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ABSTRAK

Gejala kemurungan telah dilaporkan lebih ketara di kalangan ibu bapa yang mempunyai 
anak yang menghidap kanser. Kajian ini bertujuan untuk menentukan prevalens gangguan 
kemurungan utama (MDD) dan kaitannya dengan faktor sosio-demografi dan strategi daya 
tindak dalam kalangan ibu bapa kanak-kanak yang menghidap kanser di Pusat Perubatan 
Universiti Kebangsaan Malaysia (UKMMC) dan Hospital Besar Pulau Pinang (PGH). Dalam 
kajian keratan rentas, peserta telah disaring untuk kemurungan dengan menggunakan Soal 
Selidik Kesihatan Pesakit (PHQ-9). Diagnosis MDD bagi mereka yang berisiko tinggi telah 
disahkan menggunakan Mini International Neuropsychiatric Interview (M.I.N.I.). Strategi 
daya tindak dinilai menggunakan skala 'Coping Orientation to Problems Experienced 
Inventory' (Brief COPE). Daripada jumlah 162 ibu bapa dalam kajian ini, 17.3% peserta 
mempunyai simptom kemurungan sederhana hingga teruk. Kira-kira 10% mempunyai 
simptom sederhana manakala 7.4% mempunyai simptom yang teruk. Kesemua 7.4% 
telah didiagnosis dengan MDD. Peserta yang menggunakan penafian (ß = 0.611), 
pelepasan tingkah laku (ß = 0.992) dan menyalahkan      diri sendiri (ß = 0.682)  mempunyai   
kemungkinan lebih tinggi untuk mengalami gejala kemurungan. Tempoh penyakit anak (ß 
= -0.028) mempunyai kesan negatif yang ketara ke atas skor PHQ-9. Kesimpulannya, ibu 
bapa yang mempunyai anak yang menghidap kanser harus disaring untuk kemurungan 
pada masa yang mencabar ini.

Kata kunci: Ibu bapa; kanser; kemurungan
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ABSTRACT

Depressive symptoms have been reported to be more prominent in parents of 
children with cancer. This study aimed to determine the prevalence of major 
depressive disorder (MDD) and its association with socio-demographic factors 
and coping strategies among parents of children with cancer at Universiti 
Kebangsaan Malaysia Medical Centre (UKMMC) and Penang General Hospital 
(PGH). In a cross-sectional study, participants were screened for depression using 
the Patient Health Questionnaire (PHQ-9). The diagnosis of MDD for those with 
high risk was established using the Mini International Neuropsychiatric Interview 
(M.I.N.I.). Coping strategies were assessed using Coping Orientation to Problems 
Experienced Inventory (Brief COPE) scale. Out of  the 162 parents included in 
the study, 17.3% of participants had moderate to severe depressive symptoms. 
About 10% had moderate symptoms while 7.4% had severe symptoms. All 
7.4% were diagnosed with MDD. Participants who adopted the use of denial (ß 
= 0.611), behavioural disengagement (ß = 0.992) and self blame (ß = 0.682) had 
higher likelihood of having depressive symptoms. Child’s duration of illness (ß = 
-0.028) had a significant negative impact on PHQ-9 scores. In conclusion, parents 
of children with cancer should be screened for depression during this challenging 
time.

Keywords: Cancer; depression; parent

few as compared to cancer in other 
age groups, it carries huge implications 
to the children and their family 
members. The diagnosis of cancer itself 
is sufficient to bring intense fear and 
despair to them (Cernvall et al. 2013). 
Parents have reported that their inter-
family and social relationships had 
been significantly affected after the 
diagnosis was made on their children 
(Elcigil & Conk 2010). Many social 
activities had to be given up (Elcigil & 
Conk 2010). Employment disruptions, 
financial burden, spiritual issues and 
other psychosocial problems were 
frequently associated with the situation 
(Kostak & Avci 2013; Warner et al. 2015). 
The challenges faced by caregivers 

