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Abstract

Objective: The present study focused on psychological distress and symptoms of
depression among a sample of patients attending an outpatient breast cancer clinic in
South Africa. The authors also sought to identify the predictors of distress and depression by
using demographic, medical, and psychosocial variables, including perceived and received social

support.

Methods: A convenience sample of breast cancer patients was recruited from the
Breast Clinic at a hospital in the Western Cape, South Africa. Participants (N = 201) were
asked to complete a questionnaire battery consisting of, inter alia, the Center for
Epidemiological Studies-Depression Scale, the Hopkins Symptom Checklist, and the Berlin Social
Support Scales.

Results: More than one-third of participants scored in the elevated ranges on the Center for
Epidemiological Studies-Depression Scale and Hopkins Symptom Checklist, indicating that
distress and symptoms of depression were a concern for a sizable minority of participants.
Regression analysis showed that body change stress and perceived social support were significant

predictors of both psychological distress and symptoms of depression.

Conclusions: Distress and depressive symptoms are prevalent among South African
breast cancer patients, especially those with higher body change stress and lower perceived
support. For breast cancer patients who are distressed or have symptoms of depression, social
support, information, psychosocial counseling, and in some cases, referral for medication
management and cognitive psychotherapy is indicated. This article calls attention to the need
for psychosocial services directed at supporting patients receiving care at breast clinics in
South Africa.
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1 | BACKGROUND

In South Africa, it is estimated that 77,440 new cases of cancer,
excluding nonmelanoma skin cancer, were diagnosed in 2012 with a
projection of 87,222 for 2015. In 2011, there were 7086 histologi-
cally diagnosed cases of breast cancer in South Africa, which
constituted 20.62% of all new cases of cancers in that year.! Most
oncologists in South Africa work in the private sector, which caters
to the minority of patients who can afford private health care.? There
are insufficient public health care oncology clinics to serve those

patients in need of treatment who occupy the lower income strata

of society. Psychosocial care for these patients is minimal to

nonexistent.

1.1 | Distress among breast cancer patients

In many oncology settings, especially in low and middle income
countries, psychological distress, including symptoms of depression
and anxiety, is likely to go undetected and thus untreated.® However,
breast cancer is a life-threatening condition that is often associated
with considerable psychological distress.* Distress and depression are

highly interrelated due to the overlap in negative affectivity in
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general.® Yet, specific depressive symptoms such as anhedonia may
produce distinct variance that is unique to the symptom picture for
major depression.® We examine these 2 highly related outcomes sepa-
rately with the assumption that there exists a gradation of magnitude
in their clinical relevance. The distinction between distress as a
subthreshold clinical phenomenon and depression as a psychiatric
condition is important. Subclinical psychological distress is often self-
limiting and specific to the circumstances that precipitate it, while
major depression is a circumscribed nosological entity for which
specific diagnostic criteria are applicable. Distress has been shown to
be common among breast cancer patients.>” The implications for the
clinical management of distress vary and may include no psychosocial
intervention, information about the clinical course of cancer and treat-
ment options, family and social support, and psychosocial counselling.®
Evidence-informed treatments for major depression, on the other
hand, usually include medication management, specifically serotonin-
specific reuptake inhibitors, and cognitive psychotherapy.’

1.2 | Depression among breast cancer patients

Scores on self-report measures of depression that fall in the clinically
significant range may indicate the need for follow up evaluation. In a
systematic review of depressive symptoms among breast cancer
patients, the prevalence of depressive symptoms as measured by the
Center for Epidemiological Studies-Depression Scale (CESD), the Beck
Depression Inventory, and the Hospital Anxiety and Depression Scale
was found to range from 9.4% to 66.1%, with an overall prevalence
of 29.9%.%° In a review of the epidemiology of symptoms of depres-
sion after breast cancer, prevalence among patients ranged from 10%
to 25%, depending on the method of assessment.! A possible reason
for a higher average prevalence rate in these studies is the use of self-
report inventories that assess depressive symptoms rather than diag-

nostic interviews for major depression.

