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Estimating the weighted prevalence of anxiety disorders in
breast cancer patients using a Two-stage approach
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Abstract
Background: A two-stage survey is useful when the actual diagnostic interview is time-consuming and expensive to administer on
the general population.
Objective: To compare Schedule for Clinical Assessment in Neuropsychiatry (SCAN) with Hospital Anxiety and Depression Scale
(HADS) in the determination of the prevalence of anxiety disorder in patients with breast cancer.
Methods: A cross-sectional study of 200 female patients diagnosed with breast cancer attending the Oncology Out-Patients Clinic of
the Lagos State University Teaching Hospital, Ikeja, Lagos, Nigeria was done. The instruments used for the survey included a sociodemographic questionnaire, the HADS and the SCAN.
Results: The mean age of the subjects was 49.6 ± 11.2 years. Majority of the subjects (76.5%) were married. Using HADS with a
threshold score of ≥ 8, 53 (26.5%) met the criteria for probable anxiety disorders (herein called 'cases'). Of the 68 patients (all 53
'cases' plus 15 randomly selected 10% of the non-cases) interviewed with the SCAN instrument, only 38 met the criteria for
diagnosis of anxiety disorder.
Conclusions: The prevalence of anxiety disorders can be determined with greater precision using the two-stage design approach.
Diagnostic tools like SCAN should therefore be incorporated in the assessment protocols for patients with breast cancer and other
illnesses.
Key words: Anxiety Disorder, Two-stage survey, Breast Cancer, Pattern.

Introduction
Measuring the prevalence of a disease is important
for reasons which include public health and policy
definitions. Typically, many epidemiological
surveys rely on a single phase sampling design that
screens a particular population for a particular
[1]
illness using one screening test or tool. However,
when the single screening method only evaluates
symptomatology rather than diagnosis, or when
the actual diagnostic interview is time-consuming
and expensive to administer on the general
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population, a two-stage survey becomes necessary.
Regardless of the area of medicine which is being
studied, the use of two-stage surveys is indicated
when it is clearly difficult or impossible to conduct
a comprehensive evaluation of all the participants
[2]
in a huge random sample of the population.
Two-stage studies involve evaluating a target
population for a disease using two tests. The initial
screening test is designed to be relatively easy,
inexpensive and non-invasive, even though it may
be considered less accurate than the ideal tool for
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[3]

evaluating the disease.
This tool is then
administered to a sample of the entire target
population considered for the study. Using the
results of the first evaluation, the subjects are
stratified, based on their initial responses or scores,
into subsets which are considered for more
extensive and comprehensive disease evaluations
[4]
in the second phase of the study. This two-stage
design has been used extensively to estimate the
prevalence rates of Alzheimer's disease and
[5]
[6]
dementia, sexually transmitted diseases, and
[7]
heart diseases.
The advantages of two-stage surveys are
numerous. Asides saving on time, costs, and other
resources necessary for evaluating disease
prevalence, it has been suggested that two-stage
designs improve the precision of estimation as it
focuses on drastically reducing the standard error
8
for the prevalence estimate. In addition, the ability
to compare the sensitivity and specificity of study
tools is facilitated by these two-stage studies as
estimation of false and true-positive rates are
usually based on data obtained from a two-stage
[9]
study.
Two-stage studies have been used extensively in
psychiatry to ease diagnosis of relatively rare
conditions.. [3, 4] First proposed as a research design
by Neyman, the use of two-stage surveys in
psychiatric epidemiology dates back to the 1960s. [4]
Two forms of estimators are commonly used with
two-stage studies in the estimation of prevalence
rates from research data. The first and less
commonly used method is the modeling type
estimator, which is used when auxiliary
information is available in addition to the main
outcome variable. The second and more commonly
used method is the weighting type estimator (or
[4]
standardization estimator).
The weighted
estimator, also referred to as weighted likelihood,
maximizes the inverse probability of weighted sum
of log-possible contributions from observations in
[9]
the second phase.

