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The nature and scope of depression and its relationship to physical symptom distress and functional status were 
examined in 79 women 3 to 7 months after breast cancer diagnosis. Psychiatric diagnostic criteria for depressive 

disorders and a depression rating scale were used to measure depression. Nine percent of the sample had depressive 

disorder, and 24% had elevated depressive symptoms. Women with elevated depressive symptoms had more physical 
symptom distress (p <.0001) and more impaired functioning (p<.0001) than subjects with depressive disorders and 

without depression. Multiple regression was used to examine the contribution of key variables to functional status. Two 

variables accounted for 35% of the variance in functional status: symptom distress (28%) and depressive symptoms 
(7%) . 
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The occurrence of depression among women with breast cancer has been widely studied, although few generalizations 
can be made about its nature owing to studies that pose a range of purposes using theoretically diverse instruments on 
heterogeneous patient samples. The overlap of physical symptoms induced by breast cancer and its treatment with 
symptoms that characterize depression has impeded understanding as to when depressive symptoms reach significance. 

Outcomes associated with varying types and degrees of depression among women with breast cancer are unclear. Many 
describe depression as a "normal" reaction to the diagnosis of breast cancer, a physically and emotionally upsetting 

event. Based on gaps in knowledge, the purposes of this study were to describe the nature and scope of depressive 
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syndromes, depressive symptoms, and physical symptom distress in women 3 to 7 months after initial breast cancer 

diagnosis and to examine the relationship of depressive symptoms and physical symptom distress to functional status 
outcomes. 

Terms used throughout this study include depressive syndromes, which refer to a specific constellation of symptoms 
that comprise a discrete psychiatric disorder. Additionally, the following types of depressive syndromes are described: 
major depression (a severe, acute depressive episode) and dysthymia (commonly known as depressive personality or 
neurosis). Depressive symptoms will be used to describe varying degrees of depressed feelings, not necessarily 

associated with psychiatric illness. The clinical significance of depressive symptoms related to breast cancer is unknown 

and is an important area for ongoing research. 

Related Literature 
Within the context of a cancer diagnosis, the boundary between normal and abnormal depression is poorly understood. 
Part of the reason may be the fact that it is appropriate to feel sad and depressed in the face of a potentially life
threatening medical condition, and the boundary between normal and abnormal symptoms remains undefined (Boyd & 

Weissman, 1981) . There is often an overlap between symptoms of depression and the symptoms associated with the disease 

process, treatment, or illness progression. Additionally, much of the literature on classification of depressive 
phenomena has been rooted within the discipline of psychiatry. The study of depression within a medical framework 

has led to the isolation of severe forms of primary depression, described as genetically determined, heterogeneous 
entities, unrelated to a precipitant stress and amenable to somatic treatment (Akiskal & McKinney, 1975) . Conversely, 

depression occurring secondary to cancer has been described as a crisis response, ranging from normal sadness to 
severe depressive statesCHolland, 1989) . 

Studies report widely variable rates of "significant depression" among subjects with breast cancer from a low of i.5% 
(Maraste, Brandt, Olsson, & Ryde-Brandt, 1991) (well below general population rates) to a high of 57% (Sachs et al., 1995). A review of 25 

studies showed that "significant" depression was defined in a variety of ways, including requiring intervention, scoring 
above an established cutoff on a particular rating scale, judged by an observer, or meeting specific psychiatric criteria. In 
addition to the range of measures used, studies were conducted on diverse populations in terms of stage of disease, 
treatment, and accompanying symptoms; thus, few generalizations can be made regarding depression in a population 
with breast cancer. 

Early studies supported the notion that mastectomy was associated with high levels of depression (Bard & Sutherland, 1955; 

Morris, Greer, & White, 1977) . However, these studies were conducted when mastectomy was the treatment of choice and the 

range of treatment for breast cancer was limited. In contrast, Lasry et al. C1987) reported twice as many depressive 

symptoms among subjects receiving breast conservation plus radiation when compared with subjects receiving 
mastectomy, likely a result of the fatigue associated with radiotherapy. Similarly,Fallowfield, Baum, and Maguire (1987) 

examined psychiatric morbidity including DSM-III diagnostic criteria for depression among 53 mastectomy and 48 
lumpectomy plus radiation patients. Similar rates of depression were found for both groups, but more concern 
regarding fear of recurrence and anxiety were found in the lumpectomy group. Again, because lower rates of depression 
were expected in the breast conservation group, findings were attributed to the radiation and its known effects on 
enhancing fatigue and diminished energy. 