1.3 | Predictors of distress and depression among
cancer patients

Various factors are predictive of emotional distress, including tumor
stage,'? young age,* disturbance related to changes in body image,®
and form of treatment (receiving chemotherapy rather than radiation
therapy). Body-related distress specifically related to hair loss from
chemotherapy, mastectomy, and body weight changes following diag-
nosis and treatment is a well-documented phenomenon reported by
many breast cancer patients.'*

Social integration and social support have featured prominently as
predictors of well-being in breast cancer patients. Social integration
refers to the structure of social relationships, including the magnitude
and density of networks.® Social integration was shown to be a very
consistent correlate of longer survival in samples of patients with
cancer.® Social support pertains to the quality of anticipated or past
supportive interactions with network members.” An important
distinction is made between perceived (available) support, which is mea-
sured prospectively and pertains to a relatively stable expectation that
help from network members will be available when it is needed, and

(actually) received support, ie, retrospective reports of support

exchanges in the past. Perceived social support has been shown to be
consistently associated with a range of positive health outcomes,
including relative risk for mortality from cancer.!® Received social
support, on the other hand, is less consistently associated with distress
indicators and has even been shown to be associated with anincrease in
psychological distress in some studies.'® A number of explanations for
this phenomenon have been proposed, namely, spurious relationships
in the sense that a third variable (eg, life events) enhances both received
support and psychological distress, support receipt's potential costs to
self-esteem, and inequitable support interactions causing distress.*’
The distinction between perceived and received support, their relatively
modest variance overlap, and their differential predictive power of
indicators of psychological distress have long been acknowledged and
bear importance for the design of support interventions.!”:2%21
However, only rarely have both indicators of support been examined
together as predictors of outcomes in breast cancer patients.??

Psychosocial research on the relationship between distress,
depression, and social support among cancer patients in low and mid-
dle income countries, including South Africa, remains sparse. In this
study, we sought to determine the levels of distress and symptoms
of depression as well as their psychosocial correlates among a sample
of South African women receiving treatment for breast cancer.

2 | METHOD

2.1 | Participants

The study was conducted at the Breast Clinic in the Division of Radia-
tion Oncology at a public hospital in South Africa where patients were
referred from surrounding clinics. Eligibility criteria for this study
included the ability to speak and understand English or Afrikaans. Prior
to participation, patients were asked to sign an informed consent form.
The study was approved by the Stellenbosch University Health
Research Ethics Committee (IRB approval number N15/08/077), and
permission was granted by the relevant health authority.

2.2 | Procedures

Participants were recruited into the study by means of convenience sam-
pling. As patients presented themselves for treatment, they were invited
to participate in the study. Once they registered at the clinic reception,
they were handed a flyer informing them of the study and inviting them
to meet with a researcher in a private room at the clinic. Patients who
agreed to meet with the researcher were given details about the study
and were invited to participate. Once the patient provided informed con-
sent, she was asked to complete a battery of questionnaires in a private
office at the breast clinic. The participants received a grocery voucher
valued at $4.00 as token of appreciation for enrolling in the study.

23 |
231 |

Instruments

Demographic variables

The participants completed a demographic questionnaire that asked
about age, marital status, health history, family life, employment status,

and income.
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Cancer-specific information was obtained from chart notes and con-

Medical information and body change stress

sultation with the oncology staff. This information included stage of
cancer, date of diagnosis, occurrence and date of detected metastases,
and recurrences. Cancer stage and time since diagnosis were investi-

gated as independent variables in the domain of medical indicators.

233 |

Body change stress was assessed with the breast impact of treatment

Body change stress

scale.?® This 13-item scale with a single factor was developed to mea-
sure psychological stress associated with negative and distressing
thoughts, emotions, and behaviors that result from breast cancer and
surgery. The participants indicate the frequency of stress-related cog-
nitions relating to disease- or treatment-associated bodily changes on
a 4-point response scale (0, 1, 3, and 5). In the present study, the alpha
reliability was .93.

2.3.4 | Psychological distress

The 25-item version of the Hopkins Symptom Checklist (HSCL-25)%*
was used to assess global psychological distress. The scale has been
shown to have high internal consistency and high concordance with
other similar measures.2* Scores above the standard cut-point of 44
on the HSCL are commonly assumed to indicate clinically significant
psychological distress.?® In the present study, internal consistency as

measured by Cronbach alpha was .95 for the total scale.

