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Does the method of detection of breast cancer affect
subsequent psychiatric morbidity?
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Abstract

The aim of this prospective study was to compare the prevalence of psychiatric morbidity following diagnosis of breast cancer
between a group of women presenting with screen-detected cancer and a group presenting with symptomatic disease. Psychiatric
symptoms were elicited using the Structured Clinical Interview (SCID) and classified according to DSM-III criteria. 61 (46%) of
132 women interviewed experienced an episode of psychiatric disorder between 1 month before diagnosis and 12 months post-
diagnosis. There was no association between detection by screening of breast cancer and psychiatric disorder (Odds Ratio (OR) 0.8,
95% Confidence Interval (CI) 0.4-1.8 P=0.7). The occurrence of an episode of psychiatric disorder was associated with a previous
history of treatment for psychological problems (OR 2.4, 95% CI 1.1-5.5, P=0.02). The results suggest there is no increased risk of
developing psychiatric morbidity associated with the detection of cancer through the National Breast Screening Programme. © 2002

Elsevier Science Ltd. All rights reserved.

Keywords: Symptomatic; Screen-detected; Breast cancer; Psychiatric morbidity

1. Introduction

An estimated 25% of women with breast cancer will
experience psychiatric morbidity at any one time in the
year following diagnosis of the disease [1]. A larger
proportion, closer to 50%, may experience psychiatric
problems over the year, with the maximum distress evi-
dent around the time of diagnosis [2]. This includes
depressive illnesses and anxiety states, as well as bor-
derline mood disorders. Some risk factors associated
with psychiatric disorder in early breast cancer have
been identified including younger age, previous psy-
chiatric history and lack of social support [2,3].

The possibility that screen-detected breast cancer
might be associated with increased risk of psychiatric
morbidity following diagnosis has been raised as a pos-
sible ‘cost’ of screening [4,5]. Most of the literature,
however, has concentrated on the psychiatric cost of
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screening to women who have no abnormality detected
[6] or to those with false-positive/-negative results [7-9].

It might be assumed that a woman’s awareness of the
potential gain in survival from a screen-detected breast
cancer would protect against the likelihood of develop-
ing psychological problems. It is equally possible, how-
ever, that the impact of an unexpected diagnosis of
cancer might be greater in the screen-detected popula-
tion. Women with symptomatic disease are more likely
to have considered the possibility of cancer, and have
more control over the process of its discovery, making it
easier to assimilate the news of the diagnosis. An early
report of a small case—control study and another, pro-
spective study conducted shortly after the establishment of
the National Breast Screening Programme found no dif-
ferences between a screened and a symptomatic group of
women with breast cancer [10,11]. It was concluded that
further research was warranted to confirm these findings.

The aim of this prospective study was to compare the
prevalence of psychiatric disorder in the 12 months fol-
lowing diagnosis of breast cancer between a group of
women presenting with screen-detected breast cancer
and a group presenting with symptoms.

0959-8049/02/$ - see front matter © 2002 Elsevier Science Ltd. All rights reserved.

PII: S0959-8049(02)00132-6



C.C. Burgess et al. | European Journal of Cancer 38 (2002) 1622—-1625 1623

2. Patients and methods

The patients eligible for this study were from a con-
secutive series of 157 women aged between 50 and 65
years presenting between May 1991 and July 1995 to the
Breast Unit at Guy’s Hospital in whom a diagnosis of
invasive breast cancer had been made. The women were
those eligible for breast screening from a larger, pros-
pective cohort being studied in relation to a number of
psychosocial parameters. For those under the age of 60
years, patients with any stage breast cancer were inclu-
ded, while those =60 years with stage III/IV were mat-
ched with 2 patients with stage I/II disease. A case—
control approach was adopted with patients over 60
years as there were insufficient resources to recruit con-
secutively all the patients >60 years presenting with
early breast cancer.

A simplified staging classification was used for this
study. Patients were classified as having either operable
disease, locally advanced inoperable or metastatic dis-
ease at the time of diagnosis. The operable category was
further subdivided according to tumour size, using a
cut-off of 4 cm, as this is taken as the upper limit for
breast-conserving surgery.

Each woman was recruited to the study approxi-
mately 8 weeks after diagnosis by a research psycholo-
gist. Sociodemographic data were gathered, as well as
consent to future interviews. Psychiatric interviews were
conducted at 5 months post-diagnosis to gather data on
psychiatric morbidity from 1 month prior to diagnosis
up to the time of this interview. A further interview was
conducted 18 months after the diagnosis to gather data
on psychiatric morbidity occurring between 5 and 18
months.

