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Abstract 

This study investigated personality traits, anxiety and depression as predictors of quality of life 

among breast cancer patients in UCH, Ibadan. Quality of life (QoL) is an important outcome 

measurement when evaluating the results of cancer treatment. It is a multidimensional concept that 

measures the satisfaction of a person with a wide range of aspects. 

The study made use of cross-sectional design. 247 participants took part in the study. Two hypotheses 

generated and tested with appropriate inferential statistical tools and results are presented. 

Results indicated that, personality factors (extraversion, agreeableness, openness, neuroticism and 

conscientiousness) jointly predicted quality of life among breast cancer patients in UCH, Ibadan at 

{R=.265; R2 = .070; F(5,241)= 3.630; p<.05}. However, the result of the independent prediction 

indicates that extraversion, conscientiousness and agreeableness have significant independent 

influence on quality of life among breast cancer patients in UCH, Ibadan at (p<.05) while openness 

and neuroticism did not produce significant independent influence on quality of life (p>.05). Also, the 

result shows that anxiety and depression jointly and independently predicted quality of life among 

breast cancer patients in UCH, Ibadan at {R=.976; R2 = .953; F (2,244) = 2451.96; p<.01}. 

Personality traits, anxiety and depression are significant predictors of quality of life among breast 

cancer patients. Introduction of psycho-therapy and counselling psychology would help ameliorate the 

psychopathological symptoms of cancer patients. However, there is need for collaborative partnership 

between the primary physicians and clinical psychologists in order to achieve high treatment prognosis. 

Background of the study 

Breast cancer is the predominant form of malignancy in women in the developed and developing 

countries though in Western Europe and the United States have the most prevalence rate of this breast 

cancer. In Nigeria, substantial number of women develop invasive breast cancer. Greenler, Murray, 

Bolden & Wingo (2000). Early detection by screening programs and improvements in chemotherapy 

resulted in increasing incidence and prevalence figures; so, breast cancer has become not only a life 

threatening cancer but also a chronic disease for many patients. Theofilou (2011) proposed that it is 

important to assess health - related quality of life among women undergoing cancer treatment in every 

community. 

Quality of life (QoL) is an important outcome measurement when evaluating the results of cancer 

treatment. It is a multidimensional concept that measures the satisfaction of a person with a wide range 

of aspects. QoL has been studied extensively in breast cancer patients, and the influence of surgical 

treatment on QoL has not been addressed fully. It is known that quality of life is influenced by health 

perception, anxiety, depression, culture, socioeconomic status, and personality (Theofilou, 2010). 

The World Health Organization tried to embrace the complexity of the term “Quality of Life”, 

defining it as “the perception that an individual has as about their place in their own existence, in the 

context of culture and their value system in which they live and on relation to their objectives, their 

expectations, their norms and life concerns. This is a very broad concept which is influenced by complex 

ways and complex issues than physical health of the individual factors, his psychological state, level of 

independence, their social relationships and their relationship with the environment” (World Health 

Organization [WHO], 2009). 

Quality of life is a complex concept that encompasses objective and subjective dimensions such as 

food, housing, the opportunity to study, health and perceptions about them (Carpio, Pachecho, Flores 

& Canales, 2000; Novoa, Cruz, Rojas, Wilde, 2003). Diener (1984, cited by Rodriguez, 1998) has 
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defined quality of life as a subjective view of the extent to which happiness and satisfaction have been 

achieved, or as a sense of personal, subjective view that has also been considered closely related to 

certain biological, economic, psychological and social factors (Garavito, 2001; Gomez Villegas de 

Posada, Barrera & Cruz, 2007). 

Personality is the primary psychological factor defined as an individual’s unique and enduring traits 

which influence his/her way of thinking, feeling and behaving. Goodwin et al (2002) published a 

research work on personality and the perception of health. Over the years, a number of theories that 

attempt to describe the key traits of human being among what is known as the five personality factors 

or better still called “the Big five” Goldberg, (1990) still emphasize this big-five personality factors as 

including extraversion, agreeableness, conscientiousness, neuroticism and openness to experience. 

