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Abstract
Objective: To evaluate the prevalence of psychiatric disorders in a sample of Portuguese patients with
metastatic breast cancer and assess the relationship between these disorders and the characteristics of
the oncological disease.

Methods: Cross-sectional, single-center study with female patients diagnosed with metastatic breast
carcinoma and under palliative treatment between November 2020 and May 2021. Psychiatric disorders
were screened by applying and �lling-out the MMSE, HADS, BSI, and WHOQoL-Bref instruments at the
outpatient daycare unit when patients were present for treatmen.

Results: A total of 91 female patients were included, median age 59.79 years. None of the patients had
cognitive impairment (MMSE). HADS scale: 18.7% of the patients scored for anxiety and 17.6% for
depression. The anxiety subscale score of > 8 (HADS) was related to ovarian function suppression
(p<0.001), neoadjuvant therapy (p<0.001), and type of second-line of palliative treatment (p=0.024). The
depression subscale score >8 (HADS) was related to the type of surgery performed (p= 0.022), molecular
subtype of the tumor (p=0.020), and occurrence of grade 3-4 toxicities in the �rst (p=0.018), and third-line
treatments (p=0.031).

Conclusion: The screening of psychiatric disorders through the application of these scales by the medical
oncology team may be able to aid in diagnosis and potentially lead to psychiatric referral and
intervention at an earlier stage.

Introduction
Cancer is the second leading cause of death worldwide, after cardiovascular disease [1]. In the 21st
century, we have been witnessing a great evolution in oncology, both regarding our knowledge of cancer
biology and physiopathology, as well as regarding its diagnosis and treatment. Still, cancer is regarded as
an accelerated enhancer of suffering, uncontrolled pain, and death. This preconceived idea is directly
related to some types of psychological disorders, regardless of the type of tumor and the stage at
diagnosis [2, 3]. Therefore, cancer patients are at risk of developing some level of psychological
dysregulation, depending on a series of variables related to the tumor, the environment, and the patient [4,
5, 6]. In this context, it becomes important to de�ne the difference between psychological and psychiatric
disorder, [7] since several studies have shown that there is a large percentage of cancer patients with
psychological disorders [7, 8, 9] but only a few meet the criteria for the diagnosis of psychiatric disorder
[10, 11]. A few studies which surveyed the prevalence of psychiatric diagnoses in cancer patients have
been conducted and demonstrated that the most frequent disorders were depression and anxiety [7, 10].
The correct and timely diagnosis of these disorders or diseases is of the utmost importance in order to
help patients, since the absence of diagnosis, monitoring, and treatment of these pathologies can
culminate in lack of treatment adherence and tolerance [12], lower survival rates [13], and decreased
quality of life [14, 15].
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There are several screening tools for psychological or psychiatric disorders validated for cancer patients.
It is known that psychiatric morbidity affects women with breast cancer both in the initial and advanced
stages [16], but few studies corroborate this. Furthermore, to the best of our knowledge, there are no data
regarding the prevalence of psychiatric disorders in Portuguese patients with advanced breast cancer.
Hence, our study aims to evaluate the prevalence of psychiatric disorders in a sample of Portuguese
patients with metastatic breast cancer, as well as to assess the relationship between these disorders and
the characteristics of the oncological disease.

Materials And Methods

Study design and procedure
We conducted a cross-sectional, single-center study. The convenience sample was designed with
inclusion criteria consisting of female patients 18 years of age or older, diagnosed with metastatic breast
carcinoma under palliative treatment with chemotherapy, hormone therapy, cyclin inhibitors, or targeted
anti-HER2 therapy, between November 2020 and May 2021, at the Medical Oncology Department of the
Instituto Português de Oncologia de Coimbra Francisco Gentil, E.P.E. Exclusion criteria for the study were
known brain metastasis, baseline cognitive impairment, refusal to participate in the study, and incomplete
clinical records. The �nal sample size after included 91 of the initial 128 participants evaluated.