INTRODUCTION

Childhood cancer is considered as 
a life-threatening disease that affects 
the social, mental, physical and even 
economical status of both the child 
and the parents/caregiver (Alavian 
et al. 2015). The global statistics of 
children aged 0-19 years with cancer 
is expected to increase by 429,000 
annually (Lam et al. 2019). Between 
2007 to 2011, Malaysia recorded a 
total of 3829 cases of childhood cancer 
aged 0 to 18, with the 3 commonest 
cancers being leukemia, brain/nervous 
system tumors and lymphoma (Azizah 
et al. 2016). Although childhood 
cancer cases appear to be relatively 
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were not limited to financial, but also 
involved medical caregiving for their ill 
child; emotional caregiving for their ill 
child; and caregiving for the siblings of 
the ill child (Rajaratnam 2013). Caring 
for patients with poor functional status 
were more likely to place caregivers 
in a considerable poor psychological 
health outcome of depression (Ghazali 
2021). The stress experienced by these 
parents could last an extended period 
of time (Norberg & Boman 2008).
 Considering the significant amount 
of stress on parents of children 
with cancer, it is hypothesised that 
these parents are more vulnerable 
to depression. Parents with cancer 
wards had been found to experience 
a significant level of psychological 
distress (Boman et al. 2003; Grootenhuis  
& Last 1997; Rosenberg et al. 2013). In 
a study of 336 parents of children with 
cancer aged 0 to 16 years, the rate of 
depression among these parents, using 
the Centre for Epidemiologic Studies 
Depression Scale,   have been reported 
to be as high as 70% when compared 
to parents with healthy children (Al-
Maliki et al. 2016; Ghufran et al. 2014; 
Norberg & Boman 2008). Statistics 
from previous research also indicate 
that parents caring for children with 
cancer were five times more likely to 
report depressive symptoms (Creswell 
et al. 2014). This could interfere with 
their ability to care for themselves, 
the child with cancer, as well as other 
children at home.
 Coping strategies refer to ways 
people behave in response to stress 
or undesirable occurrences (Carver 
et al. 1989). The ability of the parents 
to care for the child with cancer has 

been shown to be affected by how 
they cope with the diagnosis and 
consequences (James et al. 2002). 
Balancing care for the child, family 
and one’s social life requires high 
levels of coping. However, because 
humans differ, coping strategies also 
differ from one another. Parents with 
better coping skills were found to have 
a lower level of anxiety and depression 
(Norberg et al. 2005). Moreover, as a 
caregiver, good coping mechanisms 
can be difficult to attain due to fear of 
uncertainty and emotional attachment 
to the child (Tang et al. 2021).
 Ultimately, the inability to adopt 
a suitable coping mechanism can 
significantly affect the child’s health 
outcome and survival (Emerson & 
Bögels 2017). For instance, a lower 
level of anxiety and depression was 
associated with a more frequent use 
of active problem-focusing and a less 
frequent use of avoidance behavior 
(Norberg et al. 2005). It is important 
to understand the coping strategies 
utilised by these parents so that 
healthy behaviours in reducing risk 
of depression can be encouraged and 
vice versa.
 Many of the studies done were 
carried out in Western countries 
and they mostly focused on parental 
stress/distress level, depressive and 
anxiety symptoms rather than a 
clear diagnosis of depressive disorder 
among these parents. In Malaysia, 
data regarding depression and coping 
strategies among parents of children 
with cancer are still limited despite 
research highlighting that these 
parents are at a higher risk. Aside from 
screening for depressive symptoms, 
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this study also intended to determine 
the rate of MDD and its association 
with various coping strategies among 
parents of children with cancer in a 
clinical setting. Parents who required 
attention were hence referred to the 
psychiatric clinic for early intervention.

MATERIALS AND METHODS

A cross-sectional study was conducted 
on parents of children with cancer 
who attended the pediatric oncology 
wards and clinics in two centers which 
the researchers had access to, which 
were in the Universiti Kebangsaan 
Malaysia Medical Centre (UKMMC) 
and Penang General Hospital (PGH), 
from September 2016 to November 
2017. Ethical clearance was obtained 
from the Medical Ethics Research 
Committee, UKM (FF-2016-406) 
and the Ministry of Health Medical 
Research Ethic Committee.
 The study adopted a convenient 
sampling approach. A total of 162 
parents who could understand either 
English or Malay language and who 
had consented to participate in the 
study were recruited for the study. The 
questionnaires included both English 
and Malay language and participants 
provided responses in the language 
they were more convenient with.

Study Sample

The 2020 Malaysian pediatric 
population is estimated as 
approximately 7.62 million (DOSM, 
2020). Unfortunately, the rate of 
childhood cancer has not been 
academically addressed in Malaysia. 