Although adjuvant chemotherapy or hormonal therapy was previously reserved for women with Stage II breast cancer 
(positive axillary lymph nodes), its use in treating Stage I negative node disease is increasingly recommended, especially 
for women at known high risk. A recent and well-publicized randomized clinical trial was stopped abruptly because of 
the significant disease-free, recurrence-free survival advantage of 10% seen in node-negative women receiving adjuvant 
treatment over those who did notCNational Cancer Institute, 1988). Frequently experienced side effects among women receiving 
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adjuvant treatment for breast cancer include nausea and vomiting, weight gain, alopecia, fatigue, and diminished 
energy. Because the adverse effects from chemotherapy are so well-known, chemotherapy can be profoundly 
distressingCHouldin & Lowery, 1992 ), and many women experience reactive depression while receiving it (Rowland & Holland, 1989). 

Owing to the expected nature of somatic and affective changes secondary to cancer illness and treatment, understanding 
when symptoms of depression reach clinical significance is inherently difficult. Physical symptoms imposed by illness 
and treatment often coexist with somatic symptoms pathognomic to depressive syndromes. The coexisting and often 
competing nature of somatic and depressive symptoms (treatment of physical problems often assumes priority in the 

oncology treatment setting) has led to a lack of understanding regarding the significance of depressive symptoms among 
cancer patients as well to the assumption that depression is an appropriate response to a physically and emotionally 
disruptive chronic illness.Mechanic (l976) noted that a woman's symptoms may limit her activity and may interfere with 

role obligations. However, the relationship of cancer and treatment-related symptoms to depressive phenomena and 
their impact on functional status outcomes is not well understood. According to one study, up to a third of patients 
experienced depressive symptoms severe enough to impair functioning for over a year after primary surgery (Morris, 1979). 

Increasingly, intensive cancer therapies used to treat breast cancer can produce severe and sometimes life-threatening 
side effects, an inability to tend to self-care needs, and often total dependence on caregiversCSarna & Mccorkle, 1996). In one 

study, patients reported that physical symptoms related to cancer and its treatment, particularly diminished stamina, 

resulted in problems meeting personal and work obligations. The possible role of depression in this process remains 
unclear. Some suggest that depression interferes with optimal functioningCMorris, 1979). Graydon C1988) found high rates of 

depression to be predictive of functioning in a sample of lung and breast cancer patients after radiation therapy. 
However, others report that diminished functioning, secondary to illness and treatment, enhances the potential for 
depression (Cella et al., 1987); and still others report that, although a significant relationship between affect and functioning 
is evident, the direction of the relationship is unclear and causation cannot be concludedCNorthouse & Swain, 1987). 

A recent large-scale study specifically examined and compared outcomes associated with depressive disorders, 
depressive symptoms, chronic medical conditions, and no chronic conditions (Wells et al., 1989). Data from 11,242 

outpatients at three healthcare sites were collected. The findings demonstrated significant morbidity associated with 
depressive symptoms and further point to the need to expand the study of depression among the medically ill to include 
depressive symptoms that do not qualify for disorder status. Patients with either current depressive disorder or 
depressive symptoms in the absence of disorder tended to have worse physical, social, and role functioning; worse 
perceived current health status; and greater bodily pain than patients with no chronic conditions. Depression and 
chronic medical conditions had unique and additive effects on patient functioning (Wells et al., 1989). 