The five-factor structure has generalized across cultures and rating formats (self, peer, observer, and 

stranger ratings), and there is considerable evidence that the Big Five are heritable and stable over time 

(Costa & McCrae, 1992). The factors comprising the Big Five are:(1) extraversion, which represents 

the tendency to be sociable, assertive, expressive, and active; (2) agreeableness, representing the 

tendency to be likable, nurturing, adaptable, and cooperative; (3) conscientiousness, referring to the 

traits of achievement, organization, task-focus, and dependability; (4) Neuroticism/emotional stability, 

which is the tendency to be secure, emotionally adjusted and calm; and (5) openness to experience, 

which is the disposition to be imaginative, artistic, non-conforming, and autonomous. 

State anxiety is conceptualized as a transitory emotional state or condition that is characterized by 

subjective, consciously perceived feelings of tension and apprehension and heightened autonomic 

nervous system activity. Trait anxiety refers to relatively stable individual differences in anxiety 

proneness that is due to differences between people in the tendency to respond to situations perceived 

as threatening with elevations in state anxiety intensity dribbling can psychologically affect the patients' 

quality of life, which can contribute to the high level of anxiety Deyo, Dichr & Patrick, (2001). 

Therefore, this study will consider State-Trait anxiety as one of the psychological factors predicting 

quality of life among breast cancer patients. 

Depression has been defined as a psychiatric disorder characterized by an inability to concentrate, 

insomnia, loss of appetite, anhedonia, feelings of extreme sadness, guilt, helplessness and hopelessness, 

and thoughts of death, Hankin & Abramson, (2001). Depression is a pervasive and impairing illness 

that affects both women and men, but women experience depression at roughly twice the rate of men. 

On the basis of strong and consistent evidence, women appear to have higher rates of depression than 

do men. However, the explanation for this difference is not understood well, Wilhelm & Roy, (2002). 

Cancer treatment has improved the long-term survival of women with breast cancer; however, 

women continue to suffer substantial psychological distress (symptoms of depression and anxiety) 

during treatment that influences cancer recovery significantly and the role of individual differences on 

perceived quality of life cannot be over-emphasized. As a result, this study has set out to investigate 

personality trait, anxiety and depression as predictors of quality of life among women undergoing breast 

cancer treatment in Radiotherapy and Surgical out-patient Clinic in University College Hospital (UCH) 

Ibadan. 

However, women with breast cancer routinely describe the negative consequences of the illness on 

themselves and on their immediate family members (Manne et al., 2003). Systems theory would predict 

that major events, such as a serious illness, affect the larger family and social networks, not just the ill 

individual (Broderick, 1993). A major event such as the diagnosis of cancer and its treatment can cause 

dramatic changes in relationships, roles, and psychological health for both cancer patients and their 

family members (Ferrell, Grant, Funk, Otis-Green, & Garcia, 1997a, 1997b). Cancer survivors and their 

family members often experience anxiety, stress, depression, and uncertainty. 

Depression in cancer populations is estimated from 1.5% to 50% (Trask, 2004), with anxiety 

estimates ranging from 20% to 50% (Stark et al., 2002). Depression and anxiety are correlated highly 

in women with breast cancer, and many women suffer from both types of symptoms. Women with 

substantial symptoms of depression and anxiety often experience increased physical side effects and 

more difficulty managing these side effects, and may experience overall reduced quality of life (QOL; 

Badger, Braden, Mishel, & Longman, 2004; Giese-Davis & Spiegel, 2003). Symptoms of depression 

and anxiety also decrease women’s abilities to mobilize critical support when the need for it is greatest 

(Badger, Braden, Longman, & Mishel, 1999; Manne et al., 2004). 