235 |

Depressive symptoms were assessed by using the CESD revised.?® The

Symptoms of depression

CESD revised has 20 items that measure symptoms of depression as
defined by the Diagnostic and Statistical Manual, Fifth Edition. A cut-
point of 216 indicates the likelihood of clinical importance. It has been
used extensively among cancer patients.?” In the present study, the
internal consistency of the CESD as measured by Cronbach alpha
was .95.

23.6 |

We used 4 subscales of the Berlin Social Support Scales?® to assess

Social support

social support: perceived emotional and instrumental support and
received emotional, instrumental, and informational support. We col-
lapsed the subscales into 2, namely, perceived social support and
received social support, due to high intercorrelations among the sub-
scales. The alpha reliabilities for 2 subscales were .89 and.88,
respectively.

3 | DATA ANALYSIS

The data were analyzed in the Statistical Package for the Social Sci-
ences, version 24. Marital status was created as a binary variable (mar-
ried or living together in a marriage-like relationship/ not-married or
living together in a marriage-like relationship). Income was scored in
gradations of family income from below US$ 200 per month to above
US$1200.

We calculated the mean scores and frequencies of the HSCL and

CESD and used the relevant cut-off scores to determine clinically

significant levels of psychological distress and depression by means
of t tests. We calculated zero-order correlations among the variables
and then sought to determine predictors of psychological distress
and depression by constructing separate hierarchical regressions with
psychological distress or depression as the outcome variables. The pre-
dictors were entered in 3 blocks. In the first block, we entered the
demographic variables, namely, income, age, and education. In the sec-
ond block, we entered the medical variables, namely, stage of cancer,
time since diagnosis, and body change stress. In the third block, we
entered the support-related variables, namely, perceived social support

and received social support, and marital status.

4 | RESULTS

4.1 | Description of the sample

The total sample consisted of 201 female breast cancer patients,
whose average age was 55.70 years (SD = 11.61; range: 27-83). Of
the sample, 6.5% indicated their race as African, 71.1% stated they
were “colored” (a mixed race designation), 21.9% were White, and
0.5% were Indian. More than one-third of the participants stated they
were married (37.6%), 22.3% were widowed, 17.8 were divorced, 3.5%
were separated, and 18.8% stated they were single. In terms of living
situation, 44.8% of the participants stated that they lived with other
adults and children, 23.9% lived with other adults, 18.9% lived with
children, 10.4% lived alone, and 2.0% lived in an institution or retire-
ment home. Most participants had attended high school, although only
23.3% had passed grade 12, 8.4% attended tertiary education but did
not graduate, and 6.9% had graduated from a tertiary institution. Most
participants were poor: 43.3% earned less than R2500 per month
($190), 24.9% earned between R2500 and R5000 ($190 to $370),
13.8% earned between R5000 and R10,000 ($370 to $740), 5.3%
earned between R10,000 and R15,000 ($740 to $1100), and 3.7%
earned above R15000 ($11,000).

42 |

Of the sample, 14.6% had a diagnosis of stage 1 cancer, 51.7% had
stage 2, 27.5% had stage 3, and 6.2% had stage 4. Also, 76.9% were

in remission and were receiving aromatase inhibitors, and 23.1% were

Cancer diagnosis

receiving active treatment. The mean time since first diagnosis was
248.3 weeks (SD = 254.77; range 7.3 to 1263.3 weeks). Mean body
change stress was M = 23.95 (SD = 20.82).

4.3 | Psychological distress

We found a non-significant difference between the HSCL sample
mean of 41.86 (SD = 15.67; range = 25-100) and the commonly used
cut-point of 44 (t(180) = -1.84; P = .067), indicating that on average,
distress scores were elevated. Also, 34.3% of the sample scored above
44 on the HSCL, indicating that at least one third of the sample expe-

rienced clinical distress.
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4.4 | Depressive symptoms

We found a non-significant difference between the CESD sample
mean of 15.53 (SD = 17.16) and the commonly used cut-point of 216
(t(185) = -0.38; P = .71). Also, 36.6% scored in the elevated range,
indicating that for one-third of our sample, symptoms of depression

were clinically significant.

