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Depression is amongst the main causes of disability worldwide,
leading to personal suffering and increased mortality. The US Na-
tional Comorbidity Survey revealed a 12-month prevalence of major
depressive disorder of 6%, with a lifetime prevalence of 16%, while
high comorbidity exists with anxiety disorders, substance use dis-
orders and impulse control disorders [1]. In any twelve-month period,
more than half the patients with major depressive disorder are
diagnosed with an additional anxiety disorder. Patients with comorbid
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depression and anxiety disorders experience more severe symptoms,
have a longer time to recovery, use more healthcare resources and have
poorer outcome than do those with a single disorder [2]. Seedat
et al. [3] found that, across cohorts from 15 countries, women
developed depression almost twice as frequently as men.

When comorbid with medical illness, depression increases the
symptom burden and functional impairment, and worsens medical
outcomes [4]. Early studies of depression in the medically ill used
patient self-report and varied measures, with a heterogeneous mix of
hospitalized medical and surgical patients, and reported prevalence
rates ranging from 20 to 30% [5]. In 1987, a retrospective review of
263 000 patients from 327 hospitals found that 24% of those receiving
a psychiatric consultation were depressed [6]. However, Snyder
et al. [7], using both clinical interview and DSM-III-R criteria
reported less depression (6%), but more adjustment disorder with
depressed mood (14%), in 944 medically ill patients referred for
psychiatric consultation.

Wells et al. [8] examined Epidemiological Catchment Area Study
data regarding mental disorders amongst persons with at least one of
eight chronic medical conditions. Six-month and lifetime prevalence
rates of mental disorders were increased in those with versus without
medical illness (25 and 42% versus 17 and 33%). Thirteen per cent of
the chronically medically ill had a lifetime diagnosis of affective
disorder versus 8% of those free from medical illness.

Lifetime rates of depression in patients with neurological condi-
tions range from 30 to 50% [9]. Prevalence rates of depression in
patients with other medical or systemic illnesses show a variable
picture, with the highest rates observed with endocrine disturbances
such as Cushing’s disease and surprisingly low rates documented in
end-stage renal disease.

PREVALENCE OF DEPRESSION IN CANCER PATIENTS

Using DSM-III criteria through a structured clinical interview, the
Psychosocial Collaborative Oncology Group (PSYCOG) was one of
the first groups to carefully determine the prevalence of mental
disorders in 215 randomly selected hospitalized and ambulatory adult
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cancer patients in three cancer centres [ 10]. Forty-seven per cent of the
patients evaluated had clinically apparently psychiatric disorders.
Of these patients, over two-thirds (68%) had adjustment disorders
with depressed or anxious mood, 13% had a major depression, 8% had
an organic mental disorder, 7% had a personality disorder, and 4% had
a preexisting anxiety disorder. The authors concluded that nearly 90%
of the mental disorders observed were reactions to or manifestations of
disease or treatment. Personality and anxiety disorders can complicate
cancer treatment, and were described as antecedent to the cancer
diagnosis. This epidemiologically sound study has remained the gold
standard for many years.

Many research groups have assessed depression in cancer patients
along the years [10-69], and the reported prevalence varies quite
widely (major depression 3 to 38%; depression spectrum syndromes
1.5 to 52%). The following databases were searched to retrieve
references published between 1965 and 2009: PubMed, Embase,
CINAHL (nursing), PsycINFO, Scopus, Science Citation Index/So-
cial Sciences Citation Index, Cochrane Evidence Based Medicine
database. The searches were limited to English language references
and to studies with more than 100 subjects, where this information was
indicated. Table 1.1 shows the 60 studies with more than 100 patients
that provided information about the number of patients interviewed
and cancer type(s), evaluation methods, and per cent with depression
or affective syndromes. Most authors reported patient gender and
hospitalization status. The reported prevalence varies significantly
because of varying conceptualizations of depression, different criteria
used to define depression, differences in methodological approaches
to the measurement of depression, and different populations studied.