This can be associated with its rarity 
(Patel et. al. 2020). Nonetheless, the 
World Health Organisation estimated 
that 400,000 children are victims of 
cancer globally equivalent to 0.02% 
(WHO 2021) of the world pediatric 
population (0-19 years). In addition, the 
prevalence of depression in Malaysia 
ranged from 8 to 12% (Ng 2014). 
Hence, these rates were adopted in the 
study to estimate the required sample 
size. Hence, we estimated a minimum 
of 162 parents of children with cancer 
were required to examine the factors 
influencing depression level among 
this group in Malaysia.

Data Collection

Convenience sampling was used. An 
information sheet was provided and 
informed consent was obtained from 
all the participants. Participants’ socio-
demographic data were obtained using 
a self-administered questionnaire. 
Data collected including parental age, 
sex, ethnicity, religion, marital status, 
number of children, primary carer of 
the child, education level, employment 
status, monthly household income 
and presence of shared caregiving.
 Data regarding the sick child was 
also collected which consisted of the 
child’s age, sex, age at diagnosis of 
cancer, time since diagnosis, type of 
cancer and current treatment status. 
Information was obtained from the 
child’s medical notes if the parents 
were unsure about certain items.
 The Patient Health Questionnaire 
(PHQ-9) was used to determine 
depressive symptoms amongst parents 
of children with cancer. Both English 
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and Malay versions of PHQ-9 were 
used to detect participants who were 
at risk for depression. It was a self-
report questionnaire used to detect 
depressive symptoms based on the 
Diagnostic and Statistical Manual 
of Mental Disorders – fourth edition 
(DSM-IV) criteria.
 The Brief COPE Inventory was used 
to collect information on which coping 
strategies these parents had mostly 
adopted. For the clinical assessment, 
the Mini International Neuropsychiatric 
Interview (M.I.N.I) was used to further 
assess parents who scored 10 or more 
in the PHQ-9.

Patient Health Questionnaire (PHQ-
9)

A simplified version of PRIME-MD 
(Primary Care Evaluation of Mental 
Disorder) called the PHQ was 
developed (Spitzer et al. 1999). Since 
then researchers have continued to 
improve the validity of the PHQ. The 
PHQ-9 is the most commonly used 
instrument for assessing mental health 
status both in a clinical and research 
setting. It consists of a total of 9 items, 
each with scores from 0 to 3. Total 
scores ranged from 0 to 27. A cut-off 
point of 10 or more was used to identify 
those who were at risk and who would 
be further assessed with M.I.N.I. This 
cut-off point has been shown to have 
a sensitivity of 88% and a specificity of 
88% for major depression (Kroenke et 
al. 2001). The Malay version of PHQ-
9 had been validated with a reported 
sensitivity of 87% and a specificity 
of 82% (Sherina et al. 2012). PHQ-
9 scores of 5 to 10 and above 10 

were classified as mild to moderate 
depression and moderately severe to 
severe depression respectively.

Brief COPE Inventory

Coping strategies of participants were 
assessed using the Coping Orientation 
to Problems Experienced Inventory 
(Brief COPE) Inventory (Carver 1997). 
It is a shorter version of the original 
COPE inventory and consists of 28 
items to assess 14 coping types, 
namely self-distraction, active coping, 
denial, substance use, use of emotional 
support, use of instrumental support, 
behavioral disengagement, venting, 
positive reframing, planning, humor, 
acceptance, religion and self-blame. 
Respondents rated each item on a 
4-point Likert scale. The scores for 
each coping mechanism ranged from 0 
to 8. With 0 implying the non-use of 
such coping strategies and 8 implying 
total dependent (use) of the coping 
strategies. The Brief COPE Inventory 
has been validated in various settings 
and has been cited by many articles. 
A Malay version is available and has 
been validated (Yusoff et al. 2009).

Mini International Neuropsychiatric 
Interview (M.I.N.I.)

The PHQ-9 was used as a screening 
instrument to detect levels of depressive 
disorder among parents of children 
with cancer. Although parents with 
a score more than 10 were indicated 
to have a major depressive disorder, 
further assessment was made using 
the M.I.N.I instrument. The PHQ-9 is a 
valid instrument to measure MDD in a 
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clinical setting (Levis et al. 2019; Sun et 
al. 2020), nonetheless the PHQ-9 has 
a less specificity relative to the M.I.N.I.
The M.I.N.I is a clinician-administered 
structured interview for the diagnosis 
of major psychiatric disorders in DSM-
IV and International Classification of 
Diseases – Tenth edition (ICD-10). It has 
been validated against the Structured 
Clinical Interview for DSM-III-R (SCID) 
and the Composite International 
Diagnostic Interview (CIDI), and has 
been shown to have high validity and 
reliability (Sheehan et al. 1998). It can 
also be administered in a short period 
of time. Translated versions are not 
required in this study as the M.I.N.I. is 
clinician rated, and the clinician was 
trained in English. In this study, only 
Module A for the diagnosis of Major 
Depressive Disorder was used.

