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Abstract ,
 Goals of work The purpose of this study was to explore
alexithymia, family functioning, and other factors that
might affect anxiety and depression levels in women with
breast cancer and in their husbands.

Patients and methods A cross-sectional study was under-
taken in 46 postsurgical ambulatory women with breast
cancer and their husbands. Documented informed consent
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for the study was obtained from each subject. All subjects
completed the Zung self-rating anxiety scale (SAS), the
Zung self-rating depression scale (SDS), the 20-item
Toronto alexithymia scale (TAS-20), and the family
assessment device (FAD).

Main results Multiple regression analysis revealed that a
high degree of alexithymia in patients correlated with'a high
degree of patient anxiety. Patient perceptions of inappropriate

. affective responsiveness among family members correlated

with a high degree of depression. Among husbands, a high
degree of anxiety was correlated with their own high level of
alexithymia or low level of education, and with the
occurrence of adjuvant therapy in their wives. Husband
perceptions of inappropriate sharing of roles among family
members, their own low education level, and a large number
of family members correlated with high degrees of depres-
sion among them.

Conclusions The present study revealed that alexithymia
and family functioning are associated with anxiety and
depression, respectively, in both women with breast cancer
and in their husbands. Individual traits such as alexithymia
and family functioning should be taken into account when
we intervene to treat anxiety and depression in breast
cancer patients and their husbands.

Keywords Breast cancer- Couple - Anxiety - Depression -
Alexithymia - Family functioning :
Introduction

Anxiety and depression are important and prevalent prob-

" lems affecting the quality of life of women with breast

cancer. A frequently cited study by Derogatis and
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colleagues [13], involving 215 randomly selected adult
inpatients and outpatients being treated for three different
types of cancer, found that 47% were having psychiatric
disorders. Among the 47%, more than two-thirds (68%) had
“reactive” or situational anxiety and depression (adjustment
disorders with anxious or depressed mood), and 13% had
major depression.

Family members are typically regarded as caregivers for
cancer patients. In family studies of adult cancer patients,
the patients’ spouses, in particular, have been the focus of
attention as a valued source of emotional support [4, 5, 29].
However, in some studies, spouses reported having as much
- distress as the patients themselves [42, 44] or even more
[4, 29]). Thus, spouses can be considered “second-order
patients”, and they may require some form of medical
attention. ‘

On the other hand, many studies have been conducted to
determine who is at greatest risk of adjustment problems so
that support services can be targeted to them. Thus far, social
support has been reported to play an important role in the
adjustment of both breast cancer patients and their spouses
[7, 21, 40, 41} and has attracted considerable attention as a
feasible target of treatment. However, some researchers have
indicated the limited usefulness of the social support concept
for designing preventive or therapeutic interventions and
have proposed the importance of focusing on more specific
and more detailed processes [11, 12, 49].

Other studies, meanwhile, have focused on the associa-
tion between communication and distress in couples. These
studies have consistently indicated that a breast cancer
patient’s partner is a valuable source of emotional support:
patients usually want to talk about their concerns with their
partner and often find it problematic when they and their
partner are not communicating well [31, 38, 46]. Also,
empathy has been believed to play a particularly important
role in good communication [19, 23, 32, 48].

Rarely, however, few researchers have tried to explain
why empathetic communication is poor in some cancer
patients and families. Empathy is known to include an
ability to identify another’s emotions and to express one’s
own emotions. On the other hand, it has been reported that
the people who do not express their emotions can hardly

obtain support and ruin their psychological health [45, 52]..

That is, cancer patients or their families who do not express
their emotions may increase not only patient distress but
also their own. To avoid this, it is very important to
examine why some people in this situation do not express
their emotions. Regarding this problem, some researchers
have focused on the emotional control involved in
conscious restraint against the expression of emotion [22,
59]. Besides emotional control, however, other explanations
of why it is difficult for some people to express emotions
have not been examined.

@ Springer

Alexithymia is a famous psychological characteristic
involving difficulty in expressing emotions and in identi-
fying their own feelings or those of others. The concept
initially evolved from clinical observations of patients with
psychosomatic disorders; the term was introduced by
Nemiah and Sifneos during the early 1970s [37]. The
salient features of this construct are- as follows: (1)

“difficulty identifying and describing subjective feelings;

(2) difficulty distinguishing between feelings and bodily
sensations of emotional arousal; (3) constricted imaginal
capacities; and (4) an extemally oriented cognitive style
[37]. Alexithymia is a common condition, existing in about
10% of healthy people. It has been reported to exist at even
higher rates not only in individuals with psychosomatic
disease but also in those with panic disorder, posttraumatic
stress disorder (PTSD), eating disorder, substance abuse
disorder, and so on [58]. It is now considered a possible risk
factor in various psychiatric diseases. Moreover, it is
difficult for alexithymic people to comprehend the feelings
of other people and to make empathic responses [58]. So,
we thought it might be important to investigate the
relationship between distress and the degree of alexithymia
in breast cancer patients and their spouses. .

Meanwhile, family members have various functions
besides communication. Recently, well-validated question-
naires for evaluating family functioning have been developed,
through which several researchers have reported the relation-
ship between poor family functioning and psychological
distress in families with cancer patients (e.g., [27, 28]). The
concept of family functioning also may be useful for
clarifying who is at greatest risk of adjustment problems
among these subjects. ,

The purpose of this study was to explore alexithymia,
family functioning, and other factors that might influence
anxiety and depression levels in women with breast cancer
and in their husbands.

Materials and methods

Study sample and procedure -

. Patients meeting the following criteria were drawn consec-

utively from the outpatient population of the Mammary

Gland Dispensary of Hiroshima University Hospital during

the 6-month period from October 1999 to March 2000:

(1) diagnosis of stage I or II breast cancer followed by
surgery for it;

(2) having been informed of this diagnosis,

(3) 20 years of age or older, o

(4) interval of more than 3 months between the initial surgery
for breast cancer and the interview for the present study,
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(5) married woman living with her husband,

(6) -well enough physically to complete several questionnaires,

(7) Eastern Cooperative Oncology Group performance
status (PS) of 0-2,

(8) absence of cognitive impairment,

(9) no active concomitant malignancy.