In early, typically cross-sectional studies, the rate of depression was
usually reported for adults with mixed types and stages of cancer.
Depression was reported by severity (borderline, mild, moderate,
severe, and extreme), or by a symptom such as depressed mood, or by
some of these diagnostic categories: major depression, minor depres-
sion, depressive disorder, adjustment disorder with depressed mood,
or dysthymia, limiting our ability to compare studies. Although many
research groups reported the gender and age (usually older) of study
subjects, findings usually were not reported by demographic variables,
and racial minorities were always underrepresented.
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A limitation of many studies is that the effects of cancer treatments
and non-cancer related variables that affect mood are not accounted for.
For example, although drugs can cause depression in some people,
research groups usually have not presented data about cytotoxic drug or
hormone use when describing their findings.

Several papers from Nemeroff’s group [70-72] acknowledge the
many reasons why it is difficult to compare studies (different defini-
tions of depression, cancer type or stage, time since diagnosis, varying
cancer treatments, personal history of depression and treatment for
depression), but importantly, they underscore several general obser-
vations. The severity of medical illness, as manifested by significant
pain, declining performance status, or the need for ongoing treatment,
is associated with a high risk of comorbid depression. Whether high
rates of depression associated with some cancers are due to the
pathophysiologic effect of the tumour (i.e. cytokine or paraneoplastic
syndromes associated with breast, pancreas, testis or lung cancers),
treatment effects or other unidentified factors remain to be discerned.
Nonetheless, we confidently conclude that cancer, exclusive of site, is
associated with a rate of depression that is higher than in the general
population.

Cancer types highly associated with depression include brain
(41-93%) [57, 63], pancreas (up to 50%) [11], head and neck (up
to 42%) [52], breast (4.5-37%) [45, 55], gynaecological (23%) [74]
and lung (11%) [40]. A large cross-sectional study of 8265 adult
outpatients revealed higher levels of mixed anxiety/depression symp-
toms in patients with stomach (20%), pancreatic (17%), head and neck
(15%) and lung (14%) cancers [73]. A lower prevalence of depression
is reported in patients with other cancers, such as colon (13%) [11] and
lymphoma (8%) [19].

DeFlorio and Massie reviewed 49 studies of the prevalence of
depression in individuals with cancer with a particular emphasis on
gender differences [75]. Twenty-three studies found no gender differ-
ences in the prevalence of depression at a significance level of p < 0.05.
However, 10 research groups found either gender differences in
subsets of patients, non-significant trends, or differences in other
parameters such as psychiatric morbidity, anxiety and denial.

In their study of 808 cancer patients, Kathol et al. [26] found women
were more depressed than men using Research Diagnostic Criteria;
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however, this finding did not persist when DSM-III criteria were
applied. Sneed et al. [31] found no gender differences in depression,
anxiety, hostility, somatization, general psychological distress, or
psychological well-being. Fife et al. [76] also found no significant
differences in depression in male and female cancer patients; however,
they found that women made a more positive adjustment to cancer.

DEPRESSION BY CANCER TYPE
Depression in Women with Breast Cancer

Breast cancer is the cancer most studied in terms of psychosocial
effects. The reported prevalence of depression ranges from 4.5% to
37%. One of the larger studies [68], examining 3321 early stage
Danish breast cancer patients, recently found a 13.7% prevalence of
major depression 12-16 weeks after surgery (17.9% in 18-35 year
olds and 11.2% in 60—69 year olds). Independent risk factors for the
development of depression included younger age, social status,
ethnicity, comorbidity, psychiatric history, physical functioning,
smoking, alcohol use and body mass index (BMI). Kissane
et al. [39],in 303 early stage and 200 metastatic breast cancer patients,
found prevalence rates of major depression of 9.6 and 6.5% respec-
tively. Fatigue, a past history of depression, and cognitive attitudes of
helplessness, hopelessness or resignation were significantly associat-
ed with depression in both groups.