Statistical Analysis

All analyses were performed using the 
Statistical Package for Social Sciences 
(SPSS) Version 27 licensed to UKM. The 
PHQ-9 is an ordinal scale ranging from 
0 to 27. Other variables in the study 
comprised nominal, metric and ordinal 
scales. In cases where the independent 
variable was categorical (ordinal or 
nominal), analysis of variance was 
used to test the difference in means 
among the categories. When the 
independent variable was continuous, 
then a Spearman rank correlation was 
used to find any significant correlation 
with the PHQ9 scores. In addition, 
variables that showed significant 
p-value with the PHQ9 score were 
recruited in the predictive analysis. A 
regression analysis was performed 

to obtain predictors of depression. 
A p-value of less than 0.05 was 
considered statistically significant at 
95% confidence interval.

RESULTS

There were 5 parents who refused to 
participate out of the 167 parents who 
were approached for participation. 
Therefore, a total of 162 participants 
were recruited. The mean age of the 
162 participants in the study was 37.5 
years of which the majorities (84%) 
were female (Table 1). Males had 
higher mean PHQ-9 scores compared 
to females. More than three quarters 
were Malay and they had the lowest 
PHQ-9 scores. Majority (76.5%) were 
Muslims. They also had the lowest 
PHQ-9 scores relative to other religious 
faiths. The married participants 
constituted 95% of the study sample. 
Although the married category had the 
least PHQ 9 scores, this assumption 
might be biased due to other categories 
(separated, widowed and not married) 
being not well represented in the study.
For every 10 participants, 7 had 
between 1 to 3 children. As the number 
of children increased, the mean PHQ-
9 score decreased. However, this 
relationship was not significant at the 
5% confidence interval. With respect 
to education, 31.5% and 61.7% had at 
least tertiary and secondary education 
respectively.   We found that the higher 
the education, the lower the mean 
PHQ-9 score, which was statistically 
significant. Just as in the case of marital 
status, the categories in the educational 
level were not well represented in 
the study, hence, there is need for 
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further investigation of the effect. The 
working status of participants was 
almost evenly distributed. Finally on 
the parents’ demographic, 4 out of 
every 10 participants earned less than 

RM2,000 monthly, 35.2% earned 
between RM2,000 to RM4,999 
while 6.2% earned above RM10,000 
monthly. Those who earned less than 
RM 2,000 and more than RM10,000 

Variable N (%) Mean (SD) Mean PHQ 9 (Corr.) p-value 

Age  37.52 (7.044)  (-0.166) 0.035**

Gender
   Male
   Female

 
26 (16.0)

136 (84.0)

 
6.73
5.80

0.397
 

Race
   Malay
   Chinese
   Indian
   Others

 
123 (75.9)
22 (13.6)
14 (8.6)
3 (1.9)

 
5.63
6.18
8.36
6.00

0.307

Religion
   Islam
   Buddhism
   Hindu
   Christian

 
124 (76.5)
21 (13.0)
11 (6.8)
6 (3.7)

 
5.65
6.10
8.73
6.67

0.282

Marital status
   Not Married
   Married
   Separated
   Widowed

 
1 (0.6)

154 (95.1)
4 (2.5)
3 (1.9)

 
27.00
5.68
10.00
7.67

0.000

Number of children
   1-3 children
   4-6 children
   More than 6

 
113 (69.8)
42 (27.8)
4 (2.5)

 
6.28
5.38
3.00

0.306

Level of education
   No formal education
   Primary
   Secondary
   Tertiary

 
2 (1.2)
9 (5.6)

100 (61.7)
51 (31.5)

 
17.00
8.33
5.92
5.16

0.005

Household income
   Below RM2,000
   RM2,000 to RM4,000
   RM5,000 to RM9,999
   RM10,000 and above

 
65 (40.1)
57 (35.2)
30 (18.5)
10 (6.2)

 
6.71
5.53
5.00
6.30

0.410

Receiving help
   Yes
   No

 
96 (59.3)
66 (40.7)

 
6.26
5.50

0.354

Receiving depression 
treatment
   Yes
   No

 

7 (4.3)
155 (95.7)

 