We selected patients who had undergone surgery for
breast cancer at least 3 months before the interview because
an earlier report showed that most patients can psycholog-
ically adapt to bad news within 3 months after learning of it
[1]. Eligible patients and their husbands were asked to

complete several questionnaires, provided both the patient -

and her husband gave written consent to participate in the
study. Patient characteristics and data on the severity of
pain in each patient were obtained by a brief interview
conducted by a trained psychologist. The pain severity was
measured by a four-point Likert scale (1 “not at all” to 4
“very much”). Medical data regarding Eastern Cooperative
Oncology Group performance status (PS), treatment

regimen, and months elapsed after surgery were collected .
from patient records. All data were determined at the date

of the interview. This study was approved by the
Institutional Review Board and the Ethics Committee of
Hiroshima University Hospital, Japan.

Psychblogical measurement -
Zung self-rating anxiety scale SAS

The degree of anxiety was measured by the Japanese
version of the Zung self-rating anxiety scale. The SAS is a
self-report questionnaire with 20 items rated on a four-point
scale [61].- A previous study by our colleagues suggested
that the Japanese version of the SAS has high validity and
reliability [43]. A high score indicated a high degree of
anxiety.

Zung self-rating depression scale SDS

The degree of depression was measured by the Japanese

version of the Zung self-rating depression scale. The SDS is
a self-report questionnaire with 20 items rated on a four-
point scale [60]. Fukuda and Kobayashi [16] suggested that
the Japanese version of the SDS has high validity and
reliability. A high score indicated a high degree of
depression.

The 20-item Toronto alexithymia scale (TAS-20)
The degree of alexithymia was measured using the Japanese

version - of the TAS-20. The TAS-20 is a self-report
questionnaire with 20 items rated on a five-point scale with

a three-factor structure: (1) difficulty in identifying feelings;
(2) difficulty in describing feelings; (3) externally oriented
thinking. Previous studies have suggested that the TAS-20
has adequate validity and reliability [2, 3] and that the
Japanese version of the TAS-20 also has high construct
validity and reliability [18]. In this study, the TAS-20 total
score was used as an index of the degree of alexithymia. A
high score indicated a high degree of alexithymia.

Family assessment device (FAD) -

Family finctioning was assessed by using the Japanese
version of the family assessment device (FAD), a 60-item
self-report questionnaire designed to assess seven dimen-
sions of family functioning based on the McMaster model of -
family functioning [34]. Six of the scales on the FAD reflect
the dimensions of family functioning outlined in the MMFF
[14]: problem solving, comrunication, roles, affective
responsiveness, affective involvement, and behavior control.
The seventh scale of general functioning assesses overall
health/pathology. Low scores indicated good functioning,
whereas high scores denoted poorer fumctioning. A previous
study by our colleagues demonstrated that the Japanese
version of the FAD is valid and reliable [54].

Statistical analysis

First, we performed a univariate analysis between the SAS or
the SDS scores and investigated sociodemographic, psycho-
social, and medical factors to determine possible indepen-
dent variables by the Mann-Whitney U-test or Spearman’s
rank correlation ‘coefficient, in patients and in husbands,
respectively. Dummy variables were used when independent
variables were categorical. Then, we determined the final
risk factors by applying stepwise multiple regression analysis
with patients’ and husbands’ SAS or SDS scores as the
dependent variables, entering all independent variables
investigated in this study. All p- values reported here are
two-tailed. We used SPSS Version 10.0J statistical software
(SPSS, Chicago, IL, USA) for all of the data analyses.

Results
Patient characteristics

Of the 67 eligible couples, 19 (28.4%) declined to participate
in the study. Of the 48 participating couples, 2 patients did
not complete the SAS scale. Thus, the data available for the
46 couples (68.7%) who responded were used in the
analysis. The mean ages of the 46 participating patients
and the 21 nonparticipating patients were 52.3+10.5
{standard deviation (SD)] and 55.6+10.1 years, respectively.
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The difference in age between participating and nonpar-
ticipating patients was not significant (r=—1.180; df=65;
p=0.242). The mean intervals between the initial surgery for
breast cancer and the date of the interview of the 46
participating patients and the 21 nonparticipating patients

were 18.3%11.7 and 22.8+13.2 months, respectively. The

difference between participating and nonparticipating
patients regarding the interval between the initial surgery
for breast cancer and the date of the interview was not

significant (#=—1.413; df=65; p=0.162).
The participating patients’ characteristics (Table 1) in-

Table 1 Univariate analysis of the factors associated with SAS and SDS in patients

clude the following: 48% had at least 12 years of education;