Some research groups have assessed the duration of psychological
distress in breast cancer patients. In a prospective study of 160 women
awaiting breast surgery, Morris et al. [12] found a 22% prevalence of
depression in women who had a mastectomy for breast cancer. This
prevalence persisted at two years, compared to an 8% prevalence of
depression in those with benign disease. One five-year observational
cohort study of 222 early stage breast cancer patients [77] revealed
prevalence rates for depression and anxiety of 33% at diagnosis, 15%
after one year and 45% after a recurrence was diagnosed.

Few researchers have correlated patients’ history of depression with
current depression and/or functioning. In a study of 303 relatively
young (mean age 46) women with early (Stage I or II) breast cancer at
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3 months after breast surgery, using a structured diagnostic interview,
Kissane et al. [39] found that a past history of depression was
associated with current depression. They also noted that women with
few psychological symptoms and good emotional adjustment to
cancer may have refused participation in the study, because these
women were also being recruited into an intervention study. Pasa-
creta [78] reported findings on a homogenous sample of 79 women
evaluated with the Diagnostic Interview Schedule and the Center for
Epidemiological Studies Depression Scale, three—seven months after
their diagnosis of breast cancer. Women with elevated depressive
symptoms had more physical symptom distress and more impaired
functioning than subjects without depression.

Depression in Women with Gynaecological Cancer

In a systematic review which included 18 studies of psychological
distress in ovarian cancer patients, Arden-Close et al. [79] found
strong evidence for a relationship of younger age, more advanced
disease at diagnosis, more physical symptoms and shorter time since
diagnosis with increased levels of anxiety and/or depression. In the 12
studies rated as methodologically good, 21-25% of patients scored
above the clinical cut-off for depression. In examining depression in
ovarian cancer patients, Goncalves et al. [80] noted that persistent
clinical depression tended to be not prevalent (6%), and that the
highest prevalence was at the beginning of treatment. Neuroticism and
the use of antidepressants were independent predictors of depression.
For women with gynaecologic cancer, Evans et al. [74] found a 23%
prevalence of depression and a 24% prevalence of adjustment disorder
with depressed mood.

Depression in Patients with Head and Neck Cancer

Head and neck malignancies carry high risks of morbidity and
mortality, with disease and treatment factors contributing substanti-
ally to disfigurement and loss of vital functions, such as eating,
breathing and communicating. A systematic review of 52 studies
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found that depression is present throughout the trajectory of illness in
patients with oropharyngeal cancers. Depression rates were highest at
the time of diagnosis (13-40%), during treatment (25-52%), and at
six-month follow-up (11-45%); the levels decreased three years after
diagnosis (9—27%) [81]. Other correlates of depression in this review
included: patient characteristics (male, unmarried, less education,
history of past and current smoking, young age, lower physical
functioning and low social supports); patient physical symptoms
(pain, fatigue, insomnia and anorexia); and treatment characteristics
(combined and aggressive treatments).

de Leeuw et al. assessed the predictive values of numerous
pre-treatment variables [52]. Tumour stage, gender, depressive
symptoms, openness to discuss cancer in the family, available
support, received emotional support, tumour related symptoms, and
size of an informal social network were calculated six months to
three years after treatment. They concluded that these variables
could be used to accurately predict which head and neck cancer
patients were more likely to become depressed up to three years
after treatment.

Hammerlid et al. [41], studying 357 head and neck cancer patients,
found that those who reported a higher level of mental distress had
lower performance status and more advanced disease.

Depression in Patients with Lung Cancer

Lung cancer has often been associated with higher levels of distress
and depression than other tumour sites. In a study of depression and
anxiety in 129 lung cancer patients, before and after diagnosis,
Montazeri et al. [40] found that 10% of patients had severe anxiety
symptoms and 12% had symptoms of depression at first presentation
to their pulmonary physician. Depression, but not anxiety, increased
by 10% at follow-up. Hopwood and Stephens [45] studied 987 lung
cancer patients and found that depression was common and persistent,
and that it was more prevalent for those patients with more severe
symptoms and functional limitations. Depression was also more
prevalent in patients with small cell lung cancer than non-small cell
lung cancer.
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In a study of 129 newly diagnosed patients with non-small cell lung
cancer, using a clinical interview that generated a DSM diagnosis,
Akechi et al. [50] reported a high prevalence of mental disorders.
The most common psychiatric disorder at baseline was nicotine
dependence (67%), followed by adjustment disorders (14%), alcohol
dependence (13%), and major depression (5%).