Texila International Journal of Psychology 

Special Edition Mar 2019 

Further, the experience of negative mood states, such as depression and anxiety, significantly 

increases the risk of mortality in women with breast cancer (Schou, Ekeberg, Ruland, Sandvik, & 

Karesen, 2004). Women with breast cancer routinely describe the negative consequences of the illness 

on themselves and on their immediate family members (Manne et al., 2003). Systems theory would 

predict that major events, such as a serious illness, affect the larger family and social networks, not just 

the ill individual (Broderick, 1993). A major event such as the diagnosis of cancer and its treatment can 

cause dramatic changes in relationships, roles, and psychological health for both cancer patients and 

their family members (Ferrell, Grant, Funk, Otis-Green, & Garcia, 1997a, 1997b). Cancer survivors and 

their family members. 

Hypotheses 

1. Personality factors (extraversion, agreeableness, openness, neuroticism and conscientiousness) will 

have significant independent and joint influence on quality of life among women undergoing breast 

cancer treatment. 

2. Anxiety and depression will have significant independent and joint influence on quality of life 

among women undergoing breast cancer treatment. 

Methods 

Research design 

This study adopted a cross-sectional survey design. The independent variables are personality 

factors, anxiety and depression while the dependent variable is health related quality of life. 

Setting 

This study was conducted in Ibadan at the Radiotherapy and Surgical out-patient clinic in University 

College Hospital (UCH). The choice of this setting was based on the accessibility to a larger population 

sample as special to the course of the study objectives and more so UCH Ibadan is central in the 

treatment of breast cancer in the south-western part of Nigeria where many referral cases can be 

medically and adequately managed. However, the historical record showed that UCH was founded in 

1947. 

Sample size determination 

At the time of this study a total number of 393 women were undergoing breast cancer treatment in 

radiotherapy and surgical out-patient clinic in UCH. According to sample determination table by 

Krejecie & Morgan, (1970); s= X2N (1-P) / d2 (N-1) + X2P (1-P). 

s = Required Sample Size 

X2 = the table value of Chi-square for 1 degree of freedom at the desired confidence level (3.841). 

N = the population size. 

P = the population proportion (assume to be .50 since this would provide the maximum sample size). 

D = the degree of accuracy expressed as a proportion (.05). This sample size calculation yielded 191 as 

the adequate sample size but oversampling was recommended by Fink, (1997), therefore the sample 

size used in this study was 247. 

Participants 

The frequency data indicate that 174 (70.4%) were married, 31(12.68%) participant were 

widowed/divorced, 42(17.0%) participants were single. Duration of cancer ailment showed that 

39(15.8%) participants were diagnosed for breast cancer in less than 3years, 115(46.6%) participants 

were between 4 to 6 years, 7 to 9 years were 60 (24.3%) while 33 (13.4%) have been in the situation 

for more than 10yrs.The participants’ distributions by religion showed that 145(58.7%) were Christians, 

97(39.3%) participants were Muslims while 5(2%) participants were practicing Traditional religion. 

The age analysis indicates that the youngest breast cancer patient among the sample was of 19yrs while 

the oldest participant was of 77yrs and the mean age of the participants was 44.61, SD = 20.76. 

Research instruments 

This study applied a standardized structured questionnaire WHICH comprise five - sections, namely 

A, B, C & D; 
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Section A: measures socio-demographic information of the participants, such as age, highest 

educational qualification, occupation, marital status and duration of cancerous condition and religion. 

Section B: of the questionnaire consists of Big-five personality inventory (BFI). The scale was 

jointly developed by McManus & Furnham (2006), Department of Psychology, University of 

California. The inventory contains 15 items measuring openness to experience (r=.67), 

conscientiousness (r=.65), extraversion (.87), neuroticism (.63) and agreeableness (r=.71) and it is a 5-

point rating scale, ranging from strongly disagree to strongly agree. Scoring: The following SPSS code 

should be fairly self-explanatory. Items 10, 11 and 13 are reverse scored, and the reversal is carried out 

by the first three statements. Score 1 for strongly disagree through 5 for strongly agree. 

