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This research was done to describe the nature and degree _
of psychological distress persons experience after receiving

stantially over time in relation to the events of diagnosis
depressive symptoms were predictors of functional depen-
dency after surgeq‘l‘he ﬁndingssuggest that depressive
symptoms, even at low levels, are important to address
because they may reduce patients’ ability o function in

their usual roles and activities for considerable periods
after colorectal uncer surgery. e

KEY 'I'ERMS Psychbiogiwl distress; crisis; coping; colorectal

COloreCtal cancer strikes approximately 149,000 men
and women each year, claiming an estimated 56,000
lives." Although research shows that persons have psycho-
logical distress after receiving a diagnosis of cancer, the
expansion of knowledge in this area has been limited by the
use of samples that are heterogeneous with respect to type
of cancer, lack of research on consequences or outcomes of
psychological distress, and advances in treatment that may
change or eliminate sources of distress. The current re-
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search (1) described the nature and degree of psychological
distress persons experience at various phases of the treat-
ment and recovery process after a diagnosis of colorectal
cancer, and (2) described the effect of psychological distress
over time on functional dependency in this population.

Review of Literature

The Crisis Model proposed by Gerald Caplan® is a
time-honored conceptual framework that has been used
extensively to characterize situations involving physical ill-
ness. A crisis is a transitional period during which a person
faces an opportunity for personal growth as well as the
danger of increased vulnerability to mental disorder. A crisis
occurs in a novel situation for which the person has not
developed a repertoire of coping behaviors. The essential
factor in a crisis is a perceived imbalance between the
difficulty and importance of the problem and the availability
of resources for addressing it. As a result of the imbalance,
psychological distress is produced, which often is character-
ized by depression, anxiety, and anger. Psychological dis-
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tress experienced during a crisis may either stimulate or
impair problem-solving efforts, depending on the severity of
the distress. Successful resolution of a crisis results in a
return to optimal levels of functioning; if the crisis is not
resolved, functioning in usual activities can become im-
paired permanently.” An examination of the experience of
diagnosis and treatment for colorectal cancer using the crisis
model could reveal the extent of its utility in identifying
persons in danger of developing poor functional outcomes.

The most frequently cited problem among persons with
cancer is general emotional disturbance.>” The most com-
mon psychological symptoms reported are anxiety and
depression. Almost one half of hospitalized patients with
cancer meet the criteria for formal psychiatric disorders,
with most diagnosed with depression or adjustment disor-
ders with depression and anxiety.® As the patient learns what
to expect with regard to treatment plan, psychological
distress often diminishes.® However, a proportion of pa-
tients with cancer continue to have psychological distress for
as long as 1 year after diagnosis.®*®

Although psychological distress in patients with cancer
is well documented, many studies have examined samples
that are heterogeneous with respect to cancer diagnoses.®
Because physiological processes, problems, and treatments
are distinct among cancers and have widely varying out-
comes, psychosocial processes are different depending on
the diagnosis and type of treatment. Therefore, it is impor-
tant to examine psychological phenomena in relation to
specific diagnoses and treatments.

Patterns of psychological distress after colorectal cancer
is diagnosed are higher after initial treatment and decrease
gradually during a 6-month period.!* For persons treated
with colostomy, fear of the diagnosis and of recurrence or
metastasis were among five most important concerns report-
ed.'? One third of those with ostomies reported depression
and one fourth reported anger or irritability more than 1
year after surgery.!> However, treatment of colorectal cancer
has changed considerably since these studies were reported.
Standard treatment now may include radiation, chemother-
apy, or both.'* Also, new surgical techniques have substan-
tially reduced the need for permanent colostomies. Further
research is needed to document psychological status in the
context of today’s more intensive treatment approaches.

Much of the research on depression and cancer has
focused on the type and degree of depression without
regard for the effect of depressed mood on outcomes. A
recent exception was a study in which routine psychiatric
evaluations were conducted on 100 adult patients having
allogeneic bone marrow transplants for acute leukemia. The
findings revealed that depressed mood was associated with
shorter duration of survival.'> Another investigation showed
that social support groups for women with metastatic breast
cancer reduced psychological distress and extended mean
survival when compared with a control group.'®

A few studies of persons with diagnoses other than
cancer have examined the relationship between depression
and functional dependency outcomes. Mossey and associ-
ates'’ found that persons with hip fractures who reported
high levels of depressive symptoms were more dependent
and had poorer physical functioning when compared with

others recovering from hip fractures who had low levels of
depressive symptoms. A recent, large-scale study'® found
that substantial morbidity was associated with depressive
symptoms. Persons with diagnosed depression and chronic
medical conditions had the poorest level of functioning.
Those who had depressive symptoms without a chronic
medical condition functioned more poorly than did persons
with a medical condition alone. For example, persons with
depressive symptoms spent more time in bed than did those
with hypertension, diabetes, or arthritis who did not report
depressed mood.