12.43
5.66

0.001***

** p < 0.05; *** p < 0.001

TABLE 1: Parental demographics, support for parents and mean PHQ-9 scores
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tended to have higher PHQ 9 scores 
relative to those who earned between 
RM2,000 to RM9,999. Nonetheless, 
this relationship was not statistically 
significant.
 A total of 94% of the parents in the 
study were the primary carer of the 
patients. There are 59% submitted that 
they were receiving help from family 
and friends. Concurrently, 95.7% of 
the parents said they were currently 
not receiving treatment for depression. 
Table 1 also indicated that receiving 
depression treatment had an effect 
on the depression levels. Those who 
were already placed on depression 
treatment had a mean PHQ-9 score 
of 12.43 while parents who were not 
on depression treatment had a mean 
score of 5.66.
 Regarding the children, their mean 
age and duration of illness was 7.2 years 
and 23 months respectively (Table 2). 
The children’s age and duration of 

illness had a negative relationship with 
the PHQ-9 score. The ratio of female 
to male children was 1:1.16. Regarding 
the types of cancer, 69% of the patients 
were diagnosed with leukemia, 7.4% 
were of brain and spinal cord tumors, 
3.1% were of neuroblastoma and 
Wilms tumor respectively. In addition, 
7 out of every 10 patients were 
currently on treatment while 27.2% 
had completed treatment. The parents 
whose children were still on treatment 
had almost twice as much as the PHQ-
9 scores of parents whose children had 
completed their treatment. The type 
of cancer also showed a significant 
effect on the PHQ-9 score, parents 
whose children had retinoblastoma 
had the highest PHQ-9 mean score 
(19.00) while parents whose children 
had germ cell neoplasm had the least 
PHQ-9 mean score (2.00).
 Regarding the PHQ-9, 46.3% 
reported no depressive symptoms, 

Variable N (%) Mean PHQ-9 Mean (SD) (Corr.) p-value 

Child’s age 7.20 (4.04) (-0.056) 0.476

Duration of illness 23.08 (27.12) (-0.130) 0.099

Child’s Gender
   Male
   Female

87 (53.7)
75 (46.3)

5.66
6.29

0.430

Treatment Status
   On treatment
   Treatment completed

118 (72.8)
44 (27.2)

6.69
3.95

0.002

Diagnosis
   Leukemia
   Brain and spinal cord tumor
   Neuroblastoma
   Wilm’s tumor
   Lymphoma
   Retinoblastoma
   Bone cancer
   Germ cell neoplasm
   Other

112 (69.1)
12 (7.4)
5 (3.1)
5 (3.1)
8 (4.9)
1 (0.6)
8 (4.9)
5 (3.1)
6 (3.7)

6.1
5.50
5.00
5.00
4.88
19.00
9.75
2.00
3.17

0.030

TABLE 2: Child demographics and mean PHQ-9 scores
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36.4% were mild, and 9.9% of the 
parents had moderate depressive 
symptoms (Table 3). A total of 7.4% of 
the parents had moderately severe to 
severe depressive symptoms as they 
scored over 10 points in their PHQ-9 
assessment. They were then confirmed 
to have MDD using the M.I.N.I.

Coping Strategies and PHQ-9 score

Using the Brief COPE Inventory, 14 
coping strategies were identified. 
Aside from religion and substance use, 
other coping mechanisms increased 
depression levels, i.e., as the rank 
for these coping strategies increased 

so did the parents’ depression level 
increased (Table 4). However, only 
denial, behavioral disengagement, 
venting, instrumental support and self-
blame were statistically significant.
 Conversely, substance use and 
religion showed a negative relationship 
with the PHQ-9 scores of parents. The 
higher the ranking of these two factors 
the lower the parents’ depression level. 
Interestingly, these two factors were 
not significant at 5% alpha level.