Psychiatric symptoms were elicited using the Struc-
tured Clinical Interview (SCID) [12] and patients were
classified as full case, borderline or non-case for anxiety
or depression. A full case corresponds to a level of
severity of psychiatric disorder that would be likely to
be seen in a psychiatric outpatient clinic. DSM-III R
criteria were used to classify major depressive episodes
and/or cases i.e. at least five DSM (Diagnostic and Sta-
tistical Manual of Mental Disorder)-III R symptoms
over 2 weeks, at least one of which is either depressed
mood or loss of interest. Borderline cases of depression
included those with at least three symptoms of which
one was either depressed mood or loss of interest. DSM-
III R criteria for Generalised Anxiety Disorder were
used to classify full cases of anxiety, i.e. unrealistic or
excessive anxiety or worries about two or more life
circumstances for >6 months with >6 associated
symptoms of motor tension, autonomic hyperactivity
and vigilance and scanning. Borderline cases of anxiety
included those with either unrealistic or excessive anxi-
ety about two or more life circumstances or a period of
2 weeks to 6 months with >6 associated symptoms or

unrealistic or excessive anxiety about two or more life
circumstances for a period of >6 months with >3
associated symptoms. Panic disorder and agoraphobia
(occurring in the absence of panic disorder) were also
measured according to DSM criteria and included in the
analysis as cases of anxiety. Full case panic disorder was
defined as four or more panic attacks occurring in a 1-
month period or one to three attacks followed by a
period of at least 1 month of persistent fear of having
another attack. At least four associated autonomic
symptoms such as dyspnoea or tachycardia must have
been experienced during at least one of these attacks.
Borderline case panic disorder was recorded where only
one to three autonomic symptoms accompanied such an
attack. Agoraphobia (full case only) was rated in the
absence of panic disorder and was defined as significant
fear of being in places or situations from which escape
might be difficult or embarrassing and which results in
restriction of travel, the need for a companion when
away from home or the endurance of agoraphobic
situations despite intense anxiety. Interviews were tape-
recorded with the patient’s permission.

3. Statistical analysis

Associations between psychiatric morbidity and other
variables were assessed using Fisher’s Exact tests and
multivariate logistic regression.

3.1. Interrater reliability

Interrater reliability was tested on a random sample
of 10 interviews. Agreement for the presence of psy-
chiatric symptoms was 92% (x=0.74) and 100% for the
presence of an episode of mood disorder. There were
two disagreements on the severity of mood disorder
(case versus borderline).

4. Results
4.1. Cohort characteristics

Of the 157 patients who met the entry criteria for the
study, one woman declined to participate. 93% (145/
156) of patients recruited at 8 weeks following diagnosis
consented to a psychiatric interview at 5 months post-
diagnosis. 11 patients declined to be interviewed at 5
months. 41% (64/145) of the patients had presented via
the National Breast Screening Programme. 91% (132/
145) interviewed at 5 months were interviewed again at
18 months postdiagnosis and were included in this ana-
lysis. 5 declined to be interviewed at this time, 6 had
moved away, 1 could not be interviewed because she
was suffering from dementia and 1 had relapsed and
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psychiatric data for the study period were incomplete.
Other patients who had suffered a recurrence, or whose
disease had progressed, were interviewed around the
time of diagnosis of the recurrence and 6 months later
and these data were included in the analysis.

The mean age of the women was 56 years. 39% (52/
132) of the patients interviewed at both time-points had
presented via the National Breast Screening Pro-
gramme. 76% (100/132) were married or cohabiting,
19% (25/132) were divorced, separated or widowed and
5% (7/132) were single. 39% (51/132) of the women
were classified social class I or II and 61% social class
III-V. 62% (82/132) of the patients were classified as
having a close intimate relationship with a partner,
while 38% (50/132) had poor social support char-
acterised by a lack of intimacy, less frequent contact or
conflict.

The clinical pathological characteristics of the two
groups are given in Table 1. The tumour size of those
presenting via screening was significantly smaller than
that of the group with symptomatic disease (1.97 cm
versus 2.71 cm; degrees of freedom (df)=130, t=2.4,
P=0.02). There were no significant differences in terms
of tumour stage (y square=0.21; P=0.6) or any of the
sociodemographic variables, including age, between the
two groups.

4.2. Psychiatric morbidity

46% (61/132) of the women experienced an episode of
depression or anxiety (full case or borderline) in the
time period from 1 month before diagnosis to 12
months postdiagnosis. There was no significant differ-
ence in the prevalence of psychiatric disorders between
the two groups. 46% (24/52) who came through screen-
ing experienced mood disorder as did the same propor-
tion 37/80 (46%) of those with symptomatic disease
(P=1.0, Fisher’s Exact test).

