cancer every year in Pakistan5. The mortality rates 

for childhood cancers have declined by 68% over the past four 

decades, from 6.5 per 100,000 in 1969 to 2.1 in 20094. 

However, the diagnosis of cancer in one’s child marks the 

beginning of social and psychological devastation for the whole 

family especially the mother. The length and intensity of 

treatment can be as distressing as the disease itself, negatively 

affecting their functionality as parents and in turn the child’s 

ability to handle the treatment6. As a primary care provider 

mother’s responsibility increases substantially starting a vicious 

cycle of anxiety and socio-economic uncertainty leading her to 

depression much more than the father7. The available data 

supports that mothers of children with cancer represent a group 

prone to high levels of emotional distress, and that the period 

following their child’s diagnosis and the initiation of treatment 

may be predominantly stressful and disturbing leading them to 

depression8. Such mothers have difficulty in taking care of 

themselves, their household and especially their sick children. 

Many parents continue to suffer from clinical levels of distress, 

even after five years off treatment of their child7. Many studies 

have shown that chronic depression and distress may lead to 

decrease in immune functioning and an increased risk of 

infectious disease in healthy individuals 9-11. Mothers are 

generally with the child mainly and hence are most affected 

from their child’s disease. In this study, we intended to estimate 

the frequency and severity of depression in mothers having 

children with cancer. 

There is limited evidence from Pakistan regarding depression in 

mothers of children with cancer. The previous studies 

conducted had certain limitations such as small sample size, 

assessment of depression in both parents and that too of 

children with leukaemia only. This study intends to determine 

the frequency and severity of depression among mothers of 

children with cancer. 

Methods 

A cross sectional survey was conducted in the paediatric 

oncology clinics at The Aga Khan University Hospital, a 
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teaching hospital in Karachi over a period of six months 

(September 2011- March 2012). Mothers of children with 

cancer were enrolled in the study, consecutively according to 

the inclusion and exclusion criteria. Mothers having children 

less than 15 years of age with any type of cancer, diagnosed by 

oncologist (2 months after diagnosis to rule out bias for normal 

grief period)12, mothers bringing their sick child for the first 

time to the teaching hospital or as follow up or for day care 

oncology procedures were included in the study. Mothers who 

had existing psychiatric illness (and or already diagnosed as 

having depression by a doctor) and/or taking medications for it, 

any recent deaths in family (within six months of interview) or 

having other co-morbidities (malignancy, myocardial infarction 

in previous year, neuromuscular disease limiting ambulation or 

blindness) were excluded. 

A pre-coded validated and structured Urdu13, 14 and English15, 

16 version of the questionnaire was used for data collection the 

questionnaire took about 20 minutes to complete and consisted 

of two sections. Section A, included mother’s and child’s 

demographic details and treatment status. Section B, consisted 

of Hamilton Depression Rating Scale (HAM-D 17) a validated 

scale (sensitivity 78.1% and specificity 74.6%) for assessing 

frequency and severity of depression in both hospitalised 

patients and the general population15. Scores of < 7 indicate no 

depression and scores > 7 are labelled as depressed. Mothers 

who were found to be depressed were further classified into 

mild (scores 8-13), moderate (scores 14-18), severe (scores 19-

22) and very severe depression (scores > 23)16. Mothers with 

mild to moderate depression were referred to the family 

physicians; those with severe, very severe, or suicidal tendencies 

were urgently referred to a psychiatrist. 

Institutional Ethical Committee of the Aga Khan University 

Hospital approved the study. Confidentiality of participants 

was maintained and informed written consent was obtained. 

Sample size calculated by WHO software. The prevalence of 

maternal depression ranges from 56.5% to 61.5% 17, 18 as 

evident from different international studies. With 95%, 

confidence interval and bound on error of 10% the sample size 

came out to be 95. After an addition of 5% for non-responders, 

the total required sample size was 100 study participants. Data 

was double entered and analyzed in SPSS version19. The 

outcome variable was dichotomized as no depression and 

depression (cut off score7). Analysis was performed by 

calculating frequencies of categorical variables (maternal age, 

education, current marital status, employment, co- morbidities, 

diagnosed depression and treatment in mother, number of 

children, gender of sick child, cancer type, time since diagnosis 

of cancer in child, treatment given so far and current treatment 

status of child and family income). Means and Standard 

Deviation was reported for current age of the child. 

 

Results 

One hundred and sixty mothers were approached out of which 

100 mothers consented to participate in the study yielding a 

response rate of 62.5% (100/160). With regards to the mothers 

the most common age group was the 30-39 year old category 

(43%). Fifty-five percent of mothers had a high level of 

education (those who had completed class 11-12 or engaged in 

professional education). Nearly all the mothers (98%) were 

married and were homemakers (95%). Only 5% of mothers 

were working outside the home. More than half of the 

participants (57%) had one to three children while 43% had 

more than three. Monthly financial income for 65% of the 

participants were more than fifty thousand Pakistani rupees 

(Table 1). 