Depression in Patients Undergoing Stem-Cell
Transplantation

Loberiza et al. [82] prospectively studied 193 adults who received
autologous or allogenic hematopoietic stem-cell transplantation using
the Short Form-36 and the Spitzer Quality of Life Index Scale. The
authors controlled for patient, disease and transplantation prognostic
factors, but unfortunately, no standardized measure of depression was
utilized. Thirty-five per cent of the patients satisfied the authors’
criteria for depressive syndrome, which was associated with high
mortality in the 612 month period after transplantation.

Depression in Brain Tumours

In addition to the difficulty adjusting to an illness that contributes to
considerable morbidity and mortality, psychiatric problems in brain
tumour patients can also be directly caused by the disease process as
well as by treatment, including chemotherapy, radiation and corti-
costeroids. Arnold et al. [63] found that 41% of 363 brain tumour
patients had depressive symptoms, as assessed by a modified version
of the Brief Patient Health Questionnaire. Female gender, lower
education, lower tumour grade and previous psychiatric disorder were
predictors of depression. Although not significant, being unmarried
and having a past/current medical illness trended toward being
predictors of depression. Although based on symptoms, Litofsky
et al. [57] found that 93% of 598 high-grade glioma patients reported
depressive symptoms in the early post-operative period, compared to
15% recognized by their physicians, highlighting the potential for
underdiagnosis of depression in this population. Of 60 brain tumour
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patients, Pelletier et al. [83] found that 38% scored in the clinically
depressed range on the Beck Depressive Inventory-II. Although
depression, fatigue, emotional distress and existential problems were
interrelated, depression was the most important independent predictor
of quality of life, emphasizing the importance of its recognition and
treatment.

Depression in Patients with Lymphoma, Pancreatic,
Gastric and Colon Cancer

Studies of the prevalence of depression in adults with lymphoma,
pancreatic, gastric and colon cancers are fewer in number [84]. Wide
ranges in the reported prevalence of depression are noted but, in
general, patients with lymphoma, gastric and colon cancer have a
lower prevalence of depression than those with pancreatic cancer.

DEPRESSION IN ADVANCED CANCER AND PALLIATIVE
CARE

Depression is common in patients with advanced cancer [85], yet all
too often remains underdiagnosed and undertreated [86]. The barriers
facing healthcare professionals in this area are considerable. One of
them is the common misconception that it is normal for patients with
advanced cancer to be sad. Yet, despite such barriers, we must not lose
sight of the fact that depression is an independent predictor of poor
survival in advanced cancer [87]. Furthermore, it reduces quality of
life and prolongs hospitalization [8§8]. Most importantly, depression in
advanced cancer is treatable, and validated assessment tools have been
developed to facilitate diagnosis.

Due to variation in diagnostic criteria, prevalence estimates vary
widely from 5 to 26% for major depression and from 7 to 26% for
minor depression in those with advanced cancer [89-91]. The highest
prevalence rates of depression have been observed in patients with
cancers of the pancreas, head and neck, and breast [92]. Brintzenhofe-
Szoc et al. [73] conducted a large cross-sectional study in an outpa-
tient setting to determine the cancer specific prevalence of both pure
depression and mixed anxiety/depression. The highest prevalence of
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pure depression was in patients with pancreatic cancer, while the
highest prevalence of mixed anxiety/depression was in those with
cancer of the stomach.

A past history of depression is the greatest risk factor for developing
major depression in advanced cancer [90]. Pain, poor functional
status, limited social network and younger age are also important
risk factors [91]. Psychological concomitants promoting depression
include the emotional impact of the advanced diagnosis, medication
side effects, progression of cancer with its associated disability, and
cerebral dysfunction [92].