danger. It is a normal reaction to stress which may
be excessive, intense, irrational and unwarranted.
[10]
In anxiety disorders, the frequency and intensity
of anxiety responses are usually out of proportion
when compared to situations that trigger them. [11]
The prevalence rate of anxiety disorder in breast
cancer ranges between 1% and 49%. [12] This wide
variety of prevalence rates reported from studies
has been linked to differences in designs, methods,
sampling techniques heterogeneity of breast cancer
population and more importantly, the nature of the
instrument used in making the diagnosis of anxiety
disorders.
Several studies have employed either the Schedule
for Clinical assessment for Neuropsychiatry
(SCAN) or the Hospital Anxiety and Depression
Scale (HADS) tools singly or in combination to
identify anxiety, depression and other
neuropsychiatric disorders among diverse
populations of patients with breast cancers in the
[13]
[14,15]
[16]
United States, Australia,
Thailand, Japan,
[17]
[18]
and Germany. Some of the drawbacks reported
with the use of the tools were related to sample
sizes, method of interviewing, selection of patients
(out-patient or in-patient) stage of treatment during
an interview and difficulty in the generalization of
the findings. [19, 20]
There is a dearth of literature on local studies of the
prevalence of anxiety disorders among patients
with breast cancer. However, the clinical relevance
of prevalence studies in these populations cannot
be over-emphasized as the presence of anxiety
disorder in breast cancer patients connotes poor
prognosis since it has been shown to be negatively
associated with quality of life after diagnosis, at the
start of treatment and post-treatment. [21]
The aim of this study was to present a simple
description of how to determine weighted
prevalence of a variable using the analogy of
anxiety disorders in patients with breast cancer.

Methods
Anxiety is a coordinated cognitive, emotional,
physiological and behavioral response pattern that
aids escape from current danger and avoid future
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Subjects
The subjects in this study were made up of female
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patients diagnosed with breast cancer, and
attending the Oncology Out-Patient Clinic of the
Lagos State University Teaching Hospital, Ikeja,
Lagos. The facility is a major cancer referral center
in Lagos, southwestern Nigeria. Potential subjects
were selected using a random sampling method; a
clinic visit list and a random numbers table were
useful in making the selections.
The eligibility criteria included (i) histological
diagnosis of breast cancer, (ii) ages 18 years and
above, and (iii) consent for inclusion in the study.
Excluded from the study were patients with history
of a chronic medical condition that has been
associated with anxiety symptoms or disorder
(such as thyroid disorder), those who were
currently on medications known to cause anxiety
symptoms such as interferon, patients attending
the clinic for the first time for investigative
purposes and unstable patients (critically ill or
deemed unable to respond to the questionnaire).
Ethical approval for the study was obtained from
the Ethical and Research Committee of the Lagos
State University Teaching Hospital, Ikeja. The
study was conducted in accordance with the
principles of the Helsinki Declaration.
Using the Horvitz-Thompson estimator, the
weighted prevalence, ð, is estimated by the
formula:
ð = ? wiyi/? wi
Where wi is the ith patient's sampling weight, yi
represented by 1 if the ith second-phase patient is a
'true' case, or 0 if otherwise, and ? represents 'the
[22]
sum of'. Without going into too many technical
details, the weighted prevalence can be simply
calculated by dividing the weighted number of
[3]
cases by the first-phase sample size.
The prevalence rate of anxiety disorders among
breast cancer patients in Nigeria was not known
from the available literature reviewed. The
prevalence rates have been reported to range
[12, 14between 1% and 49 % across several countries.
17,19-20]