Sample 
The sample included 79 women recruited from a large urban tertiary care center in a mid-Atlantic state who had been 
diagnosed and treated surgically for breast cancer within the previous 3 to 7 months. A total of 96 women were 
determined eligible for interview. Eligibility criteria included English-speaking women who received a first cancer 
diagnosis within the past 3 to 7 months and were over 21 years of age. Eight women could not be reached, and another 9 
refused to participate. Demographic and clinical characteristics of the refusers were statistically similar to the study 
sample of the total of 79 women who consented to participate in the study(82% of those eligible). The time from 
diagnosis to the time of interview ranged from 3 to 7 months (M = 157 days, SD= 28.6). The sample ranged in age from 
25 to 85 years (M = 54.9 years,SD = 12.7); 37% of the sample were over the age of 60 years. The majority of the sample 
was White (83.5%), married (70%), and well educated (M=14.7 years, SD= 2-4); all were ambulatory. Forty-four 
percent of the sample were employed outside the home, and 51% had annual incomes above $so,ooo. Two subjects had 
no health insurance. Ninety-eight percent of the sample reported a religious affiliation. 
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Table 1 presents a summary of selected clinical information. Ninety-six percent of subjects had surgery before the 

interview. Sixty-two percent had mastectomies; 34% had lumpectomies. Of the 39% of subjects who received radiation 

after surgery, 70% had completed it 1 month or more before the interview. Of the 41% of subjects who received 

chemotherapy after surgery, 79% were receiving it at the time of the interview and 33% of subjects were receiving 
tamoxifen at the time of the interview. Seventy-five percent of subjects self-reported early-stage disease. Forty-five 

percent reported other medical conditions. Six percent were under the care of a mental health professional at the time of 
the interview. Two subjects had histories of psychiatric hospitalization. Thirty-eight percent of subjects had a prior 
personal experience with breast cancer through a close friend or relative. All subjects' Cognitive Capacity Screening Test 

scores were above 20 (M = 29.01, SD= i.93), indicating that they were cognitively intact. 

Table 1 

Instruments: Each interview took 30 minutes to 1 112 hours. A structured format was used that included administering 

instruments in the same order for each interview to minimize interviewer bias. 

Demographic Data Sheet: The demographic data sheet, developed by the investigator, requested standard 

demographics as well as items such as concurrent medical illnesses, past experience with breast cancer through friends 
or relatives, medication intake, and who was responsible for choosing the subject's primary breast cancer treatment. 

Depressive Disorders: The depressive disorders section of the Diagnostic Interview Schedule (DIS), designed to make 
DSM-IIIR diagnosesCRobins, Helzer, Croughan, Williams, & Spitzer, 1987), was used to evaluate the presence of depressive disorders, 

including major depression and dysthymia. This highly structured and comprehensive interview permitted formulation 
of psychiatric diagnoses according to DSM-IIIR criteria. The DIS has been validated for use in medically ill patientsCGoli 
& Shelp, 1989). A unique aspect of the DIS is that nonpsychiatric personnel can be trained to conduct interviews. Face-to

face and telephone administered versions of the depression section of the DIS have been found to be equivalentCWells, 
Burnam, Leake, & Robins, 1988). 

Depressive Symptoms: The Center for Epidemiological Studies of Depression (CES-D) (Center for Epidemiologic Studies, National 

Institute of Mental Health, 1976) is a short 20-item self-report scale designed to measure the presence and severity of 

depressive symptoms. The total score ranges from o to 60 with a score of 16 often used as a cutoff point to screen for the 
presence of depressive disorder (Weissman, Sholomskas, Pottenger, Prusoff, & Locke, 1977). The reliability of the CES-D has been 

tested on clinic populationsCRadloff, 1977) and on probability samples of households in three communities (Radloff, 1977; 
Weissman et aL, 1977; Roberts, l98o; Vernon, 1980). Results of these investigations indicated that the scale has high internal 

consistency reliability, acceptable test-retest stability, and good construct validity in both clinical and community 
samples. Internal consistency reliability(Cronbach's alpha coefficient) for the current sample was .91. 