Table 1: Demographic Characteristics of Mothers (N=100) 

Variables N % 

Age of mother     

20-29 years 39 39.00% 

30-39 years 43 43.00% 

40 years and above 18 18.00% 

Education Level of mothers*     

No education 13 13.00% 

Primary/secondary/intermediate 32 32.00% 

Higher 55 55.00% 

Marital status of mothers     

Currently Married 98 98.00% 

Divorced 1 1.00% 

Widow 1 1.00% 

Maternal Employment Status     

Housewife 95 95.00% 

Working 5 5.00% 

Number of children     

1-3 57 57.00% 

More than 3 43 43.00% 

Family Income     

< 20,000 4 4.00% 

20,000-50,000 31 31.00% 

>50,000 65 65.00% 

* (Not Educated: Those who do not have primary education, Primary 

1-5 years of schooling, Secondary: 6 to 10 years of schooling, 

Intermediate: Who have studied class 11 and 12, Higher: Who have 

completed or engaged in professional education) 

The demographic characteristics of child are detailed in Table2. 

Seventy-five percent of sick children were male while 25% were 

females (n=100). Half the children were diagnosed with cancer 

between the age of three to nine. Fifty percent of children 

(n=50), had their diagnosis of cancer in the last one to five 

years. More than half of children (57%) were on treatment 

during study phase. Different types of cancers occurring in 

children are shown in Figure 1. 

Seventy eight percent of the mothers were depressed. Sixty-nine 

percent (n= 54) had mild depression, nearly 25% (n=19) had 

moderate, while 5% (n= 4) had severe and 1% (n=1) had very 

severe depression. (Table 3) 
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Table 2: Demographics and social characteristics of sick child 

(N=100) 

Variables N % 

Current age of child * 6.90(±3.40)* 

Gender of Sick Child     

Male 75 75.0% 

Female 25 25.00% 

Age of child at cancer diagnosis     

10months-3 years 40 40.0% 

3 -9 years 50 50.00% 

More than 9 years 10 10.00% 

Time since diagnosis of child’s cancer     

< 1 year 15 15.0% 

1-5 years 50 50.00% 

>5 years 35 35.00% 

Current treatment status of child     

On treatment 57 57.0% 

Off treatment 43 43.00% 

*Mean (SD) (t-test values) 

Figure 1: Frequency of various types of cancer in children (N=100) 

*Others (BLL, Rhabdomyosarcoma, Glioblastoma, Nephroblastoma) 

 

Table 3: Frequency and levels of severity of Depression in mothers  

Variables N % 

Frequency of Depression (n=100)     

Depression present 78 78% 

Depression absent 22 22% 

Severity of Depression (n=78)     

Mild 54 69% 

Moderate 19 25% 

Severe 4 5% 

Very severe 1 1% 

 

Discussion 

Depressed patients are frequently encountered in nearly all 

specialty clinics. However, depression in caregivers 

accompanying patients is usually overlooked and hence missed, 

as doctors are mostly focused on the patient’s evaluation, 

condition, and treatment. When the patient is a child and the 

diagnosis is cancer, this difficult circumstance has a sudden and 

long term impact on both the child and the family. Many 

parents of a child with cancer will have very strong feelings of 

guilt. As such, parents of cancer survivors may be at risk for 

impaired physical and mental health. An increasing body of 

literature supports the conclusion that various levels of parental 

distress are ongoing, long after treatment is completed 19, 20. 

The prevalence of depression in mothers in this study was as 

high as 78%. Mild depression was seen in 69% of mothers, 

moderate in 25%, severe in 5% while 1% had very severe 

depression. This high prevalence of depression in such mothers 

has not been reported from Pakistan before. The soaring levels 

of depression however have been consistent with the study 

conducted in Turkey in 2009 in mothers of children with 

leukaemia21 where 88% (n=65) mothers were depressed. Mild 

depression was reported in 22.7 % (n=18) and major depression 

in 61.5% (n=40). Similar results were reported from a study 

conducted on both parents of children with leukaemia in 2002 

in Pakistan where 65% (n=60) of mothers were found to be 

depressed 17. Nevertheless, severity of depression in this study 

was not noted. A Sri Lankan study in 2008, showed moderate 

to severe depression to be 22.9% and 21.9% in mothers having 

children with mental and physical disorders respectively22. 

Another study conducted in Florida in 2008 suggests that an 

increased symptom of depression in mothers is related to 

significantly lower ratings in quality of life for their children18. 