Neuroticism-compute (big5s1=p3+p6+p9) 

Extraversion-compute (big5s2=p5+p7+p8) 

Openness-compute (big5s3=p4+rp11+p14) 

Agreeableness-compute (big5s4=p1+rp10+p12) 

Conscientiousness-compute big5s5=p2+rp13+p15. The scoring procedure of this scale indicates that 

“the higher the score above the sample mean score on each subscale, the higher the individual on such 

subscale vice – versa. In this study, the reliability Cronbach’s alpha for this scale is .87. 

Section C: This section consists of 14 –items measuring hospital anxiety and depression (HADS) 

developed by Zigmong & Snaith, (1983) each of the groups in comparison to the exploratory 2-factor 

PCAs. Pearson correlations between the components (subscales) in the different groups ranged from 

0±43 to 0±73 (all significant at P<0±001), indicating that the subscales do not measure independent 

constructs. Data on the homogeneity of the total scale and two subscales are found reliable and valid 

for both clinical and social setting. In all six samples, mean inter-item correlations for HADS scales lie 

inside the range of 0±10 to 0±50 for an acceptable level of homogeneity (Nunnally, 1978). Moreover, 

all 14 items manifest a significant and positive correlation with the other items of the total HADS scale 

(range 0±20 to 0±74). Item-remainder correlations of anxiety and depression items with the other items 

of the anxiety and depression subscale respectively also proved to be significant and positive (range 

0±21 to 0±75). Cronbach's alphas for the total scale and both subscales (range 0±71 to 0±90) are 

satisfactory to good (Nunnally, 1978). 

Section D: of the questionnaire consists of 19-item Health related quality of life Scale (HRQLS-19). 

This scale was jointly developed by Nancy et al (2005). The HRQLS-19 incorporates subscales 

measuring negative feeling, positive feelings, cognitive problems, sexual problems, physical pain, 

fatigue, and social avoidance. The HRQLS-19 demonstrates satisfactory levels of internal reliability 

(.82), and test-retest reliability (.80). The response ranged from strongly agree, (5), Agree (4), undecided 

(3), disagree (2) and strongly disagree (1). The reliability for this scale in this study was found to be 

.77. 

Procedure 

The researcher followed all the ethical guidelines in conducting this research. The UI/UCH ethical 

committee were approached for ethical approval. Informed consent of the respondents was obtained. 

The purpose, benefits and hazard of the study were explained to the participants, before the 

administration of the questionnaires. They were also told that they can withdraw from the study at any 

stage of the study and that their participating or not participating in the study has nothing to do with the 

treatment they are receiving in the hospital. Hence, the questionnaires were administered among the 

consenting participants only to ensure the voluntary nature of the study. Data collected were analysed 

using SPSS (statistical packages for the social sciences) version 19.0. The questionnaire administration 

took place at the radiotherapy and surgical out-patient clinic in UCH Ibadan. The completed 

questionnaires from the respondents were coded for the data analysis. Hence, of the 260 questionnaires 

administered on the field, only 247 was completely filled and used for the data analysis which yielded 

a response index of 95%. 

Statistical analysis 

Multiple regressions analysis was used to test the hypotheses 
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Results 

Hypothesis one 

Personality factors (extraversion, agreeableness, openness, neuroticism and conscientiousness) will 

have significant independent and joint influence on quality of life among women undergoing breast 

cancer treatment and was tested using multiple regression tests and the result is presented on table 4.1. 