Patients were recruited at the outpatient daycare unit when they were present for treatment. The
application and �lling-out of the various scales (Mini Mental State Examination (MMSE), HADS, BSI, and
WHOQoL-Bref instruments) was conducted by the �rst author before treatment in order to minimize bias
that could be developed in the post-treatment period. MMSE was the �rst instrument to be used, since a
score compatible with cognitive impairment would represent and exclusion criteria. Afterwards, HADS,
BSI and WHOQoL-Bref scales were applied through direct questioning of the patients and presentation of
various possibilities of response, with repetition of each if solicited. The referral for the Psychiatry
appointment was made whenever the HADS scale exceeded the cut-off score of 8 in each part of the
instrument [17] or when the BSI exceeded the cut-off of 1.7 [18, 19]. The referred patients were posteriorly
evaluated by an element of the psychiatric team consisting of two specialists, ideally within a month
after the application of scales and at times within a week if the screening determined an elevated
psychopathological risk. Determinants of elevated risk or severity included suicidal ideation and
depressive symptoms with signi�cant impact on daily functioning. The results, including possible
diagnoses and eventual necessity of psychiatric medication from this evaluation were determined at this
observation. The codi�cation of psychiatric diagnoses was carried out using the International
Classi�cation of Diseases, Tenth Revision (ICD-10).

The following complementary data were collected either by direct questioning of the patient or
consultation of the electronic �les: gender; age; Eastern Cooperative Oncology Group – Performance
Status (ECOG-PS); gynecological history; obstetric history; psychiatric; social history and characteristics
of oncological disease.
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The primary endpoints were assessing prevalence and type of psychiatric disorder and determining its
relationship with characteristics of the oncological disease and treatment. Regarding secondary
endpoints, quality of life (QoL) was evaluated.

Instruments
Various scales were applied including MMSE which is the most widespread cognitive
impairment/dementia screening tool [20]. It is a brief 30-item measure that assesses six cognitive
domains: visuospatial construction, language function, attention and concentration, working memory,
memory recall, and orientation to time and place [21]. Each item on the test is scored as 0 or 1 with the
total score varying between 0 and 30. The MMSE utilized in this study was adapted to the Portuguese
population [22]. In this study, the cut-off points were based on the educational level of the Portuguese
population, where cognitive impairment was present if ≤1 points if illiterate, ≤22 if 1-11 years of formal
education and ≤27 if more than 11 years of school.

The Hospital Anxiety and Depression Scale (HADS) helps the diagnosis of anxiety and depression in
patients without previous psychiatric history. This instrument excludes symptoms of severe psychiatric
disease and physical disease and it is divided into two parts, anxiety and depression, with each sub-
section consisting of seven questions. These two parts are classi�ed separately and cover several
domains with control of possible confounding factors [23]. A total subscale score of eight or more points
out of 21 denotes considerable symptoms of anxiety or depression. The scale applied in this study was
validated for the Portuguese population [24].

The Brief Symptom Index (BSI) instrument consists of 53 items which the subject must rate how much a
certain problem has affected them within the last week. It is a smaller version of the instrument Symptom
Checklist-90-Revised (SCL-90-R) and the classi�cation is based on a Likert-type scale (a psychometric
scale). An approach to nine symptom dimensions is made (somatization, obsession-compulsion,
interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, and
psychoticism) and three global indices of distress (Global Severity Index, Positive Symptom Distress
Index, and Positive Symptom Total. The cutoff point for considering the existence of positive
symptoms/pathology is above 1.7 [19]. An adapted and validated scale aimed at the Portuguese
population was utilized [25].

To assess QoL and due to the need for an instrument that would be easily applicable in clinical trials or
large-scale epidemiological studies, the World Health Organization (WHO) created the WHO-QoL Bref,
which encompasses four domains related to quality of life (physical, psychological, social, and
environmental). The score can be calculated in all or each domain, and QoL is better the higher the score
[26]. An adapted and translated scale was applied to the sample [27, 28].