4.5 |
451 |

Table 1 presents the correlation coefficients among the variables of

Predictors of distress and depression

Bivariate correlations

interest. As assumed, distress and depressive symptoms were highly
correlated (r = 0.85) as were perceived and received support
(r = 0.65). We found significant correlations between distress and
age, stage of cancer, body change stress, time since diagnosis, and
perceived and received support. We also found significant correlations
between depressive symptoms and income, age, cancer stage, body

change stress, and perceived and received support.

TABLE 1 Bivariate correlation matrix of variables

452 |

The various regression diagnostics,

Regression diagnostics

including the Cook's and
Mahalanobis distances, and variance inflation factors were within the
acceptable range for regression analysis.

453 |

Table 2 presents the regression model summaries with the distress and

Predictors of psychological distress

depressive symptoms as criterion variables. The linear combination of
the predictors explained 39% of the variance in psychological distress,
a moderate effect size. Table 3 shows that body change stress and
perceived social support were unique significant predictors of

psychological distress.

454 |

The linear combination of the predictors significantly explained 30% of

Predictors of depressive symptoms

the variance in depressive symptoms. As can be seen in Table 4, body
change stress and perceived support were the only variables that

uniquely predicted symptoms of depression.

(1) (2) (3) (4) (5) (6) (7) (8) 9) (10) (11)
(1) Monthly income 1
(2) Age -.125 1
(3) Education level 527 -177* 1
(4) Stage of cancer -.166* -.013 -.098 1
(5) Body change stress -.137 -.360** .030 -.022 1
(6) Time since diagnosis (weeks) 062 351** .075 -.112 -.239** 1
(7) Perceived support -.033 .085 -.143* -.002 -.235** .030 1
(8) Received support .052 .092 -.130 .051 -267** .007 .652** 1
(9) Marital status 409** -.113 116 -.090 -.106 -.059 .105 124 1
(10) Distress -.131 -.289**  -.008 169* 499*  -186*  -404* -413"* -095 1
(11) Depressive symptoms -.159* -.251**  -.053 .195* 468" -.146 -.338**  -281"* -.049 847 1
Note. 148 < N < 202.
*P < .05.
**P < .001 (all 2-tailed). Income was coded 1 to 5. Education was coded 1 to 6. Time since diagnosis was coded in weeks.
TABLE 2 Model summary with distress and depressive scores as criterion variables
Outcome Model Predictors R R Square Adj R Square R Square Change F Ratio F Change
Distress 1 Demographic variables 0.28 0.08 0.05 0.08 3.30 3.30
2 Demographic and medical variables 0.54 0.30 0.26 0.22 7.96 11.71**
3 Demographic, medical, and social variables 0.66 0.43 0.39 0.14 9.37 8.89**
Depressive symptoms 1 Demographic variables 0.29 0.86 0.06 0.09 3.66 3.66
2 Demographic and medical variables 0.54 0.29 0.25 0.20 7.76 10.94**
3 Demographic, medical, and social variables 0.59 0.35 0.30 0.06 6.75 3.65*

Note. 121 < n < 122 due to missing data.

*P < .05.

**P < .01.

Demographic variables: income, age, and education level.

Medical variables: cancer stage, time since diagnosis, and body change stress.

Social variables: perceived and received support and marital status.
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TABLE 3 Predictors of distress (Hopkins Symptom Checklist, HSCL)
Unstandardized Coefficients Standardized Coefficients

Model B Standard Error B t P
Constant 78.20 11.60 6.74 .00
Income 0.03 1.32 .00 0.03 .98
Age -0.06 0.11 -.04 -0.51 .61
Education -1.57 1.08 =A% -1.46 15
Stage of cancer 1.05 1.56 .05 0.67 51
Time since diagnosis -0.00 0.01 -.04 -0.47 .64
Body change stress 0.28 0.06 .37 4.47 .00
Perceived social support -8.36 3.43 -.27 -2.44 .02
Received social support -4.49 3.17 -.15 -1.42 .16
Marital status -1.87 2.57 -.06 -0.73 47

Note. n = 121 due to missing data.