Physical Symptom Distress: The Symptom Distress ScaleCMcCorkle & Young, 1978) was used to measure physical symptom 

distress secondary to cancer illness and treatment effects. Symptom distress is defined as the degree of discomfort from 
specific disease or treatment related symptoms as reported by the patient. The scale contains 13 symptoms, each rated 

within a 5-point Likert-type format ranging from 1(normal or no distress) to 5 (extensive distress). Total Symptom 

Distress was obtained as the unweighted sum of the 13 scales, a value that can range from 13 to 65. Higher scores denote 
higher levels of symptom distress. Internal consistency estimates indicate the scale was reliable with coefficient alphas 
ranging from o.82 (Mccorkle & Young, 1978) to o. 79CMcCorkle & Quint-Benoliel, 1983) . Internal consistency reliability (Cronbach's 

alpha coefficient) for the current sample was .78. 
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Functional Status: The Enforced Social Dependency Scale (ESDS)CBenoliel, Mccorkle, & Young, 198o) was used to measure 

functional status, defined as needing help or assistance from other people in order to perform activities or roles that 

under ordinary circumstances an adult can do alone. The ESDS contains self-care items judged as central to performing 
as a normal adult (eating, dressing, walking, traveling, bathing, and toileting); 3 items address issues of social 

competency in the roles of spouse, employee, and recreations; and one item addresses level of consciousness. Each 

personal activity item is rated on a 6-point scale, each social activity item is rated on a 4-point scale, and level of 

consciousness is rated on a 3-point scale. The total ESDS score is the sum of all items and can range from 10 to 51, with 

higher scores indicating greater impairment. Initial validity and reliability were established on 60 patients with 
progressive chronic illnessesCBenoliel et al., 1980). The coefficient alpha was .90. Internal consistency and test-retest 
reliability estimates indicate that the scale is reliable (Mccorkle et al., 1989; Moinpour, Mccorkle, & Saunders, 1988; Naylor, 1990). 

Internal consistency reliability (Cronbach's alpha coefficient) for the current sample was .77. 

Organic Mental Impairment: Screening for mental status impairment to minimize the confounding nature of mental 
status impairment on depressive phenomena was performed using the Cognitive Capacity Screening Test (Jacobs, Bernhard, 

& Delgado, 1977), which contains 30 items, each of which was scored 1 point if answered correctly. Content includes 

orientation, digit span, concentration, serial 7s, repetition, verbal concept information, and short-term verbal recall. 
Subjects who score below 20 are considered to be cognitively impairedCJacobs et al., 1977). Several validation studies with 
multiple populations have been reported (Jacobs et al., 1977; Kaufman, Weinberger, Strain, & Jacobs, 1979; Omer, Foldes, Toby, & Menczel, 1983; 

Nelson, Fogel, & Foust, 1986). All subjects in the current study scored above 20. 

Procedure 
Before approaching subjects, two clinical nurse specialists with master's degrees were trained by the principal 

investigator regarding the use and administration of research instruments and conducted interviews. Mock interviews 
were conducted until 100% interrater reliability was achieved using the Diagnostic Interview Schedule for DSM-III-R 

depressive diagnoses. 

Potential subjects were approached by telephone 3 to 7 months after breast cancer diagnosis regarding study 

participation. At the time of initial contact, verbal consent was obtained for a telephone interview. Formal written 

consent was obtained through the mail. 

To ensure the adequacy of the telephone interview procedure, 10 interviews were conducted in person, and the results of 

those interviews were compared with 10 randomly selected telephone interviews. There were no significant differences 
in any of the study variables. 

Results 
Mean score on the CES-D was 1i.47 (SD= 8.86, range= o to 39). Nineteen subjects (24%) scored above the cutoff point 

of 15 (16 or greater) on the CES-D, which was used to screen for clinical depression. Using the Diagnostic Interview 

Schedule, 5 subjects (6.3%) received a current diagnosis of major depression; 2 subjects (2 .5%) received a current 

diagnosis of dysthymia. Five subjects (6.3%) had a history of major depression, 2 of whom also received a current 
diagnosis of major depression. Four subjects (5%) had a history of dysthymia that was in remission at the time of the 
interview. In total, 14 subjects (17.7%) had a past history of or a current depression according to DSM-IIIR criteria. 