Depression in advanced cancer not only reduces quality of life, but
also shortens survival time, reduces compliance with treatment and
prolongs hospitalization [87, 93, 94]. It also places a considerable
psychological burden on carers and family members [95]. It can lead
to a desire to hasten death in terminally ill cancer patients [96, 97].
Recent studies have suggested that depression is not only associated
with interest in physician-assisted suicide, but also instability of this
interest. When confronted with a request for assisted suicide, the
possibility of depression should always be considered [98].

There are no universally accepted criteria for diagnosing depression
in the terminally ill patient. Given the neurovegetative features asso-
ciated with advanced cancer, difficulties arise when deciding which of
the somatic symptoms identified in the DSM-IV criteria are attribut-
able to depression and which are due to cancer [93]. Endicott suggested
that the somatic symptoms should be replaced by other criteria in the
cancer setting [94]. Others encourage an inclusive approach to somatic
symptoms if they are severe and proportionate to the illness [99].

Patients often find it difficult to disclose emotional concerns with
medical professionals, who themselves may find it difficult to raise
such issues [97, 100]. As a result, depression frequently goes unde-
tected in advanced cancer. Given these difficulties, there has been an
increasing interest in the development of assessment tools [101]. Such
screening instruments are not diagnostic and only serve to identify
those patients with symptoms suggestive of depression. When patients
are identified by screening, further assessment may be required before
treatment is commenced.

Although there remains no ideal screening questionnaire for
identifying depression in advanced cancer, the Hospital Anxiety
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and Depression scale (HADS) devised by Zigmond and Snaith [102]
remains one of the most widely used tools. The HADS is a concise,
self-reported questionnaire with 14 items, and was originally in-
tended as a screening tool for medical patients. The HADS excludes
physical and emotional indicators of depression and instead focuses
on those relating to anhedonia — the inability to experience pleasure
from normally pleasurable experiences. Although the HADS appears
to perform well in those receiving active anti-cancer treatment, it
performs less well in those with progressive disease [103]. This in
turn results in a limited sensitivity and specificity when the HADS is
used alone as a screening tool [104].

The Edinburgh Depression Scale (EDS), an assessment tool origi-
nally designed to screen for postnatal depression in the community,
has also shown much promise [105]. This tool also excludes somatic
symptoms of depression and replaces those with questions on worth-
lessness, subjective sadness, and suicidal ideation. The inclusion of
questions relating to self harm may be particularly discriminating and
represents an independent indicator of depression [106]. One study of
palliative care patients using the EDS found that a cut-off threshold of
13 had a sensitivity of 0.79, a specificity of 0.81 and a positive
predictive value of 0.53 using ICD-10 criteria for depression [107].
This compares with a sensitivity of 0.77 and a specificity of 0.85 for
the HAD scale [108]. More recently, a Brief Edinburgh Depression
Scale (BEDS) has been validated, which is more discriminating for
depression in patients with advanced cancer than the original 10-item
scale. The BEDS has a sensitivity of 0.72, a specificity of 0.83 and a
positive predictive value of 0.65 [109]. This tool is now widely used in
the palliative care setting when screening for depression [87].

There is strong evidence to suggest that depression is not only
underdiagnosed but also undertreated in advanced cancer [110]. There
remains a weak correlation between detection of a depressive disorder
and actual treatment [111]. The single most important barrier to
treatment is the common misconception that it is normal for patients
with advanced cancer to be sad. Other barriers to effective treatment of
depression in advanced cancer include pre-conceived ideas that
psychological treatment is better than pharmacological measures,
and attitudes of therapeutic nihilism, that is, nothing works at this
stage [112]. In those situations where antidepressant medication is
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commenced, it is frequently done so at inadequate doses or too late for
a therapeutic effect to take place [113]. One survey conducted in UK
palliative care units found that 76% of antidepressants were started in
the last two weeks of life [113].