Patient characteristics

n (%) SAS SDS
Mezan score (SD) p value  Mean score (SD) p value -
Sociodemographic factor
Age® 52.3+10.5 years (34-75) _ 46 (100)  r=0117 0.439 r=0.093 0.538
Education® £12 years 23 (52) 310 (5.9 38.5(8.6)
>12 years 21 (48) 319 (6.0) 0841  37.1(58) 0.724
Employment status” Unemployed 29 (63) 321(5.9 39.0(7.7)
Employed 17 37) 309 (5.1) 0.438 36.1(6.1) - 0214
Socioeconomic status® 36.7+15.0 (15.0-73.0) 46 (100) r=0.113 0.453 r=0.183 0.224
Number of family members® 3.30+1.26 (2-6) 46 (100) r=-0.070 0.642 =-0.045 0.766
Children younger than 18 years® No 30 (67) 31.8(5.2) _ 37.9(7.7)
: Yes 16 (33) 314 (6.5) 0.636 38.3(6.5) 0.890
Psycho-social factors '
TAS-20 total score®
Patients 49.6+9.6 (29.0-72.0) ‘46 (100)  r=0.336 0.023 r=0.375 0.010
Husbands 49.9+8.3 (32.0-68.0) 46 (100) =0.076 0.622 r=0.222 0.143
FAD '
Patients : :
Problem Solving® 2.07+0.45 (1.17-3.17) 46 (100) r=0243 0.104 r=0.260 0.081
Communication® 2.040.47 (1.00-3.00) 46 (100) r=0305 0.039 r=0.390 0.007
Roles® 1.92£0.35 (1.18-2.55) 46 (100) r=-0.062 0.682 r=0.152 0.315
Affective responsiveness® 2.21+0.53 (1.33-3.50) 46 (100) r=0343 0.020 r=0.502 <0.001
Affective involvement* 2.15+0.41 (1.29-3.14) 46 (100)  r=0.170 0259  r=0251 0.092
Behavior control® 2.11:£0.38 (1.00-2.89) 46 (100)  r=0.120 . .0.426 r=0.329 0.025
General functioning® 1.8920.52 (1.00-3.50) 46 (100)  r=0.208 0.165 r=0.364 - 0013,
Husbands )
Problem Solving® 1.9220.55 (1.00-3.50) 46 (100)  r=—0.080 0.598  r=0.137 0.363
Communication® 1.99:£0.42 (1.11-2.89) 46 (100)  r=0.016 0915  r=0209 0.162
Roles® 1.84+0.40 (1.00-2.73) 46 (100) r=-0.133 0.380 r=0.107 0.477
Affective responsiveness® 2.1020.52 (1.00-3.50) 46 (100) r=0.032 0.831 r=0.166 0.271
Affective involvement® 1.95+0.41 (1.14-3.14) 46 (100) r=-0.028 0.852 r=0.027 0.860
Behavior control® 1.97+0.42 (1.00-2.56) 46 (100) r=-0.157 0.299 r=0.143 0.341
General functioning® 1.82+0.40 (1.00-2.58) 46 (100)  r=0.005 0974 r=0.258 0.083
SAS (husbands)® 32.427.1 (21~64) ' 46 (100)  r=0.169 0260  r=0235 0.115
SDS (husbands)* 36.4+7.4 (20-50) r=0.042 0.783 r=0.260 0.081
Medical factors : )
Months elapsed after surgery® 18.3%11.7 months (3-47 months) 46 (100) r=0.035 0.817 r=-0.125 0.406
Pain®* 0 14 (30) 294 (5.8) 34.7 (6.3)
1,23 32 (70) 326(5.3) 0.087 393 (7.3) 0.046
Type of surgery® Mastectomy 24 (57) 312 (5.6) " 379 (7.6)
Lumpectomy 18 (43) 32.6(6.2) 0.541 37.5(71.5) 0.760
Adjuvant therapy (radiation, chemotherapy, None 6-(13) 283 (3.9) 363 (8.4)
or hormone therapy)® One or more 40 (87) 322 (5.7 0.094 382 (7.1 0.707
Past history of psychiatric treatment® No 43 (93) 31.7¢5.7) 37.7(74)
Yes 3im 317 (5.5) 0.947 40.7 (3.2) 0.410

* Univariate analysis was performed on Spearman’s rank correlation coefficient

® Univariate analysis was performed on the Mann-Whitney U-test
©Coded as 0 = not at all, 1= mild, 2 = moderate, 3 =-very severe
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63% were not employed; 33% had one or more children
younger than 18; 70% reported having pain; 87% had
undergone or were undergoing one or more adjuvant forms
of therapy, such as radiation treatment, chemotherapy, and
hormone therapy; and 7% had a history of psychiatric
treatment. The husbands® characteristics (Table 2) include

the following: a mean age of 54.4+11.6 years (range 31—
82); 48% had at least 12 years: of education; 87% were
employed; and 2% had a history of psychiatric treatment.
Because the patients were enrolled consecutively during a
6-month period, the study was not biased for the patient
characteristics, and thus, it can be assumed that the -

Table 2 Univariate analysis of the factors associated with SAS and SDS in husbands

Husband characteristics n{(%) SAS SDS
Mean score (SD)  p value  Mean score (SD)  p value
Sociodemographic factor -
Age® 54.4+11.6 years (31-82) 46 (100) r=0.14 0.344 r=0.187 0.214
Education® <12 years 24(52) 347(87) 384 (8.1)
, >12 years 22(48) 29936 . 0018  34.1(59) 0.042
Employment status® Unemployed 6 (13) 30.4 2.7) : 40.3 (8.3)
Employed 40 (87) 32.7 (7.6) 0.601 35.8(7.2) 0.196
Socioeconomic status® 36.7+15.0 (15.0-73.0) : 46 (100) r=003 - 0.822 r=0.153 0.311
Number of family members® 3.30+1.26 (2-6) 46 (100) r=0.06 0.694 r=0.262 0.078
Children younger than 18 years™ No 30 (65) 32.7(7.8) 36.8 (7.8)
Yes 16 (35) 31.8 (5.8) 0.871 35.6 (6.9) 0.480
Psycho-social factors
TAS-20 total score®
Husbands 49.9+8.3 (32.0-68.0) 46 (100) " r=0.546 <0.001  r=0.203 0.181
Patients 49.6+9.6 (29.0-72.0) 46'(100) r=0244 0.102 r=0.210 0.161
FAD
Husbands )
Problem solving® 1.92+0.55 (1.00-3.50) 46 (100) r=0.043 0.776 r=0.095 0.532
Communication® 1.99+0.42 (1.11-2.89) 46 (100) r=0237 0.112 r=0.207 0.168
Roles® 1.84+0.40 (1.00-2.73) 46 (100) r=0.127 0.399 r=0.376 0.010
Affective responsiveness® 2.10+0.52 (1.00~3.50) 46 (100) r=0216 0.150 r=0.191 0.202
Affective involvement® 1.95+0.41 (1.14-3.14) 46 (100) r=0433 0.003 - r=0.273 0.066
Behavior control* 1.97+0.42 (1.00-2.56) 46 (100) r=0.229 0.126 r=0.255 0.087
General functioning® 1.82+0.40 (1.00-2.58) 46 (100)  r=0.095 0.529 r=0.226 0.131
Patients .
Problem solving® 2.07+0.45 (1.17-3.17) 46 (100) r=0.178 0.236 r=0.004 0.981
Communication® 2.04+0.47 (1.00-3.00) 46 (100)  r=0.029 0.848 =-0.023 0.881
Roles® 1.92+0.35 (1.18-2.55) 46 (100) r=0.186 0216  r=0.104 0.494
Affective responsiveness® 2.21+0.53 (1.33-3.50) 46 (100). r=0.055 0.715 r=0.087 0.566
Affective involvement® 2.15+0.41 (1.29-3.14) 46 (100) r=0.032 0835  r=0.127 0.399
Behavior control* 2.11+0.38 (1.00-2.89) 46 (100) r=0.233 -0.119 r=0.203 0.176
" General functioning® 1.89+0.52 (1.00-3.50) 46 (100)  r=0.079 0.600  r=—0.012 0.936
SAS (patients)” 31.7+5.6 (20-44) 46 (100)  r=0.169 0.260 r=0.042 0.783
SDS (patients)* 37.9+7.2 (25-55) 46 (100) r=0235 0.115 r=0.260 0.081
Medical factors
Months elapsed after surgery® 18.3+11.7 months (347 months) 46 (100) r=0.044 0.772 r=0.228 0.128
Pain®* 0 14 (30)  320(6.2) 36.6 (8.1)
1,23 32 (70) 32.5(7.6) 0.981 36.3 (1.2) 0.719
Type of surgery® Mastectomy 24(57)  335@8.7) 36.9 (7.8)
: Lumpectomy 18 (43) 31.1 4.9) 0.684 35.9(7.8) 0.721
Adjuvant therapy (radiation, chemotherapy, None 6 (13) 31.6 (6.1) 36.7 (8.1)
or hormone therapy)® One or more 40 (87) 325149 0911 363 (7.4) 0.909
Past history of psychiatric treatment No 45(98) 3220.) 36.1 (7.2)
Yes 12 40.0 0.141 49.0 0.087