Table 4.1. Multiple regression analysis showing the influence of personality on quality of life 

Predictors R R2 F sig ß t P 

Extraversion     -.176 -2.481 <.05 

Openness’     .093 1.340 .>05 

Conscientiousness 265  .070 3.630  <.05 -148 -2.082 <.05 

Neuroticism     -.088 -1.324 >.05 

Agreeableness     .234 3.493 <.05 

DV: Quality of life 

Table 4.1 shows that personality traits (extraversion, openness, conscientiousness, neuroticism and 

agreeableness) jointly predicted quality of life among breast cancer patients at {R=.265; R2 = .070; F 

(5,241) = 3.630; p<.05}. This implies that personality traits combined to influence the level of quality 

of life among breast cancer patients’ by accounted for about 7% variance in the quality of life which is 

not due to chance factors while the remaining 93% could be attributed to other variables not considered 

in the hypothesis tested. 

However, the result of the independent prediction indicates that extraversion, conscientiousness and 

agreeableness have significant independent influence on quality of life among breast cancer patients at 

p<.05) and openness and neuroticism did not produce significant independent influence on quality of 

life among breast cancer patients at (p>.05). Hence, the hypothesis is therefore accepted. 

Hypothesis two 

This states that anxiety and depression will have significant independent and joint influence on 

quality of life among women undergoing breast cancer treatment was tested using multiple regressions 

and the results are presented on table 4.2. 

Table 4.2. Summary of Multiple Regressions Showing the Influence of Anxiety and Depression on Quality of 

life 

Variable Beta t-value Sig R R
2
 F P 

Anxiety  .520 15.53 <.01     

     .976 .953 2451.96 <.01 

Depression .47.9 14.29 <.01     

Dependent variable: QoL 

Table 4.2 above shows that anxiety and depression jointly predicted quality of life among breast 

cancer patients at {R=.976; R2 = .953; F (2,244) = 2451.96; p<.01}. This implies that anxiety and 

depression jointly influenced the level of quality of life among breast cancer patients’ and accounted 

for about 97.6% variance in the quality of life which is not due to chance factors while the remaining 

2.4% could be attributed to other variables not considered in the hypothesis tested. 

However, the result of the independent prediction indicates that anxiety and depression had 

significant independent influence on quality of life among breast cancer patients at (p<.05) while 

anxiety accounted for about 52% and depression accounted for about 48% influence on quality of life 

among breast cancer patients. Therefore, the hypothesis is confirmed in this study. 

Discussions 

Hypothesis one which states that personality factors (extraversion, agreeableness, openness, 

neuroticism and conscientiousness) will have significant independent and joint influence on quality of 

life among women undergoing breast cancer treatment was tested using multiple regression tests and 

the result showed that personality traits (extraversion, openness, conscientiousness, neuroticism and 



DOI: 10.21522./TIJPY.2016.SE.19.01.Art001 

ISSN: 2518-8852 

agreeableness) jointly predicted quality of life among breast cancer patients in UCH, Ibadan. This 

implies that personality traits combined to influence the level of quality of life among breast cancer 

patients’ by accounted for about 7% variance in the quality of life which is not due to chance factors 

while the remaining 93% could be attributed to other variables not considered in the hypothesis tested. 

However, the result of the independent prediction indicates that extraversion, conscientiousness and 

agreeableness have significant independent influence on quality of life among breast cancer patients in 

UCH, Ibadan and openness and neuroticism did not produce significant independent influence on 

quality of life among breast cancer patients. Hence, the hypothesis is therefore accepted. 

The result is contrary to the finding of (Priestman & Baum, 2009) suggested that the subjective 

quality of life was not significantly related to the patient's personality factors using big-5 personality 

factors (Priestman & Baum, 2009). Diener (1984, cited by Rodriguez, 1998) has defined quality of life 

as a subjective view of the extent to which happiness and satisfaction have been achieved, or as a sense 

of personal, subjective view that has also been considered closely related to certain biological, 

economic, psychological and social factors (Garavito, 2001; Gomez Villegas de Posada, Barrera & 

Cruz, 2007). However, personality traits such as extraversion have predicted quality of life in this study 

which supports the prior findings. 