Statistical analysis
Data were analyzed using SPSS statistics (IBM SPSS Data Editor Version 25.0 IBM Corp, Armonk, NY)
software. Descriptive statistics (median and range for continuous variables, frequency and percentages
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for categorical variables) and univariate analysis (Mann-Whitney U Test, linear regression, one-way
ANOVA and independent sample T-test for continuous data, chi-square and Fisher exact test for
categorical data) were utilized, presenting data on the odds ratio (OR) and 95% con�dence interval (CI), p
≤ 0.05 was considered signi�cant.

Ethics approval
The study was reviewed and approved by the Ethics Committee of the Instituto Português de Oncologia
de Coimbra Francisco Gentil, E.P.E (02/2020), and performed following the ethical standards of the 1964
Declaration of Helsinki [29], as well as its subsequent amendments. Upon inclusion, the study was
carefully explained to all patients and an informed consent form was presented and signed by the
patients who agreed to participate.

Results

Demographic sample characterization
A total of 128 patients were evaluated and 91 included (37 patients refused to participate because they
did not consider this evaluation necessary). All patients were female, median age was 59.79 years at
study inclusion, 49.90 years at breast cancer diagnosis and ECOG-PS was 0 in 62.6% of patients.

Regarding gynecological and obstetric history, menarche was between 10 and 12 years old in 58.3%;
69.2% of patients had used oral contraceptives at some point in their lives; 96.7% of patients had children
and 64.8% had their �rst child before age 30; 75.8% of patients were postmenopausal or under ovarian
function suppression at the time of data collection.

A history of psychiatric disorder was present in 16.5%: anxiety was the most frequent disease (7.7%),
16.5% were using psychiatric medication and 6.6% were already followed in a Psychiatry consultation.
Regarding habits, 73.6% were non-smokers and 65.9% did not have alcoholic habits.

The most frequent molecular subtype was Luminal B HER2 negative (47.3%). At diagnosis 60.4% of
patients had non-metastatic tumors, 19.8% underwent neoadjuvant chemotherapy, 51.6% underwent
surgery with curative intent – more frequently mastectomy with axillary dissection (25.3%), and 34.1%
underwent adjuvant chemotherapy. At the time of data collection 26.3% of patients were under �rst-line of
palliative treatment, 51.8% under second-line, and 21.9% under third-line. Treatment consisted in
hormonal therapy in 69.19% of patients, chemotherapy in 36.2%, chemotherapy with anti-HER2 therapy in
31.8%, hormonal therapy with cyclin inhibitors 4/6 in 20.8%, hormonal with anti-HER2 therapy in 9.89%
and anti-HER2 therapy in 5.49%. Grade 3-4 toxicity had occurred in 32.9% of patients. Patient
characteristics can be consulted in Table 1.
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Table 1
Demographics

  All patients (n=91) (%)

Age group  

20-29 1 (1,1%)

30-39 4 (4,4%)

40-49 22 (24,2%)

50-59 20 (22%)

60-69 18 (19,8%)

70-79 16 (17,6%)

80-89 10 (11%)

Previous psychiatric disease (n)  

Anxiety 7 (7,7%)

Depression 4 (4,4%)

Insomnia 3 (3,3%)

Anxiety, Depression 1 (1,1%)

Previous psychiatric medication (n)  

Anxiolytics 7 (7,7%)

Antidepressants 4 (4,4%)

Sleep inducers 3 (3,3%)

Anxiolytics, Antipsychotics 1 (1,1%)

Previous follow-up in a Psychiatric consultation  

Follow-up 6 (6,6%)

No-follow-up 84 (92,3%)

Molecular subtype  

Luminal A like 12 (13,2%)

Luminal B like HER2 negative 43 (47,3%)

Luminal B like HER2 positive 15 (16,5%)