®Univariate analysis was performed on Spearman’s rank correlation coefficient

® Univariate analysis was performed on the Mann-Whitney U-test
“Coded as 0 = not at all, 1 = mild, 2 = moderate, 3 = very severe
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Table 3 Multiple regression analysis of predictors of SAS in patients

Variable  Coefficient  Standardized coefficient ¢ P

- TAS-20 - 0.204 0.355 2313 0.026

Multiple R=0.355; multiple R? =0.126, adjusted R>=0.103

characteristics of the women in this sample were typical for
other breast cancer patients in this culture and in this
clinical setting and were also typical for their healthy peers.

Factors correlated with anxiety and depression in patients

Table 1 summarizes the results of the univariate analysis of
the factors associated with patient SAS and SDS scores.
. Among the investigated variables, high patient total score
on the TAS-20 and high patient scores on the communica-
tion and affective responsiveness subscales of the FAD
were significantly associated with high patient SAS score.
Meanwhile, high patient total score on the TAS-20, high
patient scores on the communication, affective responsive-
ness, behavior control, and general functioning subscale

scores of the FAD, and the presence of pain were -
significantly associated with high patient SDS scores. The.

results of the multiple regression analysis of factors
correlated with patient SAS score are shown in Table 3.
.The only factor correlated with high patient SAS score was
high patient TAS-20 total score. This indicated that a high
degree of patient alexithymia correlated with a high degree
of patient anxiety. This model revealed that the selected
independent variable accounted for 12.6% of the variance
in patient SAS scores. The results of the multiple regression
analysis of factors correlated with patient SDS score are
shown in Table 4. The only factor correlated with high
patient SDS score was a high score on the affective
responsiveness subscale of the FAD. This means that
patient perceptions of inappropriate affective responsive-
ness among family members correlated with their high
degree of depression. This model revealed that the selected
independent variable accounted for 34.5% of the variance
in patient SDS scores.

Table 4 Multiple regression analysis of predictors of SDS in patients

Variable Coefficient Standardized ¢ P
coefficient
FAD (patients) 8.220 0.588 4416 <0.001

Affective Responsiveness

Multiple R=0.588; multiple &> =0.345; adjusted B2 =0.327

a Springer

Table 5 Multiple regression analysis of predictors of SAS in
husbands

Varizble Coefficient  Standardized ¢ P
coefficient

TAS-20 0.387 0.433 3140  0.003

Education® —6.183 -0.420 -2924 - 0.006

Adjuvant therapy® ~ 7.010 0.337 2299 0027

Multiple R=0.597; multiple R? =0.356; adjusted R =0.304
?Coded as 0<12 years, 1>12 years
®Coded as 0 = none, | = one or more

Factors correlated with anxiety and depression in husbands

The results of the univariate analysis of the factors
associated with husband SAS scores and SDS scores are
summarized in Table 2. Among the investigated variables,
high husband SAS score was significantly associated with
low husband education level, high husband total score on
the TAS-20, and high husband score on the affective
involvement subscale of the FAD. Meanwhile, low husband
education level and high husband score on the roles
subscale of the FAD wete significantly associated with
high husband SDS score.

The results of the multiple regression analysis of factors
correlated with the husband SAS score are shown in
Table 5. The factors correlated with high husband SAS
score were high husband TAS-20 total score, low husband
education level, and the delivery of adjuvant therapy for
patients. This finding indicated that a high degree of
alexithymia among husbands, a low husband education
level, and adjuvant therapy for patients was correlated with
high degrees of anxiety among husbands. This model -
revealed that the selected independent variables accounted
for 35.6% of the variance in the husband SAS scores.

The results of the multiple regression analysis of factors
correlated with the husband SDS scores are shown in
Table 6. The factors correlated with high husband SDS
score were high husband scores on the roles subscale of the.
FAD, low husband education level, and a large number of

Table 6 Multiple regression analysis of predictors of SDS in
husbands

Variable Coefficient ~ Standardized ¢ P
coefficient

FAD (husbands) ~ 5.775 0312 2251 0.030

Roles ]

Education® -5.174 -0.350 -2514 0016

Number of family ~ 1.733 0.306 2188  0.035

members

Multiple R=0.543; multiple R =0.295; adjusted R? =0.238
*Coded as 0<12 years, 1>12 years



Support Care Cancer (2007) 15:859-868

865

family members. This meant that husband perceptions of
inappropriate shares of roles among family members, low
husband education level, and large number of family
members correlated with the high degree of depression
among husbands. This model revealed that the selected
independent variable accounted for 29.5% of the variance
in the husband SDS scores.

Discussion

We found that alexithymia, family functioning, and other
factors might be related to psychological distress in women
with breast cancer and in their husbands. We also found that
 there are important differences in related factors between

. anxiety and depression, or between patients and husbands.