*P < .05.

*p < .01.

Demographic variables: income, age, and education level.

Medical variables: cancer stage, time since diagnosis, and body change stress.

Social variables: perceived and received support and marital status.

TABLE 4 Predictors of depressive symptoms (Center for Epidemiological Studies-Depression Scale, CESD)

Unstandardized Coefficients Standardized Coefficients

Model B Standard Error B t P
Constant 39.90 14.19 2.81 .06
Income =31 1.66 -.07 -0.68 .50
Age -0.08 0.14 -.05 -0.60 .55
Education -1.94 1.29 -.14 -1.50 .14
Stage of cancer 2.92 1.90 12 1.54 .13
Time since diagnosis 0.00 0.01 .01 0.13 .90
Body change stress 0.33 0.08 .38 426 .00
Perceived social support -10.49 417 -.30 -2.52 .01
Received social support 0.71 3.89 .02 0.18 .86
Marital status 0.55 3.17 .02 0.17 .86

Note. n = 122 due to missing data.

5 | DISCUSSION

We found elevated levels of distress and symptoms of depression
among the participants in the study, which, on average, approached
the clinically significant range. Just over one-third of the participants
reported psychological distress that fell in the elevated range on the
HSCL, similar to findings among American breast cancer patients.*
We also found elevated symptoms of depression among our sample.
More than one-third of our participants (36.6%) had scores that fell
in the elevated range on the CESD, similar to other studies.** This
finding indicates the clinical significance of these symptoms and the
likely need for follow-up interventions.

As was expected, the correlation between distress and depressive
symptoms was high, as both these constructs are presumably driven by
negative affectivity.” We chose to investigate distress and depressive
symptoms separately as these variables are conceptually distinct from

each other. Distress is often self-limiting and specific to the

circumstances that give rise to it; ie, it may be considered a
normal response to a life-threatening illness. Further, given the nature
of the sample (ie, economically disadvantaged with poor access to
psychosocial services), it is possible that distress and depressive
symptoms would be related to problems other than cancer, such as
poverty and limited access to services and amenities.

High levels of distress and depressive symptoms may impede the
ability to provide informed consent to treatment, to engage in medical

decision-making,” or to adhere to treatment,3°

and are by all accounts
a significant barrier to quality of life. Yet, it is unclear that psychological
treatment is always indicated for distressed individuals as spontaneous
remission may occur.

We found significant bivariate correlations of age, stage of cancer,
body change stress, time since diagnosis, and perceived and received
social support with distress and depressive symptoms. In the regres-
sion analyses, body change stress and perceived social support

remained unique predictors of distress and depressive symptoms.
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The objective predictors, including income and medical variables such
as cancer stage and time since diagnosis, were non-significant in
explaining unique variance in either distress or depressive symptoms.
It is likely that psychological variables are based on cognitive appraisals
and are thus more proximal to the outcome variables than are distal
medical indicators or socioeconomic status.

Body change stress emerged as a significant predictor of both dis-
tress and symptoms of depression. This finding is not surprising as
changes in body image such as such as hair loss from chemotherapy,
disfiguration due to mastectomy, and body weight changes due to treat-
ment have been well documented among breast cancer patients.'*

We were surprised that younger age was related to both out-
comes in zero-order correlations. However, it did not remain a signifi-
cant unique predictor of either psychological distress or depressive
symptoms in regression analyses. For older women, a diagnosis of
breast cancer may be more of an on-time event as cancer is related
to chronological age.3! Younger women with breast cancer may face
other challenges such the likelihood of disruption in their working
and family lives. Those with dependent children need to engage in
problem-solving and planning during times when treatment is sched-
uled. Also, older persons may have a diminished future time perspec-
tive 3 which may motivate them to engage in emotionally
meaningful activities that buffer against negative affect. In follow-up
analyses (not reported), the significant unique relation of age with
the 2 outcomes was no longer present once body-change stress was
accounted for, which was also lower in older participants. This could
suggest that body change stress is a possible mediator of the relation-
ship between age and general well-being among breast cancer survi-
vors, which would have to be investigated by using a longitudinal
design.