Predictive PHQ-9 Score with 
Significant Coping Strategies and 
Demographic Characteristics

Variables that were shown to have 
significant mean differences were 
included in the predictive regression 
analysis. Generally, the analysis of 
variance significance showed that 
age, marital status, level of education,
depression treatment, patient 
treatment status and type of diagnosis 
were the only socio-demographic 
factors that affected the participants’ 

N %

No depression 75 46.3

Mild 59 36.4

Moderate 16 9.9

Moderately severe 8 4.9

Severe 4 2.5

TABLE 3: Parents’ PHQ-9 score 
frequencies by category

Variables Correlation p-value

Self-distraction
Active coping
Denial
Substance use
Emotional support
Behavioural disengagement
Venting 
Instrumental support
Positive reframing
Self-blame
Planning
Humour
Acceptance
Religion

0.051
0.048
0.375
-0.063
0.133
0.381
0.187
0.164
0.071
0.317
0.033
0.075
0.020
-0.104

0.523
0.541

0.000***
0.427
0.090

0.000***
0.017**
0.037**
0.366

0.000***
0.673
0.346
0.799
0.187

** p < 0.05; *** p < 0.001

TABLE 4: Parents’ coping strategies and relationship with PHQ-9 scores
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depression level at p<0.05. Due to 
insufficient samples for some of the 
categories, they were also dropped to 
avoid skewness of the results. On the 
other hand, five coping mechanisms 
(denial, behavioral disengagement, 
venting, instrumental support and self 
blame) had significant correlations 
with PHQ-9 among all the identified 
coping mechanisms.
 Multiple regression analysis was 
used to test if income, depression 
treatment and four coping strategies 
significantly predicted participants’ 
ratings of depression. The results 
of the regression indicated the four 
predictors explained 38.4% of the 
variance in PHQ-9 score (R2 =.376, 
F(8,153)=11.528, p<.00). It was found 
that denial significantly predicted 
depression level (β = .517, p<.027), 
behavioral disengagement (β =0.902, 
p<.003), self-blame (β =0.747, p<.007), 
receiving depression treatment (β 
=3.960, p<.021) and treatment status 
of the child (β = 2.335, p<.002) (Table 
5). Although the analysis revealed that 
older parents tended to have lower 
PHQ-9 scores, this finding was not 
significant at 0.05.

 Prediction of the PHQ-9 score was 
stated in the following equation:

PHQ-9 score = -2.578 +(0.517 
*Denial CM) + (0.902*Behavioral 
disengagement CM) + (0.294 *Venting 
CM) + (0.192 *Instrumental support 
CM) + (0.747 *Self blame CM) + (3.960 
*depression treatment (Yes) + (2.335* 
Child treatment status (completed) - 
(0.059 *Age))

 If a 35-year-old parent is chosen at 
random and has a score for the coping 
mechanism as follows; denial (4), 
behavioral disengagement (3), venting 
(5), instrumental support (5) and self-
blame (3). Furthermore, if the parent 
is also currently receiving depression 
treatment, the child is still receiving 
cancer treatment, the PHQ-9 score 
can be estimated as:

PHQ-9 score = -2.578 +(0.517 *4) 
+ (0.902*5) + (0.294 *3) + (0.192 *5) 
+ (0.747 *5) + (3.960*1) + (2.335*1) 
-(0.059*35) = 13.81

 This parent was predicted to have a 
PHQ-9 score greater than 10 and was 

Variable Estimate SE 95% CI p-value

   LL UL  

Denial
Behavioural disengagement
Venting
Instrumental support
Self blame
Age
Treatment completed 
On rreatment 
Constant

0.517
0.902
0.294
0.192
0.747
-0.059
2.335
3.960
-2.578

 0.232
0.300
0.225
0.199
0.272
0.047
0.740
1.694
2.548

0.059 
0.309
-0.150
-0.202
0.210
-0.153
0.873
0.614
-7.612

0.975
1.496
0.738
0.586
1.285
0.034
3.796
7.306
2.456

 0.027**
0.003**
0.192
0.337

0.007**
0.210
0.059

0.021**
0.313

** p < 0.05

 TABLE 5: Regression estimates
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classified to have a major depressive 
disorder.

Further Assessment in a Clinical 
Setting

While the validity and reliability of 
the PHQ-9 instrument have been 
termed adequate for the assessment 
of depressive symptoms amongst 
patients, the gap for misdiagnosing 
(either false negative or false positive)
patients should not be left open. It 
is imperative to also assess patients 
in a clinical setting. In this study, 
the M.I.N.I. instrument was used to 
further investigate the parents’ who 
scored more than 10 in the PHQ-9 
assessment. The PHQ-9 threshold - 0 
to 9 (none to moderate depression), 
and over 10 (moderately severe to 
severe depression) has been validated 
in several studies (Kroenke et al. 2001; 
Sherina et al. 2012).
 Using the threshold, parents with 
more than 10 score were recruited for 
the M.I.N.I. The M.I.N.I. is a structured 
interview instrument that can be used 
to screen for psychiatric disorder 
in a clinical setting. The statistics 
distribution of PHQ-9 was presented 
below. All 12 parents who were 
categorised to have moderately severe 
to severe depression using the PHQ-9 
instrument were also diagnosed with 
major depressive disorder with the
M.I.N.I tool. This suggested that the 
overall rate of depression among 
parents of children with cancer in 
the two centers was 7.4% with a 95% 
confidence interval and a 2.5% margin 
of error.