The occurrence of psychiatric morbidity was not
associated with social class (P=0.2) or marital status
(P=0.5) nor with tumour size (P=0.3) or stage
(P=0.4). Psychiatric morbidity was not significantly
associated with social support: 50% (25/50) of the

Table 1
Clinical-pathological data (n=132)

Screen-detected Symptomatic (n=_80)

(n=52)
Mean age (years) 57 (range 50-64) 56 (50-63) (NS)
Mean t size (cm) 1.97 2.71 (P=0.02)
Stage of disease
Missing data 0 1
Stage I/I1 51 75

Stage ITI/IV

—_

4 (y square=0.21; P=0.6)

women who lacked an intimate confiding relationship
experienced an episode of psychiatric disorder com-
pared with 44% (36/82) of those with a good relation-
ship (P=0.3, Fisher’s Exact test).

Patients who reported that they had experienced any
psychological problems in the past, which had been
treated either by their general practitioner (GP) or as an
outpatient or inpatient at hospital, were more likely to
experience an episode of depression and anxiety in the
12 months following a diagnosis of breast cancer. 62%
(24/39) of those with a psychiatric history experienced
an episode compared with 40% (37/93) of those who
reported no previous psychiatric history (P=0.01,
Fisher’s Exact test).

Prior research suggests that past psychiatric history
and social support are predictors of psychiatric mor-
bidity. The independent effect of the mode of detection
was therefore assessed in a multiple logistic regression
which included these predictors, as well as tumour stage
at diagnosis (Table 2). Controlling for these other vari-
ables, the effect of detection by screening was not sig-
nificant (Odds Ratio (OR) 0.8, 95% Confidence Interval
(CI) 0.4-1.8, P=0.7). Only past psychiatric history pre-
dicted psychiatric morbidity independently of these
other variables (OR 2.4, 95% CI 1.1-5.5, P=0.02).

5. Discussion

There is no evidence from the data in this study of an
increase in psychiatric morbidity following detection of
cancer via the National Breast Screening Programme.
The proportion of women who experienced an episode
of depression or anxiety in the year following diagnosis
was the same in the screen-detected and the sympto-

Table 2
Multivariate logistic regression analysis for predicting psychiatric
morbidity

Variable Logistic Odds  Pvalue Confidence
regression  Ratio Interval for
coefficient Odds Ratio

Screening —0.13 0.8 0.7 04,18

Past psychiatric 0.92 2.4 0.02 1.1, 5.5

history (treated
as inpatient,
out-patient or
by GP)
Stage III/IV 0.82 2.2 0.4 04,144
Social support 0.19 1.2 0.6 0.6, 2.5
(lack of intimacy/
infrequent contact/
conflict)
Constant —1.46 0.2

NS, non-significant.

GP, general practitioner.



C.C. Burgess et al. | European Journal of Cancer 38 (2002) 1622—-1625 1625

matic group. This finding should reassure those who
fear that women whose cancers are screen-detected
might suffer greater distress than those who are diag-
nosed with symptomatic disease. The results support
those of an earlier study which used similar standar-
dised psychiatric interviews to assess 295 patients with
breast cancer [11]. The sample in that study was not,
however, restricted only to women eligible for screening
(50-65 years) and it is not clear what proportion of the
non-screened group was under 50 years, a known risk
factor for psychiatric morbidity in women diagnosed
with breast cancer. Despite an attempt to control for
age, this could, none the less, have introduced con-
founding between age and the mode of detection. Our
findings also support those of another study which used
a questionnaire measure (the Hospital Anxiety and
Depression scale (HAD)) to measure psychiatric mor-
bidity [10]. However, this study excluded women with a
previous history of psychiatric illness which is a strong
predictor of further episodes of depression and anxiety
in women with breast cancer. These findings relate to
asymptomatic women who attended breast screening.
There is some evidence that women diagnosed with
breast cancer having undergone mammography for
symptomatic breast symptoms at ‘one-stop’ clinics may
be at risk of higher levels of depression than those
diagnosed conventionally, a finding which warrants
further investigation [13]. Our study, however, adds to
the findings from other research which indicate that
breast cancer screening does not lead to an increased
risk of developing psychiatric morbidity, as long as it is
undertaken in well-run screening programmes [6-9].
These results confirm that, regardless of the mode of
detection of the disease, a substantial proportion of
women diagnosed with breast cancer (nearly half in this
study) experience clinically significant episodes of
depression and/or anxiety at some point during the year
following diagnosis. Controlling for known risk factors,
the data add to the body of evidence which suggests that
the predictors of psychiatric morbidity are patient-rela-
ted factors, rather than disease or treatment-related. In
this study, a past history of treatment for psychological
problems predicted psychiatric morbidity following
diagnosis with breast cancer. Other studies support this
finding and suggest that age under 50 years and a lack
of social support are also important predictors [2,3].

Health professionals should be aware of these risk
factors when they are assessing patients’ psychosocial
adjustment, as they may suggest the need for referral for
psychological intervention.
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