Similar to previous findings,*®? low perceived support emerged
as a significant unique predictor of distress and depressive symptoms
in multiple regression analyses, whereas received support did not. A
number of explanations might account for this asymmetry in predictive
power. Specifically, higher potential costs may be attached to received
as opposed to perceived supports.? For example, having received
support in dealing with the illness might have damaged the recipient's

self-esteem,3334

as it might have indicated that one could not cope
with a problem alone and needed help. Moreover, periods of inequity
between patients and support providers may have dampened unique
effects of received supports.r” For example, when more support is
received than provided by patients,®®> this may cause feelings of
indeptedness or guilt.3® On the other hand, when less support is
received than provided by patients, this could cause sadness and
anger.%” Finally, some provided support may be well-intentioned but
ineffective and thus does not sufficiently alleviate distress.®® In the
present regression analyses, such side effects of receiving help might
have cancelled out received support as a unique predictor of out-
comes, especially once perceived support, with which it was corre-

lated, was accounted for.

5.1 | Clinical implications

Our findings show the need for dedicated psychosocial services for

breast cancer patients in South Africa. While emotional distress for

some may remit over time, psychosocial counseling may be indicated
for persons who exhibit distress levels that impede their functioning.3®
In addition, support has been shown to play an important role in
reducing subthreshold distress and symptoms of depression, especially
at the commencement of cancer treatment, eg, information about
clinic operations, treatment options, and the opportunity to ask ques-
tions about treatment.8 However, for patients with mood disturbance,
more intensive evidence-informed interventions, including medication

and cognitive therapy, may be indicated.’

5.2 | Limitations of the study

The CESD is a screening instrument, and as such, it is not appropriate to
make a clinical diagnosis.?> Even so, more than one-third of our sample
had scores that fell in the elevated range, indicating the need for follow-
up assessment and possible treatment. Another limitation is that we
asked patients only about received support from the most important
other, not from sources such as medical personnel and fellow patients.
Support from persons who have either first- or second-hand experience
with the disease and the consequences of treatment may be more
effective in providing support that can enhance patients' self-efficacy.>’
Furthermore, as the cross-sectional nature of the data prevents us from
ascertaining the implied predictive directions, longitudinal studies
should be conducted. Finally, missing data reduced the sample size in
multiple regression analyses. Whereas important candidates for
missingness (socioecomomic, medical, and social indicators) were
included in the models and thus may have preserved the missing at
random assumption, this could still have affected resulting power.*°
We were surprised that marital status was not correlated with either
perceived or received support. We attribute this null finding to the likeli-
hood that in addition to marital status, it is likely that the quality of the
marriage would predict received and perceived support. However, we
did not assess marital quality in this study, which is a potential limitation.
Our study is among the first to document distress and symptoms
of depression among South African breast cancer patients and to call
attention to the psychosocial correlates of these phenomena. Further
research may include identifying the kinds of support that may be
most helpful to patients in ameliorating distress and assessing the
effectiveness of clinic-based psychosocial counseling for patients with
such a need. Further research in other areas of South Africa, including

rural areas, is also needed.

ORCID

Ashraf Kagee (2 http://orcid.org/0000-0003-1241-2566

REFERENCES

1. CANSA Cancer Facts and Research, http://www.cansa.org.za/cancer-
facts-research 2015 Accessed 23 March 2017.

2. Ataguba JE. Health care financing in South Africa: moving toward
universal coverage. Continuing Med Educ. 2010;28:2

3. Mitchell AJ, Vahabzadeh A, Magruder K. Screening for distress and
depression in cancer settings: 10 lessons from 40 years of primary-care
research. Psychooncology. 2010;20:572-584.

4. Coyne JC, Palmer SC, Shapiro PJ, Thompson R, DeMichele A.
Distress, psychiatric morbidity, and prescriptions for psychotropic


http://orcid.org/0000-0003-1241-2566
http://www.cansa.org.za/cancer-facts-research
http://www.cansa.org.za/cancer-facts-research

2 | \WiLEY

10.