A prevalence rate of 16%, which was reported in a
more recent study in Thailand was used to calculate
the sample size. [16]
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n = 206.5 ≈ 207
Since the study population size, the total clinic
enrollment was less than 10,000, the final sample
size (nf) was obtained after applying the correction
23
factor.
nf = final sample size
n = Sample size in a cross-sectional study as
obtained above
n = estimate of study population =530 (total
number of enrolled breast cancer patients).
n = 148.92
An additional 10% was added to make room for
inadequate responses, making a total of 163.9 but a
total of 200 breast cancer patients were studied.
Procedure
Using a descriptive cross-sectional study approach,
200 female patients were randomly selected
following a systematic sampling method, and
2
2
using the sample size formula [n = (z pq)/d ] for
calculating sample size in cross sectional studies [24];
where z = 1.96, d = 0.05, p = 0.16, and q = 0.84. A
correction factor was applied considering that the
total clinic enrollment was less than 10,000. [23]
The patients were recruited every clinic day by
recruiting every third patient on the clinic list for
the day that met the inclusion criteria and had
registered by 9.00 a.m. while waiting for the
doctors. Each selected patient was requested to fill
the socio-demographic questionnaire, before the
HADS was administered. Those who scored 8 and
above on the anxiety subscale of the HADS were
selected as 'cases' and added to this were 10%
randomly selected subjects who previously did not
score up to 8 using HADS screening instrument for
anxiety disorder. The total number of 'cases' were
then interviewed with SCAN - which represented
the second stage of the study. [25, 26] It took an average
of 20 minutes to complete each relevant section of
SCAN per participant.
Measures
Socio-demographic Questionnaire
This survey questionnaire was used to gather data
concerning the age, gender, marital status,
educational level, occupation, monthly income and
social support. Occupation was classified based on
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the International Standard Classification of
Occupation. [27]
Hospital Anxiety and Depression Scale (HADS)
This is a 14-item rating scale designed to screen for
anxiety and depression in the general population.
[28]
It is a self-administrable questionnaire
containing seven anxiety- and depression-related
items each. The responses are scored on a scale of 0
to 3 and the total score for each of the domains,
anxiety and depression, are computed separately.
Scores from 11 upwards indicate the presence of
anxiety or depression, scores between 8 and 10
points are considered borderline while scores
below 8 signify the absence of anxiety or
[29]
depression. In Nigeria the HADS was validated
by Abiodun and he noted that the optimum cut-off
score was 8 for the anxiety and depression subscales respectively. Abiodun also concluded that
the HADS is useful in detecting psychiatric
morbidity among physically ill patients in
community settings as well as cancer population
[30]
because it does not check for somatic symptoms.
The administration of this instrument is supposed
[28]
to take about five minutes.
Schedule for Clinical Assessment in Neuropsychiatry
(SCAN)
The Schedule for Clinical Assessment in
Neuropsychiatry (SCAN) is a set of instruments
supported by manuals that aim to measure and
classify the psychopathology in psychiatric
disorders of adult life. It is the latest version of
development in the present state examination
(PSE). [31] SCAN has four components, namely: the
th
10 edition of the present state examination, items
group of checklists, the clinical history schedule
and the glossary of definitions.
The first part of PSE 10 section was used in this
study.
The core principle of the PSE, which is also retained
in SCAN, is the preservation of the features of
clinical examination despite the structured nature
of the interview. The interviewer attempts to elicit a
comprehensive list of phenomena present within a
designated time frame and rate the degree of
severity. The examination involves comparing the
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described subjective experience of the respondents
against glossary description of clinical phenomena.
This is then used to generate a clinical diagnosis as
described in the ICD-10 through the use of SCAN
computer software.
Data Analysis
Data analyses were done with the Statistical
Package for Social Sciences (SPSS) version 16. A
precision level ≤ 0.05 was fixed for statistical
significance. The prevalence of anxiety disorders
[3]
was determined by the weighting method.

Results
Patients' characteristics
In Table I, the mean age of the patients was 49.6 ±
11.2 years. The majority (76.5%) of the patients was
married, came from monogamous family setting
(76%) and had less than 5 children (83.0%). About
39% of the patients had tertiary education while
29% just had only primary education. The relatives
were the major sources of support for 66.5% of the
patients. More of the patients were employed at the
time of carrying out the study (59.5%), while 21%
earned less than 30,000 Naira monthly income.
Prevalence of anxiety disorder and the relationship
between HADS classification and SCAN diagnosis of
anxiety disorder
Using HADS with a threshold score of ≥ 8, 53
patients (26.5%) met the criteria for probable
anxiety disorders while the remaining 73.5% had
scores less than 8 (non-cases). At the second stage,
68 patients (all 53 probable cases and randomly
selected 10% of the non-cases) were interviewed
with the SCAN instrument and 38 subjects out of
the 68 met the criteria for the diagnosis of anxiety
disorder. The 38 patients comprised 37 patients
from the HADS probable cases of anxiety disorder,
and just one patient out of the initial HADS noncases.
The relationship between HADS classification and
SCAN diagnosis of anxiety disorder among the
patients is reflected in Table II. About one-quarter
of the patients (n = 53, 26.5%) had HADS scores
suggestive of anxiety disorder. Out of the total 200

10

Anxiety disorders

patients screened using HADS, 53 were positive for
anxiety disorder, while 15 out of the non- cases
were added, thus making a total of 68 participants.
Thereafter, the 68 participants were subjected to the
SCAN instrument to confirm the presence of
anxiety disorder; only 38 (19.0%) participants were
found to have an anxiety disorder. The truepositives tested positive for anxiety disorder using
both instruments, while true negatives tested
negative using both instruments (Table II).