The World Health Organization tried to embrace the complexity of the term “Quality of Life”, 

defining it as “the perception that an individual has as about their place in their own existence, in the 

context of culture and their value system in which they live and on relation to their objectives, their 

expectations, their norms, their concerns, etc. This is a very broad concept which is influenced by 

complex ways and complex issues than physical health of the individual factors, his psychological state, 

level of independence, their social relationships and their relationship with the environment” (World 

Health Organization [WHO], 2005). 

Hypothesis two states that anxiety and depression will have significant independent and joint 

influence on quality of life among women undergoing breast cancer treatment was tested using multiple 

regressions and the results revealed that anxiety and depression jointly predicted quality of life among 

breast cancer patients. This implies that anxiety and depression jointly influenced the level of quality 

of life among breast cancer patients’ and accounted for about 97.6% variance in the quality of life which 

is not due to chance factors while the remaining 2.4% could be attributed to other variables not 

considered in the hypothesis tested. However, the result of the independent prediction indicates that 

anxiety and depression had significant independent influence on quality of life among breast cancer 

patients, while anxiety accounted for about 52% and depression accounted for about 48% influence on 

quality of life among breast cancer patients. Therefore, the hypothesis is confirmed in this study. 

However, this result is strongly supported by (Grimison and Stockler, 2010) found that breast cancer 

patients with high level of depression and anxiety also reported low level of perceived health quality of 

life. Health-related quality of life in patients undergoing systemic therapy for advanced breast cancer 

was reviewed by Bottomley and Therasse, covering the literature from 1995 to 2001. They indicated 

that there were 19 studies. Among these, there were 12 studies on chemotherapy, 6 hormonal trials and 

1 on biological therapy (Trastuzumab). They concluded that quality of life data provided invaluable 

insights into the treatment and care of patients (Priestman and Baum, 2007). 

Similarly, Fossati, (2010) critical review of published literature on randomized clinical trials of 

cytotoxic or hormonal treatments of advanced breast cancer indicated that quality of life assessments 

added relatively little value to classical clinical endpoints. Mols et al., (2009) reviewed the literature on 

quality of life among long-term survivors of breast cancer and found that although these patients 

experienced some specific problems such as a thick and painful arm and problems with sexual 

functioning, most reported good overall quality of life. The review also indicated that the current 

medical condition, amount of social support and current income level were strong positive predictors 

of quality of life, and the use of adjuvant chemotherapy emerged as a negative predictor. The authors 

concluded that focusing on the long-term effects of breast cancer is important when evaluating the full 

extent of treatment and that anxiety and depression are significant correlates of quality of life among 

patients with a life-threatening disease (Priestman & Baum, 2009). 

Conclusion 

This study therefore concluded that personality traits, anxiety and depression are significant 

predictors of quality of life among breast cancer patients. Further, the demographic variables of age, 
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marital status, duration of breast cancer and religion did not significantly predict quality of life among 

breast cancer patients receiving treatment. However, the results suggest that the level of anxiety and 

depression reported among the patients warrants psychological intervention for adequate management 

of the patient’s conditions. 

Recommendation 

It was recommended that the cancer patients grossly suffered anxiety and depression and introducing 

psycho-therapist and counselling psychologist would help ameliorate the psychopathological 

symptoms. However, there is need for collaborative partnership between the primary physicians and 

clinical psychologists in order to achieve high treatment prognosis. This may include; group 

counselling, relaxation exercises, self-instructional therapy, cognitive behavioral therapy etc. 

Limitations of study 

There are several limitations to this study. Firstly, the number of patients in the study was not large 

enough compare the population of breast cancer patients in Nigeria, and the sample was drawn from 

only UCH, Ibadan. Therefore, generalization of the results needs to be carefully made. Secondly, we 

did not analyze the data of persons who refused to participate in the study. Therefore, certain groups of 

depressive patients may have been omitted. Concurrent physical co-morbidity and 

psychopharmacology use was not analyzed, and this may limit the generalization of the study. Finally, 

the study used survey research design but combining both qualitative and quantitative research methods 

will yield a better result with high external validity. 
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