Alexithymia and anxiety among patients and husbands

High degrees of alexithym.ia' among patients and husbands

was correlated with high degrees of anxiety in both.
Alexithymia has been found to exist at high rates in
patients with anxiety disorders such as panic disorder and
PTSD [58]. The salient feature of alexithymia is difficulty

identifying and describing subjective feelings [37]. That is, .

high anxiety in alexithymic people may be related to a
deficit in emotional regulation that reflects both deficits in
the cognitive—experiential component of emotion response
- systems (i.e., deficits in the top—down regulation from the
higher-order brain regions, such as language areas to the
limbic structure) and deficits at the level of interpersonal
regulation of emotion (i.e., an inability to express their
emotions and to get support from others) [57]. But family
functioning (an important factor in social support) and
alexithymia in spouses were not correlated with anxiety in
patients or husbands. These results could indicate the
possibility that anxiety in patients and husbands is related
to deficits in the internal regulation of emotion rather than
to deficits in interpersonal regulation of emotion. So, to
decrease the anxiety of patients and husbands, it may be
insufficient to encourage emotional expression and to get
support from others, as in the emotion suppression model,
but it may be useful to facilitate the intemal control of
‘emotion (e.g., biofeedback or relaxation training) or to treat
symptoms directly by medication.

Moreover, we would like to refer to the issue of whether
alexithymia, as observed in this study, had trait or state
characteristics. Theoretically, alexithymia has been consid-

ered as a developmental deficit [56, 58]. Several longitudinal
* studies have indicated alexithymia as a stable personality
trait [51, 53, 55]. From the point of view of anxiety, Berthoz
et al. [6] has suggested that alexithymia was correlated with
both state anxiety and trait anxiety, although partial

correlations revealed a tight link between trait anxiety and
alexithymia. So, we consider that alexithymia observed in
this study also has trait characteristics. However, some
researchers have indicated that “secondary (reactive) alex-
ithymia™ existed in kidney transplantation patients and in
hemodialysis patients {15, 17], and these secondary alex-
ithymia were considered as a defensive reaction to stressful
events. Because cancer causes many stressful events,
alexithymia in this study also may, at least in part, have
reactive characteristics. However, as this study was con-
ducted by a cross-sectional design, we cannot conclude with
certainty that alexithymia has either trait or state character-
istics. Further longitudinal study will be needed to clarify
this issue.

Family functioning and depression in patients and husbands

Family functioning was related to depression in both
patients and husbands. Family functioning has been
reported to be related to depression in major depression
patients without cancer [25, 26]. The present study
indicated that family functioning is related to depression
in cancer patients and their husbands as well as in people

_ without cancer. But the subtypes of family functioning that

correlated with depression differed between patients and
husbands. Patient depression was correlated with patient
perceptions of inappropriate affective responsiveness
among family members in the FAD, while husband
perceptions of inappropriate roles among family members
in the FAD was correlated with depression in husbands.
According to its definition in the FAD, affective respon-
siveness refers to the ability of family members to respond
with appropriate qualities and quantities of feelings to a
wide range of stimuli [26]. The importance of emotional -
support of cancer patients by family members is well
known [4, 5, 27, 30, 31, 38]. Some researchers have
discussed the importance of the quality of communication
among patients and family members, especially the impor-
tance of empathy [32, 48]. The results of the present study
also could be considered to indicate that family members’
emotional responsiveness to distress could greatly influence
the patient’s mental state, particularly pertaining to depres-
sion. In other words, we speculate that patient depression
worsens if the patient cannot get an empathic response from
family during times of distress.

Meanwhile, one factor related to husband depression
was the role of the FAD. According to the definition in the
FAD, roles are recurrent patterns of behavior necessary to
fulfill the instrumental and affective needs of family
members [26]. Many breast cancer patients have central
roles in caring for family members, such as housework,
childcare, and communication with neighbors or relatives.
Husbands must play not only their own occupational roles
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but also the roles that their wives have ever played,
including tending to the needs of other family members.
Furthermore, the husband must also care for his ill wife;
patients and the total burden become very severe. The
results of this study may indicate a great relationship
between husband depression and husband frustration about
their share of family roles after a decrease in patient
function; in other words, frustration over the increase in
their burden. The number of family members was also
correlated with husband depression. This might also indicate
the relation between husband depression and increasing
burden because the larger the family, the more people the
husband must care for. Thus, although family functlomng
was associated with depression in both breast cancer patients
and husbands, the subscales of family functioning, which
correlated with depression, differed between. patients and
‘husbands. So, different types of family intervention might be
effective for breast cancer patients and their husbands.
. Intervention to accelerate empathic communication among
family members might be effective for breast cancer patients,
while intervention to decrease the burden on husbands, such
a3 promoting the sharing of roles among family members or
giving information about resources for patient care, might be
effective for husbands.

Differences among risk factors for anxiety and depression

As mentioned above, different factors were correlated with
anxiety and depression in breast cancer patients and their
husbands. Previous studies have demonstrated some differ-
ences among risk factors for anxiety and depression in
psychiatric populations or in general populations. Newman
et al. [39] found that life events were more strongly
correlated with major depressive episodes than with general
anxiety disorder. Murphy et al. [36] suggested that although
the prevalence of depression was significantly higher in a
population having low socioeconomic status than in
populations of other socioeconomic statuses, the relation-
ship between anxiety and socioeconomic status remained
unclear. These studies suggest that depression may be
affected more by environmental factors than by anxiety.
Interestingly, this study also seems to support these
previous findings because family functioning as an envi-
ronmental factor was correlated with depression, while
alexithymia, as an individual personality characteristic, was
correlated with anxiety. In cancer populations, the impor-
tance of social support has been indicated repeatedly, as
mentioned above. But the influences of personality charac-

teristics on anxiety and depression remain unclear, as few '

previous studies have investigated related factors, including
personality characteristics, simultaneously for anxiety and
depression, in cancer patients or in their relatives. In future
studies of psychological distress in cancer patients and their

@_ Springer

relatives, personality characteristics such as alexithymia and
other factors should be considered.