Distribution of anxiety disorders among the participants
diagnosed with the SCAN instrument
Table III shows the distribution of anxiety disorders
(detected using SCAN) among patients with breast
cancer. The largest proportion of subjects with
anxiety disorder had mixed anxiety and depressive
disorders (44.7%), followed by social phobia
(18.4%), panic disorder (13.2%), generalized
anxiety disorder (10.5%), simple phobia (7.9%) and
agoraphobia (5.3%) in descending order.

Table II: HADS and SCAN diagnoses of anxiety disorders among the participants
HADS Classification

SCAN Diagnosis
Anxiety disorder (%)

No anxiety disorder (%)

Total

HADS (Cases)

37 (97.4)

16 (53.3)

53 (77.9)

HADS (Non- cases)
Total

1 (2.6)
38 (100.0 )

14 (46.7)
30 (100.0)

15 (22.1 )
68 (100.0)

Table III: Distribution of anxiety disorders among the participants diagnosed with SCAN
Types of Anxiety Disorder
Agoraphobia
Simple or specific phobia
Social phobia
Mixed anxiety disorder and depressive disorder
Panic attack
Generalized anxiety disorder
Total
Annals of Health Research. Volume 4, Issue No 1, 2018

Frequencies
2
3
7
17
5
4
33

Percentages
5.3
7.9
18.4
44.7
13.2
10.5
100.0
11
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Discussion
This study adopted a two-stage approach using
HADS as a screening tool and SCAN as the
diagnostic tool for anxiety disorders among
women with breast cancer. The HADS
questionnaire served as the initial survey tool for
the first phase, which helped to differentiate the
likely cases of anxiety disorder from the likely noncases. The choice of HADS as the first stage tool
was based on its ease of use, as it was a selfadministrable questionnaire which took less than
15 minutes (on the average) to fill by the
participant.
Although, relatively inexpensive,
HADS may be less accurate in the diagnosis of
anxiety and depressive disorders, hence its choice
as a simple screening tool. [28] On the other hand, the
SCAN instrument was a formal interview required
to further validate the responses derived from the
HADS.
This example represents a 'two-stage' or 'double
sampling' study design where the chance of
selection of patients at the second stage is
completely dependent on the results of the first
stage, and perhaps, additional information
gathered during the first stage. The estimation of
prevalence in a two-stage study is not as difficult as
it is commonly thought. It relies on the use of a
sampling weight, which would be demonstrated
using the results presented earlier. The present
study collected data from two hundred patients
with breast cancer, but the analysis used in
demonstrating this concept was restricted only to
those patients with complete data and proceeded to
the second stage. The data gathered from the results
of the first stage screening and used for random
sampling in the second stage were provided by the
allocation of sampling weights to each subject. This
was given by the reciprocal of the sampling fraction
in stage two.
During the process of data collection from the two
hundred cases, we found 53 likely cases and 147
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likely non-cases. In the second stage of the study, all
of the likely cases (all 53 likely cases), and 15 (out of
147) of the likely non-cases were interviewed.
Using this information, the sampling weights
corresponding to the second stage patients from
both strata were therefore 1 (i.e. 53/53) and 9.8
(147/15) for the likely and non-likely cases
respectively. It is apparent that the sampling
weight indicated how many of the first stage
subjects were 'represented by' each of the second
[3]
stage records. Secondly, each of the patients had
been assigned a sampling weight based on their
HADS status (the likely case/likely non-case)
which was the reciprocal of the sampling fractions.
On the table, there were data for a total of 68
subjects (53 and 15), and the sum of these subjects'
sampling weights was 200, meaning that 68
patients represented the 200 first stage subjects.
Furthermore, each of the participants to whom we
allocated a score of 1 after the SCAN interview was
a 'true' case of anxiety disorder, while 0 represented
otherwise. The multiplication of the total of this
interview group and the total sampling weights
(that is, 47) gave the estimation of the first phase
'true cases' represented by the 38 second stage
cases. Therefore, the estimated prevalence will
apparently be 47/200, which is 23.5%.
The present study yielded findings that supported
the use of two-stage designs despite strong
criticisms suggesting that such analyses are
complicated, and that serious problems with the
method may arise when there are non-responses in
[32]
the second phase of the study.
However, the
Horvitz-Thompson estimator of prevalence used in
this study proved to be an effective, simple algebra
and did not require any special techniques. In
addition, there were no non-responses, further
supporting the fact that it is possible to have
second-stage with no non-responses. This is not to
suggest that two-stage studies completely
eliminate or precisely estimate standard errors, but
to conclude that the precision with which the
prevalence rate of a disease can be measured can be
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much better. The cross-sectional approach and the
exclusion of patients with co-morbid medical
conditions and clinically unstable patients may
have affected the prevalence of anxiety disorders
obtained in the present study, thus the findings
cannot be generalized.
Conclusion
The results of this study show that the prevalence of
anxiety disorders can be determined with greater
precision using diagnostic instruments than it is
possible with the use of screening instruments. The
weighted prevalence of anxiety as a psychological
disorder shows that it occurs significantly
frequently among breast cancer patients. It is
notable that the HADS may be more focused on the
symptoms of anxiety disorders, and may not be a
good diagnostic tool for establishing the diagnosis
of anxiety disorder requiring treatment. It is
recommended that the SCAN is a better diagnostic
tool which clinicians should incorporate into their
routine assessment protocols for patients with
breast cancer, and other forms of chronic illnesses.
Authors' Contributions: FOA1, NOP, FAO2, EAR, OBO, OOD
and AAD participated in the conception and design of study,
data analysis and interpretation. FOA2 participated in
literature search and review and data analysis and
interpretation. FOA1, EAR and AAD drafted the manuscript.
All the authors made substantial contributions to the
intellectual contents of the manuscript.
Conflict of interest: None
Funding: Self-funded
Publication History: Submitted 06-May 2017; Revised 10April 2018; Accepted 22-April 2018