DEMORALIZATION

Despite the increasing focus on mood disorders in cancer care, the role
of meaning in understanding the illness experience has been some-
what neglected. Here the concept of demoralization comes to the fore.
Frank [114] described demoralization as a persistent inability to cope,
together with feelings of helplessness, hopelessness, meaninglessness,
subjective incompetence and diminished self-esteem. Obviously, de-
pression and demoralization are closely related, both in their phenom-
enology and our understanding of how they develop. Although de-
moralization may be a precursor or even co-exist with depression, the
two are essentially different constructs. The central feature of depres-
sion is pervasive anhedonia and a loss of consummatory pleasure in the
present moment. This contrasts with demoralization, where the indi-
vidual retains the capacity to enjoy the present moment, but the future
is perceived to be without value — there is a loss of anticipatory
pleasure [115]. The demoralized feel inhibited in action by not
knowing what to do, feeling helpless and incompetent; the depressed
have lost motivation and drive even when an appropriate direction of
action is known.

Frankl [116] noted that, for life to have meaning, it must offer the
experience of self-transcendence. He recognized that meaning can
also be found in suffering by transcending the moment to understand
the fullest impact of the experience. Engel [117] presented lucid
descriptions of demoralization in his ‘giving up-given up syndrome’.
While studying psychological states that predispose people to become
sick, he and his colleagues observed this syndrome, which was
thought to precede physical illness. This was commonly precipitated
by a loss and was characterized by a physiological slowing of bodily
functions such as reduced heart rate and the affects of helplessness and
hopelessness. But does physical illness lead to demoralization or vice
versa? The available evidence appears to suggest that both may
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occur [118]. Frank emphasized the central importance of mobilizing
hope to induce healing and described a restoration of morale as the
critical aspect underpinning success [114].

Although several possible diagnostic criteria have been proposed
for demoralization, it has not yet been defined in the DSM. de
Figueiredo [119] highlighted that, in this multi-axial system, demor-
alization includes symptoms of anxiety and depressive disorders
(axis I), is affected by personality traits (axis II), is clearly to be
associated with physical health problems (axis III) and is related to the
level of functioning (axis V). Many demoralized individuals are
inadequately labelled as suffering from ‘adjustment disorders’ for
lack of a better term and to satisfy third-party payers who demand a
diagnostic label. This type of confusion occurs because our current
diagnostic systems fail to recognize four perspectives of every person:
his/her disease, behaviour, illness and life story. Demoralization is
intimately related to a person’s life story. One suggestion was made
that demoralization could replace stressful life events in axis IV [119].
But such events are circumstances that are external to the individual,
and simply listing them under axis IV, or reducing demoralization to a
V-code, tells us nothing about the internal struggle of the person
exposed to the stress [120].

Morale can vary across a spectrum of mental attitudes, ranging from
disheartenment (a mild loss of confidence) to despondency (starting to
give up) and despair (losing hope), before eventually reaching the state
of demoralization (having given up) [121]. Whilst the initial stages of
this spectrum represent a comprehensible response to adversity, the
later stages are pathological through their maladaptiveness, the extent
of personal distress and the potential to generate greater harm through
further deterioration.

Kissane ef al. [121] emphasized the clinical importance of demor-
alization as a concept. Contrary to the original definition of Frank,
Clarke and Kissane’s review [122] concluded that demoralization can
be distinct from depression — depressed patients experience anhedo-
nia, whereas demoralized patients experience subjective incompe-
tence. Kissane et al. [121] proposed criteria for the demoralization
syndrome (see Table 1.2).

This concept was aided by the development of a tool to measure
demoralization, the Demoralization Scale [123]. In a cohort of
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Table 1.2 Proposed diagnostic criteria for the demoralization syndrome
(adapted from Kissane et al. [122]).