Other related factors
Education level

Low education level in husbands was correlated with both
anxiety and depression in husbands. A study of healthy
subjects found that a low education level was associated
with a high degree of anxiety and depression [24, 47]. Low
education level has been reported as a risk factor for major
depressive disorder [8, 20, 33]. These results are consisted
with those of the present study. We speculate that because
husbands with low education levels might not collect or
analyze useful information and might fail to adjust to the
changed situations after spouses get cancer, they might
have high degrees of anxiety and depression. Interventions
to give adequate information that meet husbands’ needs
against their increased burden and to support their problem
solving may be useful :

AafjuvantA therapy

Husbands of patients receiving adjuvaht therapy were more

- anxious than husbands of patients not receiving it. As far as

we know, distress in the spouses of cancer patients has
never been studied in relation to adjuvant therapy. Several
researchers have reported on breast cancer patients’ distress
during adjuvant therapy, but their results have been
controversial. Cathcart et al. [10] reported a high prevalence
of depression during adjuvant tamoxifen therapy in breast
cancer patients. On the other hand, Cassileth et al. [9] and
Montgomery et al. [35] reported no difference in distress
levels during adjuvant therapy compared with control
groups (an observation group and a healthy control group,
respectively). In the present study, patient anxiety and
depression were not correlated with husband anxiety and
depression. So, we consider that adjuvant therapy does not
influence husband anxiety through patient anxiety and
depression. One possible explanation for the association
between adjuvant therapy and husband anxiety is that when
the patient receives adjuvant therapy, the husband might
recognize that his wife’s condition is not curable, and his
anxiety about his wife relapsing might increase. Further
study is needed to confirm this interpretation, as we did not
investigate the contents of anxiety in this study.

There are several limitations to this study. First, because
the sample size was small, so other important factors related
to couples’ anxiety and depression may have been over-
looked. For example, patient pain and a history of
psychiatric treatment in husbands each was significantly
related to, or tended to be correlated with, anxiety and-
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depression among couples in univariate analysis but not in
multiple regression analysis. Second, the proportion of
related factors to couple anxiety and depression is relatively
small in this study, and other factors not assessed in this
study might be correlated with anxiety and depression (e.g.,
other personality characteristics or social support issues other
than those related to family). Finally, because this study was
performed using a cross-sectional design, no causal relation-
ships could be determined. To investigate such relationships,
further study, including a prospective study, is needed.

In conclusion, the present study revealed that alexithymia
and family functioning were associated with anxiety and
depression, respectively, in both women with breast cancer
and their husbands. Generally, it has been known that
anxiety and depression often occur simultaneously and share
many common symptoms [50], so it might be useful to take
care in putting into perspective both individual traits, such as
alexithymia, and family functioning when we intervene to
treat anxiety and depression in breast cancer patients and
their husbands. Moreover, the present results suggest we
should pay attention to alexithymia especially in anxious
(rather than depressive) patients and their husbands and to
family functioning in depressive (rather than anxious)
patients and husbands. As mentioned above, although this
study has several limitations, its results are meaningful as a
first report demonstrating a correlation between alexithymia
and anxiety and between family functioning and depression

“simultaneously in women with breast cancer and in their
husbands. In future studies, a detailed investigation of
personality characteristics such as alexithymia and family
functioning is needed to formulate strategies to decrease
anxiety and depression in women with breast cancer and
their husbands.
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The increase in absolute numbers of elderly is associated with an in-
crease in the number of elderly with psychosocial problems. Depression
is one of their most frequent psychological problems (Gallo & Lebowitz;
1999). It has been pointed out that as people age opportumtles for com-
mumcatron decline, the tendency to become ‘isolated increases, brain
function decreases, and physiological changes occur (Alexopoloulos,
2005). Because of the contribution of unique physical, mental, and so-..

-~ cial factors that differ from those of other generations, the pathological .
- pictureof depression in the elderly is quite diverse. As a result, there are'”
 many: atyplcal and mixed symptoms of depression in the elderly, and the

- diagnosis is often said to be missed (Gurland et al., 1976; Kafonek et al.,

- 1989). Moreover, few elderly persons complam of depresswe mood and ‘

sometlmes the1r depressed moods are mconsplcuous (Georgotas et al

. 1983).

Mamtenance and unprovement of physmal ’l*ctlon cogmtlve func-
tion, and ability to perform activities of daily 11v1ng (ADL) are impor-

 tant goals of rehabilitation. However, decreases it ADL, amount of

activity, and difficulty 1ntroducmg rehabilitation owmg to unwilling-
ness are often problems in clinical settings, and there is a strong sus-

- picion they are associated with their depression. In addition, activity

decreases as a result of depression, and the decrease in activity brings
about a decline in physical and psycholog1ca1 function, such as muscle:
- strength and ADL. The converse is also true, that is, declines in ADL

sometimes increase depression (Kuroda & Sumida, 2002). Thereisare-
port that depression causes a decrease in cogmtlve function, andimpair-

- ment of episodic memory (Palsson et al., 2000), in partlcular and that

it may accelerate the onset of cardlovascular disease through the-car- -

diac autonomic nerves (Reynolds, Alexopoulos, & Katz, 2002) Thus,

~because the risk of depression could effect phys1cal psychologlcal and

- social concerns of the elderly, appropnate evaluatlon and mterventron -
. are needed. -
There have been reports on the prevalence of depressmn among the el-

~ derly in the community, ranging from 1 to 35% (Beekman, Copeland, &

. Prince, 1999; Blazer, 2003). Studies of elderly persons living at home

. have reported that bas1c aet1v1t1es of darly hvmg (BADL) 1nst1'umenta1
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activities of daily hvmg (IADL) sub;ecuve feeling - of well-bemg—whether-.
the subject works, has pain, lacks opportunity for conversation with fam- -
~ily and acquaintances, or financial problems—are factors’ ‘associated with -
the severity of depress1on (Cole & Dendukuri, 2003; Kuroda & Sumida,
2002). There is a report that approximately 20% of institutional residents -
are depressed (Payne et al., 2002). However, there are few reports of the -
prevalence of depression and factors related to it in residents of institu-
tions for the elderly. Many studies on depression have used the Geriatric -
Depression Scale (GDS; Yesavage et al., 1982- -83), but because itisa
self-report instrument, it is less reliable in subjects with. cogmtlve disor-
ders. For that reason, subjects with dementia or cogmtlve disorders have.