DISCUSSION

The significant covariates in the 
study were age, patient’s treatment 
status and receiving treatment for 
depression. The higher the duration 
and age of parents, the lower the 
PHQ-9 score. As the illness progresses, 
the depression rate slows down. This is 
a type of adaptation that the parents 
have learnt over time. Parents begin 
to accept the situation and find a 
solution. In a study of depression 
among caregivers of patients with 
cancer in Turkey, it was shown that 
duration decreases the HADS-D (The 
Hospital Anxiety Depression Scale 
Depression) score of both the caregiver 
and that of the patients (Melloni et al. 
2019; Unsar et al. 2021). However, 
this relationship was not significant as 
we found in the study too. The same 
study (Unsar et al. 2021) indicated that 
younger people tended to show more 
depressive symptoms. The results of 
this study showed that older parents 
had lower PHQ-9 scores. Even with 
the difference in the assessment tools, 
the results from the previous studies 
and our study tended to align.
 Newer research is now focusing on 
resilience and post-traumatic growth 
(PTG). While having a child with cancer 
appeared to be a significant source 
of stress that made one vulnerable to 
depression, we might have overlooked 
the resilience and psychological 
growth that these parents could have 
developed from the traumatic event. 
Both resilience and PTG conveyed the 
idea that adversity may bring positive 
changes instead, for example, better 
appreciation of life, improvement 
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in interpersonal relationship and 
enhancement of personal strength 
(Southwick et al. 2014; Tedeschi & 
Calhoun 2004). Studies have shown 
that parents of children with cancer 
did experience psychological growth 
following the illness of the children, 
and this positive change and resilience 
occurred more in this group of parents 
as compared to parents of children with 
other serious illness (Hungerbuehler et 
al. 2011; Oginska-Bulik & Ciechomska 
2016; Phipps et al. 2015). Other studies 
demonstrated that people with higher 
levels of resilience were less susceptible 
to depression (Carvalho et al. 2016; Min 
et al. 2015; Ziaian et al. 2012). Hence, 
there was also a possibility that a good 
number of participants in our study had 
developed resilience and PTG, leading 
to a rather low prevalence of MDD 
among them. However, resilience and 
PTG were not measured here. New 
research focusing on these areas could 
bring new perspectives into this group 
of parents.
 Many studies done among parents 
of children with cancer focused on 
psychological distress among these 
parents in general, and reported the 
prevalence to be around 11% to 55% 
(Ferrandis et al. 2008; Licková et al. 
2021; Lakkis et al. 2016; Rosenberg et 
al. 2013). Comparatively, there were 
not as many studies done to elicit 
the rate of depression, particularly in 
regards to the diagnosis of MDD. The 
prevalence of MDD found among 
the parents of children with cancer 
in this study was 7.4%. This number 
was comparable to the prevalence 
of depression in Malaysia in general 
which was estimated to be between 