A. Affective symptoms of existential distress including loss of meaning and
purpose in life or hopelessness

B. Cognitive attitudes of pessimism, helplessness, sense of being trapped,
personal failure, or lacking a worthwhile future

C. Conative absence of motivation to cope differently

D. Associated features of social alienation or isolation and lack of support

Allowing for fluctuation in emotional intensity, these phenomena persist

across more than two weeks

F. A major depressive or other psychiatric disorder is not present as the
primary condition

m

patients with advanced cancer, this 24-item, self-report questionnaire
demonstrated good reliability and strong concurrent validity with
measures of existential distress, hopelessness and depression. Of
particular interest was the observation that the two items closest in
content to suicidal ideation, ‘life is no longer worth living’ and ‘I
would rather not be alive’, load strongly on the loss of meaning
subscale. The dimensions of the phenomenology of demoralization
are captured in the tool’s subscales: dysphoria, disheartenment, loss of
meaning, helplessness and sense of failure. Other cohorts of palliative
care patients have permitted the differentiation of depression with
anhedonia from depression with demoralization [124].

Clarke et al. [125] compared 125 patients with metastatic cancer
and 126 patients with motor neurone disease (MND) on a range of
physical and psychosocial measures as they approached the end of
life. The MND patients were younger, had greater social contacts, but
were more physically impaired, while the cancer patients had more
pain and were on more medication (opioids, steroids, and other
analgesics). Although the Beck Depression Inventory scores were
similar in the two groups, MND patients had significantly higher
scores for demoralization, hopelessness, and suicidal ideation. Cancer
patients, on the other hand, scored significantly higher on anhedonia.
This difference in the quality of depression was argued to represent a
difference in illness experience of the two groups, which has relevance
for the ways we treat depression in the medically ill.
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The concept of demoralization clearly has profound implications
for clinical practice [126, 127]. Recent evidence suggests that, when
allowance is made for demoralization to be comorbidly present with
depression, prevalence rates between 20 and 30% for demoralization
are seen across studies, with higher rates in advanced cancer than in
early cancer states [128]. In the UK, a multi-centre, longitudinal study
into the prevalence of depression and demoralization in patients
with advanced cancer has recently been undertaken by Lloyd-
Williams et al. A sample of 629 patients, aged from 21 to 94 years,
was recruited from hospice and palliative care day units in the northern
part of England and parts of North Wales. Thirty-two per cent of
patients had a diagnosis of breast cancer, 17% of gastrointestinal
cancers and 17% cancers of the lung; 67% were female. On Eastern
Cooperative Oncology Group (ECOG) performance scores, 69%
had scores of 1 or 2, indicating that they were ambulatory patients.
Thirty-four per cent of the cohort stated they had experienced depres-
sion previously and 32% of participants scored 10 or more on the
Patient Health Questionnaire, indicating a diagnosis of major depres-
sion. Patients also completed the Royal Free Spirituality Scale.
Preliminary findings confirm that demoralization and depression are
strongly positively correlated, while negatively correlated with spiri-
tually. Spirituality appears to provide the meaning to counter
demoralization.

CONCLUSIONS

Depression is common in adults with cancer, and frequently co-exists
with anxiety and pain. It has been challenging to study because
symptoms occur on a spectrum that ranges from sadness to major
affective disorder, and mood change is often difficult to evaluate when
a patient is confronted by repeated threats to life, is receiving complex
cancer treatments, is fatigued, and/or is experiencing pain. Untreated
depression, nevertheless, results in significant morbidity and mortali-
ty. Although the prevalence of depression varies across the 60 studies
of at least 100 cancer patients cited in this chapter, ranging between
1.5 and 52%, there should be no doubt that cancer is associated with a
high degree of depression.
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Depression is especially common in patients with advanced cancer,
in whom it is frequently missed and therefore not treated. The
diagnosis of depression in this population represents a particular
challenge given the vegetative features associated with advanced
cancer. The impact of the illness on the morale of the patients allows
insight to be gained into sources of meaning in their life, which
informs the choice of treatment.

Future research must focus on establishing diagnostically reliable
criteria, developing standard instruments for measuring depression,
correlating past psychiatric history of depression and anxiety with
current mood, characterising the causative role of antineoplastics in
depression, and identifying biological markers for depression. There
is much to do to enhance the quality of life of patients with cancer and
prevent the onset of depression.
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