11.
12.
13.
14.
15.
16.

17.

18.
19.

20.

21.

22.

23.

KAGEE ET AL.

medication in a breast cancer waiting room sample. Gen Hosp
Psychiatry. 2004;26(2):121-128.

. Denollet J, De Vries J. Positive and negative affect within the realm of

depression, stress and fatigue: the two-factor distress model of the
Global Mood Scale (GMS). J Affect Disord. 2006;91(2-3):171-180.

. Pizzagalli DA. Depression, stress, and anhedonia: toward a synthesis

and integrated model. Annu Rev Clin Psychol. 2014;10(1):393-423.

. van Amstel FKP, van den Berg SW, van Laarhoven HW, Gielissen MF,

Prins JB, Ottevanger PB. Distress screening remains important during
follow-up after primary breast cancer treatment. Support Care Cancer.
2013;21(8):2107-2115.

. McQuellon RP, Wells M, Hoffman S, et al. Reducing distress in

cancer patients with an orientation program. Psychooncology.
1998;7(3):207-217.

. Butler AC, Chapman JE, Forman EM, Beck AT. The empirical status of

cognitive-behavioral therapy: a review of meta-analyses. Clin Psychol
Rev. 2006;26(1):17-31.

Maass SW, Roorda C, Berendsen AJ, Verhaak PF, de Bock GH.
The prevalence of long-term symptoms of depression and anxiety
after breast cancer treatment: a systematic review. Maturitas.
2015;82(1):100-108.

Fann JR, Thomas-Rich AM, Katon WJ, et al. Major depression after
breast cancer: a review of epidemiology and treatment. Gen Hosp
Psychiatry. 2008;30(2):112-126.

Iwatani T, Matsuda A, Kawabata H, Miura D, Matsushima E. Predictive
factors for psychological distress related to diagnosis of breast cancer.
Psychooncology. 2013;22(3):523-529.

Przezdziecki A, Sherman KA, Baillie A, Taylor A, Foley E, Stalgis-Bilinski
K. My changed body: breast cancer, body image, distress and self-com-
passion. Psychooncology. 2013;22(8):1872-1879.

Fobair P, Stewart SL, Chang S, D'onofrio C, Banks PJ, Bloom JR. Body
image and sexual problems in young women with breast cancer.
Psychooncology. 2006;15(7):579-5%94.

Schwarzer R, Knoll N. Social support. In: French D, Vedhara K,
Kaptein A, Weinman J, eds. Health Psychology. 2nd ed. Oxford,
England: Wiley-Blackwell; 2010:283-293.

Pinquart M, Duberstein PR. Associations of social networks with
cancer mortality: a meta-analysis. Crit Rev Oncol Hematol.
2010;75(2):122-137.

Schwarzer R, Leppin A. Social support and health: a theoretical and
empirical overview. J Soc Pers Relat. 1991;8(1):99-127.

Finch JF, Okun MA, Pool GJ, Ruehlman LS. A comparison of the
influence of conflictual and supportive interactions on psychological
distress. J Pers. 1999;64:581-621.

Dunbar M, Ford G, Hunt K. Why is the receipt of social support associ-
ated with increased psychological distress? An examination of three
hypotheses. Psychol Health. 1998;13(3):527-544.

Barrera M. Distinctions between social support concepts, measures,
and models. Am J Community Psychol. 1986;14(4):413-445.

Dunkel-Schetter C, Bennett TL. Differentiating the cognitive and
behavioural aspects of social support. In: Sarason IG, Sarason BR,
Pierce GR, eds. Social Support: An Interactional View. New York: Wiley;
1990:267-296.

Nilsson MI, Petersson L, Wennman-Larsen A, Olsson M, Vaez M,
Alexanderson K. Adjustment and social support at work early after
breast cancer surgery and its associations with sickness absence.
Psychooncology. 2013;22(12):2755-2762. https://doi.org/10.1002/
pon.3341

Frierson GM, Thiel DL, Andersen BL. Body change stress for
women with breast cancer: the breast-impact of treatment scale. Ann
Behav Med. 2006;32(1):77-81.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

Hough R, Landsverk J, Stone J, Jacobson GR. Comparison of psychiatric
screening questionnaires for primary care patients. Final report for
NIMH Contract 1982, 278-0036.