HER2 positive (negative hormonal receptors) 12 (13,2%)
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  All patients (n=91) (%)

Triple negative 9 (9,9%)

Stage at diagnosis  

< IV 55 (60,4%)

≥ IV 36 (39,6%)

Neoadjuvant therapy  

Use 18 (19,8%)

No use 36 (39,6%)

Surgery previous to stage IV  

Yes 47 (51,6%)

No 8 (8,8%)

Type of Surgery  

Mastectomy 2 (2,2%)

Mastectomy with SGB 13 (14,3%)

Mastectomy with axillary emptying 23 (25,3%)

Tumorectomy with SGB 9 (9,9%)

 

Prevalence of Psychiatric Disorder
MMSE scale application showed that none of the patients had cognitive impairment. HADS scale results
showed that 18.7% of the patients scored positively for anxiety and 17.6% for depression. BSI scale
application showed that 2.2% of patients surpassed the cut-off of 1.7, presenting positive symptoms. A
total of 17 (18.6%) patients ful�lled HADS (n=17) or BSI criteria (n=2) for Psychiatric referral, of these,
only 52.9% were consulted by a psychiatrist since the remaining patients refused observation.

There was a statistically signi�cant relationship between an anxiety subscale score of >8 (HADS) and
ovarian function suppression (median 12.40, p<0.001), use of neoadjuvant therapy regardless of the type
of treatment (median 7.47, p<0.001), and use of hormonal and anti-HER2 therapy in tsecond-line of
palliative treatment (median 7.44, p=0.024).

The anxiety subscale general score was higher in postmenopausal patients (median 6.53, p=0.002),
particularly in patients with ovarian function suppression (median 12.40, p<0.001). It was also higher in
patients with stage IV disease at diagnosis (median 6.86, p=0.045), treated with hormonal therapy as
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�rst-line (median 6.64, p=0.041), treated with anti-HER2 therapy and chemotherapy as second-line
(median 11, p=0.044), and treated with chemotherapy as third-line (median 7.82, p=0.020).

Regarding the depression subscale score >8 of HADS, there was a statistically signi�cant relationship
with previous mastectomy with axillary dissection (median 7.96, p=0.022), HER2-negative Luminal B
tumors (median 6.52, p=0.020), and grade 3-4 toxicities in the �rst (median 6.44, p=0.018) and third-line
treatments regardless of the type of treatment (median 9.43, p=0.031). The depression subscale general
score of HADS was also higher in older patients (median 6.43, p=0.006), postmenopausal patients
(median 6.37, p=0.007), and in those treated with chemotherapy as third-line (median 10, p< 0.001).

Regarding BSI score >1.7, there was a statistically signi�cant relationship with moderate alcohol habits
(p=0.013). Details concerning the HADS and BSI scores can be consulted in Table 2.
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Table 2
HADS and BSI score

  Anxiety
Subscale
Score
(HADS) >
8

Anxiety
subscale
general
score
(HADS)

Depression
Subscale
Score
(HADS) > 8

Depression
subscale
general
score
(HADS)

BSI Score > 1.7

  p value p value P value p value P value

Age 0.317 0.475;
R=0.076;
B=0.023

0.488 0.006;
R=0.286;
B=0.074

<0.001

ECOG-PS 0.999 0.295 0.231 0.065 0.582

Menarche 0.730 0.956;
R=0.006;
B=0.015

0.268 0.690;
R=0.042;
B=-0.093

0.869

Menopause 0.547 0.002 0.752 0.007 0.056

Type of menopause <0.001 <0.001 0.107 0.653 No statistics are
computed because
BSI (cut off) is a
constant.

Previous follow-up
in a psychiatric
consultation

0.327 0.996 0.288 0.190 0.999

Psychiatric
Background

0.726 0.032 0.999 0.507 0.999

Use of previous
psychiatric
medication

0.726 0.032 0.999 0.507 0.999

Smoking Habits 0.348 0.727 0.348 0.153 0.999

Alcoholic Habits 0.999 0.484 0.247 0.228 0.013

Initial Stage 0.785 0.045 0.347 0.974 0.154

Neoadjuvant
chemotherapy

0.005 0.329 0.999 0.890 No statistics are
computed because
BSI (cut off) is a
constant.