Fourteen subjects (17.7%) who scored 16 or greater on the CES-D did not receive a current DSM-IIIR diagnosis, and two 
subjects who scored 15 or below on the CES-D did receive a DSM-IIIR depressive diagnosis (major depression and 
dysthymia). Using DIS diagnoses as the criterion measure, the sensitivity of the CES-D (the ability of the instrument to 

distinguish subjects with and without depressive disorder) was 70%. The specificity of the CES-D (the instrument's 
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accuracy in selecting individuals with depressive disorder) was 80%. The instrument's positive predictive power (ability 
to predict those with current depressive disorder) was 26.3%, and its negative predictive power (ability to predict those 

without depressive disorder) was 93.5%. 

Scores on the symptom distress scale ranged from 13 to 40 (M = 2i.42, SD = 5.8). In general, the sample reported 
physical symptom distress in the low-to-moderate range. Fatigue was the most common symptom and also the most 
severe, followed by outlook, pain, appearance, insomnia, and concentration. 

Scores on the Enforced Social Dependency Scale ranged from 10 to 27(M = 17.25, SD= 4.5). Pearson's correlation 
coefficient describing the relationship between depressive symptoms and functional status was -48 (p < .001). Pearson's 
correlation coefficient for depressive symptoms and symptom distress was .56 (p < .001). The sample was then divided 

into three groups: Group 1, depressive syndrome only(n = 7); Group 2, depressive symptoms (n = 14) (those who scored 
16 or greater on the CES-D and who were without depressive syndrome); and Group 3, no depression (n = 58). One-way 
analysis of variance(ANOVA) showed a significant difference between mean functional status scores for subjects with 

and without depressive phenomena F (2,78) = 8.7,p < .001. A Scheffe post hoc analysis indicated that a significant 
difference existed only between the depressive symptom group(M = 21) and the no depression group (M = 16.10)(p < 
.05). There was no significant difference in functional status between Group 1-depressive disorder (M = 19-4) and Group 
3-no depression. Despite the wide differences in group size, assumptions for the use of AN OVA existed: The three 
groups were mutually exclusive; functional status scores were normally distributed; and groups displayed homogeneity 
of variance. The occurrence of depressive syndrome in Group 1 was consistent with the prevalence in the general 
population; thus, even with a substantially larger overall sample, there would have been large discrepancies in the group 

sizes. For the ANOVA, a power of .94 was reached to detect an effect size of-43 with an alpha set at .05. This effect size is 
considered large byCohen C1988). 

Stepwise multiple regression was used to identify the relative contributions of depressive symptoms, symptom distress, 
and clinical and demographic variables to functional status. Overall, 35% of the variance in functional status was 
accounted for by symptom distress and depressive symptoms. Despite significant correlations among major study 
variables( correlations between depressive symptoms and physical symptom distress[r = .56], depressive symptoms and 
functional status [r= -49D; and physical symptoms and functional status [r =.53]), inspection of the multiple correlation 
coefficients did not show multicollinearity. According to Kerlinger & Pedhazur(i973), only correlations of greater than .60 

introduce the possibility of multicollinearity when using stepwise multiple regression. Symptom distress entered the 
equation first and accounted for 28% of the variance(R2 = .278, F = 27.7, p <.00001); followed by depressive symptoms 
that accounted for an additional 7% of variance in functional status (R2 = .346, R2 change = .070, F = 18.8, p <.00001). 
The overallR2 of .346 translates to an effect size of -42, which could be detected at a power of .99 with an alpha set at 
.05. This effect size is considered moderate by Cohen (i988). 