The findings of these studies suggest that psychological
responses to illness, if negative, could result in unfavorable
outcomes. An examination of the mood states of patients as
they navigate their diagnoses and treatments could provide
information that could be helpful in identifying persons who
need crisis intervention. The information would also be
useful to guide future studies.

Methods

This study used a longitudinal descriptive design to
examine biopsychosocial factors associated with functional
dependency outcomes during the first 3 months of recovery
after a diagnosis of colorectal cancer. Eligibility criteria
included having a diagnosis of invasive carcinoma of the
colon or rectum, being scheduled for surgery, and being
able to communicate in English. Participants were inter-
viewed before surgery as well as 1 and 3 months after
surgery for colorectal cancer. Institutional Review Board
approval was obtained from the hospitals that participated in
the study and from the university that sponsored the re-
search.

Sample

Of 181 persons contacted about the study, 118 (65%)
agreed to participate and completed the initial interview.
Five persons were removed from the study by the investi-
gator because of extensive illness resulting in lengthy
hospital stays or death. Fifteen withdrew from the study after
the first or second interview. The most frequent reason was
the amount of time required for interviews. Thirty-two
persons had incomplete data and were not included in the
analysis.

Variables

Psychological Distress. Psychological distress was
assessed with two measures. The Bipolar Profile of Mood
States (POMS) is a general measure of mood that has been
used widely to document various positive and negative
moods common with physical illnesses.’® For this study, a
negative mood score was computed by summing the anx-
ious, depressed, unsure, tired, confused, and angry subscale
scores. Scores could range from 0 to 108, with a higher
score indicating greater negative mood. These subscales
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were chosen because they examine emotions commonly
associated with a crisis state.

validity and reliability of the POMS have been estab-
lished.’® The negative mood subscales of the bipolar POMS
are considered by the authors of the instrument to be
analogous to the original POMS, which measures only
negative moods. For this sample of patients with colorectal
cancer, Cronbach’s alpha coefficient for negative mood was
0.93.

The Beck Depression Inventory (BDI) is a second
measure used to assess psychological distress. It measures
severity of depressive symptoms in patients with psychiatric
illnesses and is used as a screening instrument in persons
without mental illness.? It is a self-report scale comprising
21 items, each composed of four statements reflecting
gradations of intensity of a particular depressive symptom.
Respondents choose the statement that best corresponds to
the way they have felt for the past week. Scores range from
0 to 63, with higher scores indicating more depressive
symptoms. Scores higher than 15 indicate mild to moderate
depression and often are used as a cutoff point in screening
for depression in clinical settings.?! Internal consistency
reliability was Cronbach alpha coefficient = 0.85. Thirty-five
studies examining physically or mentally ill persons have
shown acceptable levels of concurrent validity with the
Hamilton rating scale for depression, the Zung depression
scale, and the Minnesota Multiphasic Personality Inventory-
Depression subscale.?!

Functional Dependency. Level of functional depen-
dency was examined with the enforced social dependency
scale (ESDS).2 It consists of an interview-based rating by a
professional of the amount of help a persons needs to
perform usual activities or roles. Scales evaluate eating,
dressing, walking, traveling, bathing, toileting, activities in
the home, activities at work, recreational activities, and
communication. A total ESDS score is computed by sum-
ming all 10 ratings. Scores for the total ESDS range from 10
to 51, with higher scores indicating greater dependency. The
Cronbach’s alpha coefficient for this sample was 0.96, and
interrater reliability, calculated as the percentage of agree-
ment, was 90%. Extensive testing of the ESDS has shown
construct validity for the scale.”

Procedures

Participants were identified through the surgical sched-
uling offices at two large, inner-city university hospitals and
two affiliated hospitals. All persons meeting the eligibility
criteria were asked to participate and informed consent was
obtained. Before surgery, questionnaires were administered
during preadmission testing, an average of 2 days before
admission to the hospital. Initial data collection lasted 30 to
45 minutes and was conducted by graduate nurse research
assistants with expertise in oncology nursing. At the initial
interview, participants completed the BDI, POMS, and the
demographic and clinical information. Postsurgical fol-
low-up was conducted by telephone or in person in con-
junction with physicians’ visits and 3 months after surgery.
The BDI and POMS were completed at the 1-month visit; the

ESDS was completed at the 3-month visit. The 3-month data
point was chosen for the ESDS to evaluate how each
person’s functioning was affected after the usual crisis
period was ended (usually about 8 weeks). Because persons
with colorectal cancer are generally healthy and indepen-
dent with respect to functional activities before surgery, the
ESDS was administered only during the postoperative inter-
views.