Surgery 0.665 0.830 0.587 0.446 No statistics are
computed because
BSI (cut off) is a
constant.

Type of Surgery 0.356 0.256 0.022 0.001 No statistics are
computed because
BSI (cut off) is a
constant.
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  Anxiety
Subscale
Score
(HADS) >
8

Anxiety
subscale
general
score
(HADS)

Depression
Subscale
Score
(HADS) > 8

Depression
subscale
general
score
(HADS)

BSI Score > 1.7

Adjuvant
chemotherapy

0.247 0.724 0.999 0.474 No statistics are
computed because
BSI (cut off) is a
constant.

Tumor’s Molecular
Subtype

0.326 0.776 0.020 0.847 0.067

The �rst line of
palliative treatment

0.944 0.041 0.064 0.052 0.341

The second line of
palliative treatment

0.024 0.044 0.594 0.722 0.212

The third line of
palliative treatment

0.237 0.020 0.308 <0.001 No statistics are
computed because
BSI (cut off) is a
constant.

Treatment
interruption (First
line)

0.579 0.235 0.582 0.180 0.999

Treatment
interruption
(Second line)

0.565 0.154 0.999 0.463 0.999

Treatment
interruption (Third
line)

0.999 0.531 0.999 0.515 No statistics are
computed because
BSI (cut off) is a
constant.

Grade 3-4 Toxicity
(First Line)

0.054 0.884 0.018 0.056 0.999

Grade 3-4 Toxicity
(Second Line)

0.565 0.154 0.999 0.463 0.999

Grade 3-4 Toxicity
(Third Line)

0.999 0.858 0.031 0.088 No statistics are
computed because
BSI (cut off) is a
constant.

Lack of treatment
adherence (First
Line)

0.009 0.225 0.213 0.400 0.999

Lack of treatment
adherence (Second
Line)

0.228 0.339 0.674 0.042 0.999
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  Anxiety
Subscale
Score
(HADS) >
8

Anxiety
subscale
general
score
(HADS)

Depression
Subscale
Score
(HADS) > 8

Depression
subscale
general
score
(HADS)

BSI Score > 1.7

Lack of
treatmentadherence
(Third Line)

0.999 0.394 0.999 0.879 No statistics are
computed because
BSI (cut off) is a
constant.

 

Psychiatric diagnosis
Of the 17 patients with referral criteria for a Psychiatry appointment (17 scored positively on the HADS
scale and 2 on the BSI scale), only 9 patients accepted the referral and of these all were diagnosed with
some type of psychiatric disorder.

Of the nine patients who accepted referral for psychiatric consultation, 55.55% were diagnosed with
dysthymic disorder (F34.1), 33.33% with depression (F33), and 11.11% with adjustment disorder (F43.2).
All patients were considered to have indication from treatment with an antidepressant, 44.44% required
an association with an anxiolytic, and 22.22% with an antipsychotic.

Quality of life assessment
The median total score on the WHOQoL-Bref was 92.33 points, the environment domain was the highest
with a median score of 80.53, followed by the social relationships domain with 77.89, psychological
domain with 77.05, and physical domain with 69.79.