Subjects who received chemotherapy before or after surgery (47%) were not more depressed but had significantly more 
symptom distress (t = 3.64, df = 77, p < .0001) and poorer functional status (t = -2.60, df = 77, p = .011) than subjects 
who did not receive chemotherapy. To examine demographic and clinical differences between depressed and 
nondepressed subjects, the depressive disorder and depressive symptom groups were combined (n= 21). The depressed 
group was significantly younger (M = 47.9) than the nondepressed group (M = 56.9) (t = -2.88,df = 77, p = .005), was 
more likely to have had a mastectomy ex= 7.71, df = 1, p = .005), were not likely to be treated with radiation therapy ex 
= 4.80, df = 1,p = .026) , and had more prior negative experience with breast cancer through friends or relatives (Fisher's 
two-tailed exact test,p = .004) 

Discussion 
Correlations between major study variables suggest some conceptual overlap and may warrant a cautions approach 
toward interpretation of results. However, the absence of multicollinearity did not effect the results of the multiple 
regression procedure and indicated the distinct nature of the variables. In fact, patients who received chemotherapy had 
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similar levels of depressive symptoms but significantly higher levels of symptom distress compared with those who did 

not receive chemotherapy. This highlights the separate nature of depressive symptoms and physical symptom distress in 

this sample. Individuals were able to differentiate between physical symptom distress and depressive symptoms, 

although there are overlapping aspects inherent in each experience. 

Although the mean depression score was below the cutoff point of 15 used to screen for depressive disorders, findings 

suggest that low-level depressive symptoms are clinically important and deserve attention. In addition, almost one 

quarter of the sample had depressive symptoms above 15. Both of these findings highlight depression as an important 

issue in women with breast cancer, long after the immediate postsurgical period has passed. 

The top quartile of individual depressive symptoms in terms of frequency and severity on the CES-D were affective 

rather than neurovegetative in nature. The following symptoms occurred in the greatest number of subjects: 

unhappiness, sadness, lack of enjoyment in life, hopelessness, and depressed feelings. Similarly, the top quartile of 

severity of depressive symptoms in order of severity were also affective in nature: feelings of unhappiness, feeling not as 

good as others, hopelessness, lack of enjoyment in life, and sadness. The symptoms rated as most severe on the 

Symptom Distress Scale included fatigue, poor outlook, increased pain, negative feelings regarding appearance, 

insomnia, and poor concentration. The fact that the physical symptoms reported by the sample are often characteristic 

of depression, coupled with the affective nature of depressive symptoms, suggests the importance of recognizing the 

psychological components of depression as opposed to believing that depression is merely a manifestation of the 

physical aspects of breast cancer and its treatment. 

Clinicians confronted with ambiguous symptoms are likely to interpret them within diagnostic paradigms most 

consistent to their theoretical orientation. Consequently, physical problems and depression, especially if there are 

overlapping manifestations, are often interpreted and treated inappropriately. This risk is especially great when 

depressive symptoms result from a medical condition, during advanced illness when physical symptoms are severe, or 
when a depression manifests itself primarily through neurovegetative symptomsCShulberg et al., 1985). Despite the fact that 

almost one quarter of the sample reported significant depressive symptoms, rates of depressive disorder were far lower 
and were consistent with rates of major depression and dysthymia among the general population (Regier et al. , 1988). When 

the efficiency of the CES-D is evaluated against diagnoses of depressive disorder made by the Diagnostic Interview 

Schedule, its sensitivity and specificity were acceptable. However, the small number of subjects with depressive disorder 

necessitate caution when interpreting these results. Nonetheless, the ability of the CES-D to predict depressive disorder 
was poor. Some authors suggested raising the cutoff point of the CES-D in medically ill samples in order to enhance its 
efficiency as a screening instrument (Schulberg et al. , 1985; Weissman et al. , 1977). Assessment of the relationship between 

symptom scale scores and depressive disorders as they are understood in primary psychiatric patients suggests that they 
are poorly correlated (Kathol et al. , 199o)_ The underlying assumption regarding the practice of correlating scale scores with 

criteria-based diagnoses to determine their validity is that criteria-based diagnoses of depression are inherently better 

than other methods in the medically ill. Results from the current study suggest that this may not be true. 

Several studies support the association between depressive symptoms and poor functional status in the medically ill 
(Mossey, Knott, & Craik, 1990; Colon, Callies, Popkin, & McGlave, 1991; Wells et al., 1989). Additionally, although raising the cutoff point of 

depression scales may improve their ability to predict depressive disorders, it minimizes the clinical significance of less 

severe symptom profiles. 