Results

The demographic and clinical characteristics of the
sample are presented in Table 1. The mean age was 64 =
12.1 years. Participants were primarily male (64% ), married
(77%), white (91%), and had at least a high school education

Table 1. Sample Characteristics: Demographic
Factors (n = 66)
—

Characteristic Frequency (%)
Age
Mean * SD 63.8 = 12.1
Sex
Males 42 (64)
Females 24 (36)
Marital status
Married 51 77
Not currently married 15 (23)
Race
White 60 o1
African-American 6 (C)]
Education
High school or less 47 (71)
College graduate 19 (29)
Occupation
Professional 32 (49)
Skilled 28 (24)
Unskilled 6 ©
Colostomy
None 42 (64)
Temporary 14 (21)
Permanent 10 (15)
Added treatment
None 35 (55)
Radiation, chemotherapy, both 31 (45)
Other diagnoses
None 26 (42)
=1 36 (58)
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(71%). Thirty-six percent (n = 24) had colostomies. More
than one half of the patients with colostomies (58%) ex-
pected to have them surgically reversed; the others were
permanent. Less than one half of the sample (45% ) received
additional treatment, including chemotherapy and/or radia-
tion treatment. More than one half of the sample (58% ) had
one or more of 11 other diagnoses or medical conditions
that could affect their recovery from surgery. These condi-
tions included heart disease, diabetes, chronic obstructive
pulmonary disease, obesity, and smoking.

Because attrition of participants was problematic,
means for the predictor variables were compared for groups
completing and not completing the study. The groups did
not differ with respect to age, negative moods (POMS), or
depressive symptoms (BDI). Using chi-square analysis, it
was determined that the completing group did not differ
from the noncompleters with regard to sex, marital status,
stage, having an ostomy, or receiving adjuvant treatment.

Table 2 displays a correlation matrix that revealed that
preoperative and postoperative depressive symptoms as
well as negative moods were correlated with functional
dependency at the 3-month data point. Major variables were
also examined for differences due to clinical or demo-
graphic factors. No differences were found in negative
moods, depressive symptoms, functional dependency, or
age with regard to adjuvant treatment (treated, not treated),
ostomy (none, temporary, permanent), stage (in situ, inva-
sive, metastatic), marital status (married, unmarried), or sex.

Means for the psychological distress variables are pre-
sented in Table 3. Repeated measures of analysis of variance
were performed with each of the major variables as the
dependent factor and time as the independent variable. The
analyses revealed that BDI scores changed significantly with
time (F3 43 = 9.3; P < 0.001). Profile of mood state scores did
not change, suggesting that they were unrelated to the
events of diagnosis and treatment. Therefore, this factor was
not included in subsequent analyses.

Because depressive symptom scores changed signifi-
cantly in relation to the diagnosis and treatment of colorectal
cancer, individual items from the BDI were examined to
determine which symptoms contributed to the overall de-
pression score. Table 4 shows the individual items from the

Table 3. Psychological Distress (n = 66)
S 1. O S NS T SSRGS

Preoperative Postoperative

Mean + SD Mean * SD
POMS 25.7 £ 189 224 £ 159
BDI 54 £ 48 82 76

SD, standard deviation; POMS, Profile of Mood States; BDI, Beck Depression
Inventory.

BDI. Respondents endorsed both cognitive-affective items
and somatic-performance items that contributed to the
overall depressive symptom score.

To examine the relative effect of preoperative depres-
sive symptoms and clinical and demographic factors on
functional dependency, stepwise multiple regression analy-
sis was used. This procedure was chosen because it selects
the best combination of factors to predict functional depen-
dency. Depressive symptoms, having an ostomy, and requir-
ing additional treatment (radiation or chemotherapy) were
entered into the equation. Because the preoperative and
postoperative time points are both clinically important times
of transition for patients with cancer, a decision was made to
examine the effects of preoperative and 1-month postoper-
ative depressive symptoms in separate analyses.

Preoperative Depressive Symptoms as
Predictor

For functional dependency 3 months after surgery,
having an ostomy and having depressive symptoms before
operation contributed significantly to the prediction of
functional dependency (P < 0.001); additional treatment did
not. Table 5 shows the findings. Overall, 22% of the variance
in functional dependency 3 months after operation was
predicted by this combination of factors.

Table 2. Pearson Correlations: Psychological and Demographic Factors with Functional Dependency at

3 month period (n = 66)

h—

Factors Pre-BDI Post-BDI Pre-POMS Post-POMS ESDS
Post-BDI 0.54*

Pre-POMS 0.68* 0.47*

Post-POMS 0.47* 0.61° 0.68*

ESDS 0.26* 0.35 0.23° 0.30%

Age -0.10 -0.10 -0.27° -0.11 0.06

BDI, Beck Depression Inventory; POMS, Profile of Mood States; ESDS, Enforced Social Dependency Scale.
P < 0.01.
® < 0.05.