-often been eliminated‘as subjects. Accordingly, the purpose of the present -

- study was to use objective indices capable to evaluate subjects with cog-
nitive disorders who are residents of a health care institution for the el-
 derly to determine the prevalence of depression and to search for factors

. that are susceptible to intervention in the form of rehabilitation. If it were

" possible to identify factors related to. depression, it should become possi-
~ bleto consider spemﬁc rehabilitative 1ntervenuons that would nutlgate or
_' prevent depressmn in the residents. - oo -

SUBJECTS AND METHODS
- Subjects | | o -

The subjects were elderly persons 65 years of age or over who had |
been residing in a health care institution for 3 months or mere. Those
with a score of 5 or less on the Mini-Mental State Examination (MMSE) h
and those in serious physical condition who were incapable of partici-
pating in the survey were excluded. The reason for excluding those with
an MMSE score of 5 or less was that evaluation of depress1on itself is
difficult in patients with cognitive disorders or dementia severe enoughr -
to-have a score of 5 or less on the MMSE, and because evaluatron of pam
and hypochondnac symptoms is also d1fﬁcu1t . -

Measures
3 Soczodemographzc Factors |

Informatlon about age gender d1agnos1s durat10n of 111ness length Of;"_'
residence, environment before entering the institution, level of certifi-
catron of long-term care need, number of res1dents in the room, whether_
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mamed or single, mterval since the death of spouse, whether the subject
~had a visual impairment, hearing disorder, or language disorder, and
- number of visits by family per month was collected from the subjects’

. charts | o

o Cognitive Function

-~ The MMSE (Folstein, Folstein, & McHugh, 1975) was administered,
and the subjects were evaluated for the presence or absence of a cognitive
function disorder according to the eligibility ctiteria. The MMSE con-
‘sistsof 11 questlons and the range of possible scores is 0-30, with higher

- . scores meaning better cogmtlve function. The reliability and validity of

~ ioral disturbance,

- the Japanese-language version have been conﬁrmed (Mori, Mltam &
| Yamadori, 1985) '

_ Depresszon

: The Cornell Scale for Depressmn in Dementia (CSDD) (Alexopoulos
Abrams, & Shamoian, 1988) was used to evaluate depression. The scale
comprises a total of 19 items, mcludmg ‘mood-related signs,” “behav-
» “physical signs,” “circadian changes and sleep dis-

‘turbance, » and “ideational disturbance.” The items are scored based on

 the data obtained from the clinical evaluation of the patient and an inter-

- view with the care provider. The severity of depression was evaluated
- by scoring each item on a 3-grade scale: 0 or not evaluable, 1, and 2. The
range of possible scores for the 19 items is 0- 38,.with higher scores

_ meaning severer depression. At the cutoff values described by Alexo-

- poulos, Abrams, and Shamoian (1988), scores of 8 points or more have
been reported to indicate mild depression, scores of 13 or more to indi-

. cate moderate depression, and scores of 22 or more severe depress1on -

According to Schreiner et al. (2002, 2003), the inter-rater reliability is
0.68 and the Cronbach’s alpha is 0.84-0.86 among Japanese subjects.
The factor structure and the cutoff score for the J apanese version of the
CSDD have been 1dent1f1ed

- Actzvmes ofDazly lemg

Ability to perform activities of dailiy living (ADL) was evaluated by -
the Functional Independence Measure (FIM; Hamilton et al., 1994).
ADL that were actually performed were evaluated by routine observa— .
tion. The FIM COIISIStS of a total 18 items: 6 self-care items, 3 rnob111ty |
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1tems 2 locomotlon items, 2 sphincter control items, 2 commumcatlon'
items, and 3 social cogmt10n items. Functional level was evaluated on
a’l- grade scale. The: maximum score for each item was 7- points, and,
the minimum score was 1 point. Poss1b1e total scores for 18 items ranged :
from 18 to 126 pomts with hi gher scores meamng greater ablhty to per-
form ADL. .

Pain

| Subjecuve pain was evaluated by asking the questlon “Are you in
any pain?” Information as to whether the subjects had complamed of
pain during the past week was collected from nurses. - :

Hypochondrzac Symptoms

‘The subjects were. asked “Are you concerned about anythmg, or do }
you feel uneasy about anything?” and if they complained of a specific -
symptom, they were evaluated as having hypochondn’ac symptoms, af-
ter first checking to confirm the absence of organic disease. In addition,
information as to whether the subjects had made any hypochondnac
complamts during the past week was collected from nurses.

| Statlsttcal Analyszs

In order to assess factors related to depress1on we tested for z assocra--
tions between the CSDD scores and sociodemographic factors by means
of Spearman’s rank correlation coefficients, and for associations between
the CSDD scores and ADL by the Mann-Whltney U—test or the Kruskall-
- Wallis test.

. The p values in all of the tests were 2-tailed, and p* values < 0. 05 were

| con51dered significant. Statistical Package for the Social Sciences (SPSS) -

ver. 12.0J for Windows software was used to perform all of the statlstrcal
analyses. -

RESULTS
Subjects’ Char‘acteristiés
The 44 res1dents 11 men and 33 women, mean age 84 8+7 0 years "

who met the eligibility criteria were the subjects of the analysrs The re-
sults from the charts and evaluation are summanzed in Table 1. The
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TABLE 1. Subjects-’ C‘harac’téris‘tic‘s

Age (year) , s 848 . 70
Gender o ' : \ S
" Male ' o 11
- Female ' 33 : -
Duratnon of iliness (year) , - 58 5.6
‘Length of residence (year) . 19 . 1.5
- Environment before enter?ng ' '
~ Livingalone 0
Living with family _ 7
- Residence in an institution 11
Health care institution ' 26
Marital status ,
- Married ‘ S 41
Unmarried - -8 .
~ Death of spouse (year) : : . 157 18.4
Visits to the patient by family (number) 7.6 - 8.6
Visual impairment . _ :
Presence ' 16
- Absencs - 28
Hearing disorder ' .
Presence 18
- Absence : 26
Language disorder S '
~ Presence - -9
Absence- o , 35
Room I
‘1-person room . A 8
2-person room A 16
4-person room : : 20 .
MMSE (score) I : 194 57
‘FIM (score) - - . - 81.9 21.9