4.

5.

6.

Warszawski J, Messiah A, Lellouch J, Meyer L, Deville
JC. Estimating means and percentages in a complex
sampling surveys: application to a French national
survey on sexual behaviour. Statist Med 1997; 16: 397423.

7.

Chambless LE, Boyle KE. Maximum likelihood methods
for complex sample data: logistic regression and
discrete proportional hazard models. Communications
in Statistics — Theory and Methods. 1985; 14: 1377-1392.

8.

McNamee R. Efficiency of two-phase designs for
prevalence estimation. Int J Epidemiol 2003; 32:
1072–1078.

9.

Kalbfleisch JD, Lawless JF. Likelihood analysis of multistate models for disease incidence and mortality. Statist
Med 1988; 7: 149–160.

10.

National Institute of Mental Health (2007). Anxiety
d i s o r d e r s .
A v a i l a b l e
a t
http:www.nimh.gov/healthinformation/anxietymenu
.cfm. Accessed on 22nd July 2014.

11.

Kilonzo G, Musisi S, Sebit MB, Ndetei DM, Szabo CP.
Anxiety and adjustment disorder in the African.
Textbook of Clinical Psychiatry and Mental Health.
Nairobi: AMREF; 2006: 214-227.

12.

Morasso G, Constantini M, Viterbori P, et al. Predicting
mood disorders in breast cancer patients. Eur J Cancer
2001; 37(2): 216-223.

13.

Stark JL, Avitsur R, Hunzeker J, Padgett DA, Sheridan
JF. Interleukin-6 and the development of social
disruption-induced glucocorticoid resistance. J
Neuroimmunol 2002; 124: 9–15.

14.

Kissane DW, Grabsch B, Love A, Clarke DM, Bloch S,
Smith GC. Psychiatric disorder in women with early
stage and advanced breast cancer: a comparative
analysis. Aust N Z J Psy 2004; 38(5): 320-6.

15.

Love AW, Grabsch B, Clarke DM, Bloch S, Kissane DW.
Screening for depression in women with metastatic
breast cancer: A comparison of the Beck Depression
Inventory Short form and the Hospital Anxiety and

References
1.

2.

3.

Alonzo TA, Pepe MS, Lumley T. Estimating disease
prevalence in two-phase studies. Biostat 2003; 4(2):
313–326.
Leung DHY, Qin J. Semi-parametric prevalence
estimation from a two-phase survey. 18th World
IMACS/MODSIM Congress: Cairns; 2009.
Dunn G, Pickles A, Tansella M, Vazquez-Barquero J.
Two-phase epidemiological surveys in psychiatric
research. Br J Psy 1999; 174: 95-100.