8% and 12% (Ng 2014). However, 
if compared to other similar studies 
among parents of children with 
cancer done in other countries, the 
prevalence from our study appeared 
to be far less. For instance, both 
studies in Pakistan and Iraq reported 
the prevalence of depression among 
these parents to be as high as 70% (Al-
Maliki et al. 2016; Ghufran et al. 2014) 
while Czech reported 11% (Licková et 
al. 2021). This prominent difference 
could be explained by the difference 
in the assessment tools used. The 
2 studies used only screening tools 
to identify parents with depression, 
and the numbers were expectedly 
larger if compared to those parents 
who were eventually diagnosed and 
required treatment. Another possible 
explanation for the difference in 
prevalence was the difference in the 
settings of the study. The differences in 
cultural backgrounds, religion, support, 
expectations and healthcare delivery 
could all be contributory factors to the 
prevalence. Nevertheless, the lower 
rate found in our study showed that 
many parents have adopted several 
effective coping strategies with their 
children’s illness.
 The present findings suggested that 
parents with children who had a shorter 
duration since cancer diagnosis and 
who were still on treatment appeared 
to be more vulnerable to MDD. These 
results, despite not conclusive, were in 
keeping with the results of other studies 
carried out in similar participants. 
Parents experienced less distress and 
better quality of life when longer time 
had elapsed since the diagnosis of 
cancer for their children (Boman et al. 
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2003; Klassen et al. 2008; Norberg & 
Boman 2008; Phipps et al. 2015). This is 
most likely due to parental acceptance 
of the child’s illness, with having made 
adjustments and adaptations made 
for treatment routines. Completion of 
treatment would also bring relief to the 
parents. Children who were still on 
treatment brought more distress to their 
parents compared to those who had 
completed treatment (Nakayama et al. 
2017; Othman et al. 2011). Therefore, 
when screening for depression among 
the parents, we could monitor those 
who are at a higher risk for higher 
distress level. Marital status was found 
to be a possible risk factor for MDD as 
well in this study. This was unsurprising 
in view of marital status being well-
known for its association with MDD 
in general.
 When comparing the coping 
strategies between groups with and 
without MDD, we found that both 
groups used religion the most as their 
coping strategies. This duplicated 
the finding of another study done in 
Malaysia among parents of children 
with acute lymphoblastic leukemia, 
where religion was the most frequently 
used methods of coping (Sherina et 
al. 2012). It showed that people often 
turned to religion when facing stressful 
situations. We also found that parents 
who used denial, a maladaptive 
coping strategy, more frequently had 
increased odds of having MDD. This 
finding was similar to the findings 
of previous studies in these parents 
where greater emotional distress was 
associated with the use of guilt and 
denial as coping behaviors (Ferrandis 
et al. 2008; Greening & Stoppelbein 

2007). Hence, physicians should 
explore and discourage the utilisation 
of denial when attending to these 
parents. However, in our study, the 
direction of association between MDD 
and coping strategies could not be 
ascertained. The use of denial when 
faced with a stressful situation could 
be the consequences of suffering from 
MDD or a factor that predisposes a 
parent to MDD. Cohort studies could 
be carried out to look into this area.
 The present study was the first done 
in Malaysia to examine the association 
between MDD and coping strategies 
among parents of children with cancer. 
It also offered a current perspective 
into the prevalence of MDD among 
these parents. The major limitation of 
this study was the sample size. The 
limited number of cases with MDD 
identified in the study could affect the 
accuracy of the findings. Moreover, 
due to time and budget constraints, we 
only did convenience sampling which 
could have affected the validity of our 
study. Also, our study was only carried 
out in 2 settings which were among 
the major cities in Malaysia. This 
could lead to a limited generalisability 
of our findings. Future studies done 
on a larger scale, i.e. with a bigger 
sample size and involvement of 
more settings could be carried out to 
provide a better insight into this issue. 
In addition, the stigma associated 
with mental illness could introduce 
bias into our study. Parents who were 
depressed could have declined to 
participate, or provided answers that 
did not reflect the real situation that 
they were experiencing. This could 
have affected the prevalence that we 
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found. Similarly with the assessment 
of coping skills, where due to social 
desirability issues, parents would 
have selected coping strategies that 
appeared more adaptive, worrying of 
being judged. Nevertheless, properly-
designed participants’ information 
sheets, clear explanation and assurance 
of confidentiality when our study was 
carried out would have minimised this 
bias.
 Screening of parents of children 
with cancer for depression should not 
be overlooked. While the majority of 
focus was put onto the child who was 
ill, the mental health of the parents 
was not insignificant. After all, it was 
the parents whom the children were 
very much dependent on. The care 
for the ill child would be jeopardised 
if the parent was not healthy, and the 
implications would be extended to 
other family members. Parents who 
were screened to be at high risk for 
depression by the pediatricians could 
then be referred to the psychiatric 
services for further evaluations and 
management. A psycho-education 
program for parents of pediatric cancer 
patients has been piloted in Malaysia 
with encouraging results (Othman 
2010). An online caregiver education 
resource for Malaysian parents of 
children with leukemia or lymphoma 
has also been developed (Tan et al. 
2023). In addition, physicians should 
be particularly attentive to those 
parents who utilise denial in coping 
with their children’s condition in 
view of its association with MDD. 
We suggest that future research also 
explore the areas about resilience and 
PTG among this group of parents to 

provide a local perspective into the 
possibility of positive aspects from a 
particularly traumatic event.

CONCLUSION

Parents of children with cancer should 
be screened for depression during 
this challenging time. This will enable 
early detection and intervention of 
depression. Continuous psychosocial 
support should also be provided for 
parents of children with cancer.
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