~ CSDD (score) . A 10 40

‘mean CSDD score was 7. O+4 0. According to the criteria proposed by
Alexopoulos, Abrams, and Shamoian (1988), there were 22 subjects
(50%) with scores = 7, classified in the healthy group; 19 (43 2%) with
scores of 8 or more, classified in the mild depression group; 3 (6.8%)
w1th scores of 13 points or more, classified in the moderate depression
group; and none with scores of 22 points or more, classified in the se-
vere depressmn group. The mean MMSE score was 19. 4+5 7, w1th
scores rangmg from 29 to 6 points. ~
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: Assoctatmns Between Depression
and Soczodemographw Factors

The results of the univariate analyses revealed a s1gmﬁcant assoma-"
tion between hypochondnac symptoms and the CSDD.scores (p=0.04),

and between having a visual impairment and the CSDD scores (p =

0.03). The principal hypochondriac symptoms were, “My’ head feels
heavy,” “I feel tired,” “My stomach’s upset.” No s1gmficant associa-

- tions were found between the MMSE or FIM scores and the CSDD. |
scores. Nor were any significant associations found between the CSDD( -
scores and age, gender; duration of illness, length of residence, environ-
ment before entering the institution, death of a spouse, number of visits,
hearing disorders, language disorders, whether the subject had pam or.' o

number of persons in the room (Table 2).
Associations Between Depresswn and ADL

The evaluatnon for associations with the CSDD scores accordmg to'
~ areas indicated by the FIM revealed significant associations for groom-
ing (p = 0.04), comprehension (p = 0. 04), social 1nteract1on (p < 0.01), .
and problem solvmg (p=0.03) (Table 3).

DISCUSSION -
Evaluation and Prevalence of Depresswn o

Many of the studles of depression have used the GDS quest10nna1re o
but because it is a self-report evaluations are less reliable in subjects
with cognitive disorders. Hence, patients with cognitive disorders have
often been excluded as subjects. Nevertheless, Spitzer; Endicott; and -
Robins (1978) report approximately 17% of dementia patients often
exhibit depression. Moreover, depression is frequently associated with
cognitive disorders, and-cognitive disorders are said to tend to progress.
- to dementia (Ballard et al., 1996; Magni, Plazzolo, & Blanchin, 1988).
Because the ability of subjects with dementia or. a cognitive disorder to -
concentrate, remember, and make judgments is impaired, it is difficult
for them to provide information themselves. Moreover, since the de-

- pression of dementia patients is short-term, transient, and tends to recur, .. |
- relatively long-term observation is necessary. Because of the: above; in

-~ this study we evaluated depress1on quant1tat1vely based on 1nformat10n |
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TABLE 2 Assomatnons Between CSDD Scores and SOCIodemographlc Fac-
tors: Univariate Analysis:

r. o "-pValuea'

Age (years) .  -0.18 0.91
Length of residence (years) - —=0.21 _ o 0.16
Death of spouse (years) - : - 0.10 050
Visits to the patient by family (number) -0.19 - 0.20
MMSE . | - -0.76 = . 0.62
FiM -‘ S | 025 . 040
B ' Mean Rank , - pValue®
- Gender . : o
Male = : ' . 2282 0902
Female o 22.39 |
Envuronment before entenng S :
- Home ' _ - 2021 0.60
“Hospital/institution - L 22.93 : '
Marital status o | : |
 Married : S 23.12 | . 023 .
- Unmarried . | : - 14.00
Pain | | o |
Presence | 25.93 | - 0.51
Absence _ - 17.97
Hypochondriac symptoms _‘ -
Presence - . 27.58 0.04
- Absence v . 16.40 ' |
Visual impairment R - ' _
Presence - S 2797 - 003
Absence ' o 1938 | -
Hearing disorder : o B .
Presence ' . 2447 - 039
- Absence - - . 21143 - ' ~
~ Language disorder | S _ ;
Presence | | ' 29.28 0.75
Absence ' ' o - 2076 - . | A
o o = = MeanRank | p Value®
Room . , A '
1-person room . 2494 - 0.82
2-person room - 21.47
4-person roomn 7 o - 2235

aSpearman s rank correlatlon coefficient; bMann-Whltney U-test; °Kruska|-WalI|s test
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TABLE 3. Assoc1ataons Between CSDD Scores and FIM Items Umvanate
AnaIySIs

r _ - p'\lalu‘e-‘El )
Self care : ' . N .
‘Eating - ' —0.26 .- 008 ..
Grooming - ' -031 - , - 004
Bathing - . -0.14 " S .. 036
Dressing, upper body —-0.26 L 0.08 .
Dressing, fower body - . 0.01 - . 089
Toileting . =~ .. - 040 079
Sphincter control . 002 3 09t
~ Mobility R —-006- - - 069 -
 Locomotion . . =024 011
Communication o L
Comprehension’ L -031 L 004
Expression = - -0.28 . 006 .
Social cognition N : . _. R
Social interaction —-0.45 . - <001
Problem solving - - - -0.33 : - '_ 0.03
Memory | S -018 .. 024

8gpearman’s rank correlation coefficient.

| and observatlons of the subjects behavmr during the prev1ous week, |
and we used the CSDD, whose reliability and vahthy have been con-
firmed in dementia patients, to evaluate depression.

The result was that 19 (43.2%) of the 44 subjects were evaluatedg ,

as having mild depress1on '3 (6.8%) as having moderate depression,
and none as having severe depression, indicating that 50% exhibited -
mild to moderate depression. Based on earlier research the prevalence
of depression among residents of institutions was reported to be approx-
imately 20% (Payne et al., 2002), but Forsell, Jorm, and Winbland (1994) .
found a higher proportion with depress1on among residents with demen-
tia than among residents without dementia. The results of our own study
probably showed a somewhat higher prevalence of' depress1on because .
residents with dementla were 1ncluded among the subjects. . |

'AssocwtwnsBetweenDepresswn " f'. I .
and Socwdemographlc Factors o BT

A s1gn1ﬁcant association was found between complamts of hypo-'
chondnac symptoms and depressmn in this study. The’ elderly are also . -