The existing data supports the argument that mothers of 

children with cancer represent a group prone to high levels of 

emotional distress. The time following their child’s diagnosis 

and the commencement of treatment may be particularly 

stressful and traumatic 23 with an incidence as high as 40% 24-26. 

There could be multi-factorial reasons for this alarmingly high 

rate of depression seen in Pakistani mothers. One of the causes 

could be the political instability that Pakistan has been facing 

for past few years leading to economic volatility. The study 

conducted in 2002 in Karachi saw 65% of maternal 

depression17 which has now risen to 78% in this study. Due to 

political unrest, everyday strikes, bombasts, these mothers may 

also have difficulty in reaching hospital on scheduled visits 

leading to postponement of treatment. Other reason could be 

economic inflation. The cost of daily living has soared while 

allocated medical budget was 0.27% of its gross domestic 

product (GDP) on health in 2011-12, which is insufficient to 

cater the needs of the population (Economic Survey of Pakistan 

of 2011-2012). 

Lately, there has been a recent trend towards nuclear families in 

Pakistan rather than living in extended families as before27. This 

in turn may lead to mother being the soul person in looking 

after the sick and her healthy children as well as managing 

house chores and doctor’s appointments leading to more 

frustration. This study also showed that 57% mothers had three 

children while 43% had more than three children. This could 

also be one of the factors for high rate of depression as looking 

after multiple children is demanding and may lead to decreased 

coping skills of mothers. 

Other possible reason for this high rate of depression could be 

that mostly educated mothers were visiting the hospital that 

have access to internet and can search up all details, good or 

bad, on their child’s disease. This may start a vicious circle of 

worry for mothers. Other possible reasons for this growing 

depression could be gender of child (as in this society male child 

is thought to be the support and bread earner of the family), 
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child’s current treatment status and time since diagnosis of 

cancer in child. 

Strengths and Limitations 

To the best of authors’ knowledge, this study has touched upon 

a topic that was not yet been attended to, in local context. 

Moreover, in this study adjustment phase of two months, for 

acute stress and posttraumatic stress disorder was given for 

diagnosis of depression in mothers. It was done to rule out bias 

in study. HAM-D also focuses on symptoms in the past 1 week, 

to minimize the recall bias. The findings in this study offer 

evidence and importance of the need for developing 

psychological support for families especially mothers who are 

caring for a child with cancer, in Pakistan. 

This study has several limitations. The study was conducted in a 

tertiary care private hospital, which mostly caters a specific 

segment of population. Hence, the results may not be a true 

representation of the population. All data in this study was self-

reported by the participants. Thus, it is anticipated that there 

may be some bias in their responses and recall. Lastly, since this 

was a cross-sectional study so temporality is difficult to 

establish. 

Conclusion 

In conclusion more than three-fourth of our study participants 

were depressed. 

The outcome is expected to identify depressed mothers so that 

effective strategies can be developed to enhance their coping 

skills and medically treat them when required. This in the long 

term is expected to increase quality of life for both their sick 

and healthy children as well as mothers themselves. 

Future Research and Policy Recommendations 

Future studies are recommended in order to confirm our 

findings. Such studies need to be conducted on a larger scale, at 

national level, in various hospitals and settings to counteract 

limitations of our study with appropriate means of measuring 

depression in mothers. Factors, not explored in this study such 

as personality styles and coping skills of mothers can be 

explored as these may be significant aspects leading to 

depression. Further co-morbidities, such as anxiety and post-

traumatic stress disorder symptoms related to child’s cancer 

should also be investigated. 

Other associated factors, such as the political and economic 

situation, which perhaps may also be a leading cause of 

depression in our part of the world, should also be assessed. 

Simultaneously, measures should be taken to root such factors 

out at national levels. 

The results of current study show the need of incorporating 

mothers into a treatment process designed for psychological 

interventions, not only after the diagnosis of cancer in their 

child but also during their child’s treatment. Psychosocial 

services should be recognised as an important constituent of 

comprehensive cancer care for families of children with cancer. 

It is highly advocated that the healthcare professionals who 

work with the families of children with cancer should evaluate 

the children and their families concerning the psychological and 

social aspects of their lives. Arrangements for family counselling 

for those needing help should be made. Mothers should also be 

referred to family physicians and social support if available. The 

mother’s crucial position in the family and the proximal and 

distal effects of her adaptation to the crisis of cancer in the 

family should lead to the design of interventions intended at 

decreasing her distress and at promoting her adaptive coping 

skills as improving mothers’ problem-solving skills has been 

associated with reductions depression and anxiety28. Thus, all 

hospitals, dealing with paediatric cancer cases should have a 

family counselling and support system. 
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