Palmer SC, Taggi A, DeMichele A, Coyne JC. Is screening effective in
detecting untreated psychiatric disorders among newly diagnosed
breast cancer patients? Cancer. 2012;118(10):2735-2743.

Eaton WW, Smith C, Ybarra M, Muntaner C, Tien A. Center for
Epidemiologic Studies Depression Scale: review and revision (CESD
and CESD-R). In: Maruish ME, ed. The Use of Psychological Testing for
Treatment Planning and Outcomes Assessment (3rd Ed.). Instruments for
Adults. Mahwah, NJ: Lawrence Erlbaum; 2004:3, 363-3, 377.

Jones SM, LaCroix AZ, Li W, et al. Depression and quality of life before
and after breast cancer diagnosis in older women from the Women's
Health Initiative. J Cancer Surviv. 2015;9(4):620-629.

Schulz U, Schwarzer R. Social support in coping with illness: the
Berlin Social Support Scales (BSSS). Diagnostica. 2003;49(2):73-82.

Hindmarch T, Hotopf M, Owen GS. Depression and decision-making
capacity for treatment or research: a systematic review. BMC Med
Ethics. 2013;14(1):54

Mausbach BT, Schwab RB, Irwin SA. Depression as a predictor of
adherence to adjuvant endocrine therapy (AET) in women with breast
cancer: a systematic review and meta-analysis. Breast Cancer Res Treat.
2015;152(2):239-246.

Global Burden of Disease Cancer Collaboration. Global, regional, and
national cancer incidence, mortality, years of life lost, years lived with
disability, and disability-adjusted life-years for 32 cancer groups, 1990
to 2015: A systematic analysis for the global burden of disease study.
J Am Med Assoc Oncol. Published online December 03. 2016;3(4):524.
https://doi.org/10.1001/jamaoncol.2016.5688

Carstensen LL. The influence of a sense of time on human
development. Science. 2006;312(5782):1913-1915.

Bolger N, Amarel D. Effects of social support visibility on adjustment to
stress: experimental evidence. J Pers Soc Psychol. 2007;92(3):458-475.
Fisher JD, Nadler A, Whitcher-Alagna S. Recipient reactions to aid.
Psychol Bull. 1982;91(1):27-54.

Knoll N, Burkert S, Roigas J, Gralla O. Changes in reciprocal
support provision and need-based support from partners of patients
undergoing radical prostatectomy. Soc Sci Med. 2011;73(2):308-315.
Kuijer RG, Buunk BP, Ybema JF. Justice of give-and-take in the
intimate relationship: when one partner of a couple is diagnosed with
cancer. Pers Relat. 2001;8(1):75-92.

Kuijer RG, Buunk PB, Ybema JF, Wobbes T. The relation between
perceived inequity, marital satisfaction and emotions among couples
facing cancer. Br J Soc Psychol. 2002;41(1):39-56.

Faller H, Schuler M, Richard M, Heckl U, Weis J, Kiiffner R. Effects of
psycho-oncologic interventions on emotional distress and quality of
life in adult patients with cancer: systematic review and meta-analysis.
J Clin Oncol. 2013;31(6):782-793.

Luszczynska A, Sarkar Y, Knoll N. Received social support, self-
efficacy, and finding benefits in disease as predictors of physical
functioning and adherence to antiretroviral therapy. Patient Educ
Couns. 2007;66(1):37-42.

Graham JW. Missing data analysis: making it work in the real world.
Annu Rev Psychol. 2009;60(1):549-576.

How to cite this article: Kagee A, Roomaney R, Knoll N.
Psychosocial predictors of distress and depression among
South African breast cancer patients. Psycho-Oncology.
2018;27:908-914. https://doi.org/10.1002/pon.4589



https://doi.org/10.1002/pon.3341
https://doi.org/10.1002/pon.3341
https://doi.org/10.1001/jamaoncol.2016.5688
https://doi.org/10.1002/pon.4589