Annals of Health Research. Volume 4, Issue No 1, 2018

Gao S, Hui SL, Hall KS, Hendrie HC. Estimating disease
prevalence from two-phase surveys with non-response
at the second phase. Statist Med 2000; 19: 2101-2114.
Beckett LA, Scherr PA, Evans DA. Population
prevalence estimates from complex samples. J Clin
Epidemiol 1992; 45: 393-402.

13

Fatiregun OA, et al

16.

Depression Scale. Aust N Z J Psy 2004; 38(7): 526-531.

24.

Lueboonthavatchai P. Prevalence and psychosocial
factors of anxiety and depression in breast cancer
patients. J Med Assoc Thai 2007; 90: 2164–2174.

Ohaeri JU, Campbell OB, Lola OD. The emotional
disposition of terminally ill Nigerian patients to their
condition. Orient J Med 1993; 5(4): 115-117.

25.

Olagunju O. Depression among cancer patients
attending oncology clinic in Lagos University Teaching
Hospital. [A dissertation submitted to the National
Postgraduate Medical College of Nigeria in partial
fulfillment of the requirement for the award of
Fellowship of the Faculty of Psychiatry.] Lagos: 2010.

26.

Popoola AO, Adewuya OA. Prevalence and correlates
of depressive disorders in outpatients breast cancer.
Psycho-Oncol 2012; 21(6): 675-679.
Nuhu FT, Odejide OA, Adebayo KO, Yusuf AJ.
Psychological and physical effect of pain on cancer
patients in Ibadan, Nigeria. Afr J Psy 2009; 12(1): 65-70.

17.

Masako O, Shigeto Y, Tatsuo A, Koji T, Yosuke U.
Psychiatric disorders following first breast cancer
recurrence: Prevalence, associated factors and
relationship to quality of life. Japan. J Clin Oncol 2005;
35(6): 302–309.

18.

Anja M, Uwe K. Psychological comorbidity and healthrelated quality of life and its association with
awareness, utilization, and need for psychosocial
support in a cancer register-based sample of long-term
breast cancer survivors. J Psychosom Res 2008; 64(40):
383–391.

19.

Osborne RH, Elsworth GR, Hopper JL. Age-specific
norms and determinants of anxiety and depression in
731 women with breast cancer recruited through a
population-based cancer registry. Eur J Cancer 2003; 39:
755–762.

20.

Saniah AR, Zainal NZ. Mechanisms of endocrine
resistance in breast cancer patients on chemotherapy.
Malay J Psych 2010; 19: 1-6.

21.

Wong WS, Fielding R. Change in quality of life in
Chinese women with breast cancer: changes in
psychological distress as a predictor. Supp Care Canc
2007; 15(11): 1223-1230.

22.

23.

Lehtonen R, Pahicinen E. Practical Methods for Design
and Analysis of Complex Surveys. Chichester: Wiley.
1995.

27.

28.

Zigmond AS, Snaith RP. The hospital anxiety and
depression scales. Acta Psych Scand 1983; 67: 361-370.

29.

Ryde-Brandt B. Anxiety and depression in mothers of
children with psychotic disorders and mental
retardation. Br J Psych 1990; 156: 118-121.

30.

Abiodun OA. A validity study of the Hospital Anxiety
and Depression Scale in general hospital units and a
community sample in Nigeria. Br J Psych 1994; 165: 669672.

31.

World Health Organization. Schedule for Clinical
Assessment in Neuropsychiatry (SCAN). World Health
Organization Assessment, Classification and
Epidemiology, Geneva. 1999.

32.

Prince M. Commentary: Two-phase surveys. A death
is announced; no flowers please. Int. J Epidemiol 2003;
32(6): 1078-1080.

Araoye MO. Research Methodology with Statistics for
Health and Social Sciences. Ilorin: Nathadex
Publishers.2004: 117-120.

This is an Open Access document licensed for distribution under the terms and conditions of the
Creative Commons Attribution License (http://creativecommons.org/licenses/by-nc/4.0). This
permits unrestricted, non-commercial use, reproduction and distribution in any medium provided
the original source is adequately cited and credited.

Annals of Health Research. Volume 4, Issue No 1, 2018

14