A major point to be considered in light of the limited predictive power of the CES-D for accurately identifying patients 

with depressive disorder is the meaning of high CES-D scores that do not lead to a diagnosis of depressive disorder. 
Ganguli et al. (i983) analyzed the efficiency of the CES-D for DIS diagnoses in a sample of medical, primary care patients and 

found that significantly more patients with false-positive findings that with true-positive findings described their 

symptoms to be of short duration. Because the DIS requires symptoms to be of a 2-week duration before they are 
diagnostically relevant, a proportion of false-positives may evolve into true-positives over time. Similarly, Wells et al. (l992

) 

compared the course of depression over 2 years in 626 subjects with major depression, dysthymia, or depressive 

symptoms with no current depressive disorder. Individuals with depressive symptoms but without depressive disorder 
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had a high level of limitation in daily functioning and a high incidence of major depression over 2 years. Another factor 
that may contribute to the high false-positive rate found in this and other studiesCShulberg et al., 1985) is the high response 

rate of medically ill subjects to six CES-D symptoms that do not contribute to a DIS diagnosis depressive disorder (items 
8, 10, 14, 15, 16, and 17). These items describe feelings ofloneliness, fearfulness, crying spells, lack of friendliness in 

others, nonenjoyment of life, and hopelessness about the future, respectively. Within the context of the uncertainty 
associated with with cancer, these symptoms may characterize depression in that population. The CES-D's poor positive 
predictive power among cancer patients may stem in part from structural and conceptual differences between its 
approach and that of the DIS (Shulberg et al., 1985). 

Study findings are consistent with others (Wells et al., 1989; Wells, Burnam, & Rogers et al., 1992 ) who report that patients with 

depressive symptoms, even in the absence of disorder, have poor functioning. Wells et al C1989) also demonstrated that the 

effects of depressive symptoms and chronic medical conditions are additive and that their combined impact is about 
twice of what either condition produces on its own in terms of functional limitation. Future study demands attention to 

these issues. 

The findings of Wells et al. C1992 ) suggest that depressive symptom severity (simple counts of depressive symptoms) and 

functional status outcomes should be used to classify depressive phenomena. Although they do not propose eliminating 
the disorder classification schema, this new schema could begin to identify further classifications of depression, and 

according to the authors, could be as powerful in predicting outcomes as the DSM-IIIR classification system. This could 
be particularly important among medically ill patients who are likely to present with complaints about physical 
symptoms and functioning rather than disturbances of mood. As criteria for diagnosing depressive disorders have 
become more stringent, several individuals with medical illnesses including cancer have been excluded from diagnosis. 
Although it is appropriate for depressive disorders and symptoms to be differentiated, the current study suggests that is 
inappropriate for depressive symptoms to be ignored. 

Although some researchers have suggested that older individuals experience less distress related to a cancer diagnosis 
and treatment than younger peopleCEdlund & Sneed, 1989), this assumption should be viewed with extreme caution. 

Significantly fewer subjects over 60 years of age received chemotherapy when compared with their counterparts under 
age 60. Similarly, few subjects over 60 years of age opted for reconstructive surgery. Findings suggest less rigorous 
treatment for older patients and, hence, potentially less physical distress and depression. These issues raise questions 
regarding the association between age and depression among women with breast cancer as well as the effect of age on 
treatment options and course of illness. It is possible that an instrument such as the Geriatric Depression Scale would be 
more sensitive to depression in older women. Further study demands attention to these issues. 

Limitations 
Limitations of the study include the use of a homogeneous sample. As stated, subjects were predominately White, well 

educated, financially secure, and insured. Studies examining the relationship of factors such as race, socioeconomic 
status, and insurance status to depressive phenomena will be important during these times of dramatic changes in 
healthcare delivery. The influence of social support on major study variables was not examined and deserves inclusion 
in future studies. Finally, despite the fact that a study objective was to determine the impact of study variables on 
functional status outcomes, a cause and effect relationship is not assumed. 
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