The better the ECOG-PS the higher the WHOQoL-Bref score, particularly in the physical and social
relationships domains (p<0.001). Menopause also seemed to in�uence physical, psychological and
social relationships domains, particularly the physical domain, in which premenopausal women had a
higher median scored postmenopausal women (median 79.14 versus 66.81, p<0.001). On the other hand,
women who underwent ovarian function suppression scored lower in the psychological domain (median
57.83 versus 74.80 for natural menopause vs 80.94 for surgical menopause, p=0.002). The absence of
previous psychiatric history/medication seemed to in�uence the environmental domain (median 81.58,
p=0.002), which was also related to alcoholic habits with abstinent patients scoring higher (median
80.13, p=0.018). Patients with initial stage IV tumors scored lower in all domains, except social
relationships (median 78.31, p=0.007). Patients under hormone therapy and cyclin inhibitors 4/6 as
second-line treatment scored higher in all domains, particularly the environment domain (median 89.29,
p<0.001). Occurrence of grade 3-4 toxicities also seemed to affect scores, particularly the physical
domain in patients under �rst-line treatment (median 61.75, p=0.016), social relationships domain in
second-line (median 88,60, p<0.001) and third-line (p=0.009), and environment domain in third-line
(median 83.71, p=0.013). Details concerning the scores of WHO-QOL Bref are shown in Table 3.
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Table 3
WHO-Qol Bref Score

  WHO-QoL Bref
- Domain
Score

WHO-QoL Bref -
Domain 2Score

WHO-QoL Bref -
Domain 3 Score

WHO-QoL Bref -
Domain 4 Score

  p value p value p value p value

Age 0.055;
R=0.202;
B=-0.247

0.076; R=0.187;
B=-0.195

<0.001;
R=0.382;
B=-0.367

0.004; R=0.296;
B= -0.181

ECOG-PS <0.001 0.009 <0.001 0.008

Menarche 0.782;
R=0.029;
B=0.309

0.816; R=0.025;
B=0.220

0.820; R= 0.024;
B=0.199

0.319; R=0.106;
B=0.551

Menopause <0.001 0.013 0.001 0.125

Type of menopause 0.056 0.002 0.112 0.056

Previous follow-up in a
psychiatric consultation

0.259 0.083 0.784 0.027

Psychiatric Background 0.260 0.731 0.213 0.002

Use of previous
psychiatric medication

0.260 0.731 0.213 0.002

Smoking Habits 0.581 0.108 0.326 0.482

Alcoholic Habits 0.018 0.421 0.918 0.429

Initial Stage 0.007 0.046 0.812 0.044

Neoadjuvant
chemotherapy

0.685 0.982 0.643 0.613

Surgery 0.526 0.491 0.747 0.075

Type of Surgery 0.601 0.307 0.776 0.910

Adjuvant chemotherapy 0.007 0.887 0.067 0.241

Tumor’s Molecular
Subtype

0.314 0.337 0.445 0.048

First line of palliative
treatment

0.403 0.929 0.038 0.222

Second line of palliative
treatment

0.001 0.042 0.022 <0.001

Third line of palliative
treatment

0.062 0.026 0.260 0.299
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  WHO-QoL Bref
- Domain
Score

WHO-QoL Bref -
Domain 2Score

WHO-QoL Bref -
Domain 3 Score

WHO-QoL Bref -
Domain 4 Score

Treatment interruption
(First line)

0.421 0.453 0.011 0.506

Treatment interruption
(Second line)

0.883 0.937 <0.001 0.819

Treatment interruption
(Third line)

0.822 0.994 0.429 0.674

Grade 3-4 Toxicity (First
Line)

0.016 0.999 0.762 0.927

Grade 3-4 Toxicity
(Second Line)

0.883 0.937 <0.001 0.819

Grade 3-4 Toxicity
(Third Line)

0.577 0.849 0.009 0.013

Lack of treatment
adherence (First Line)

0.902 0.344 0.988 0.507

Lack of treatment
adherence (Second
Line)

0.015 0.012 0.667 0.028

Lack of treatment
adherence (Third Line)

0.929 0.759 0.777 0.017

Discussion
In this study, 5.49% of our patients were diagnosed with a dysthymic disorder and 3.28% with depression,
with the diagnosis of anxiety playing a secondary role in this sample of patients. The prevalence of
psychiatric disorder in cancer patients, not speci�cally breast cancer patients, has been assessed before
and it varies between studies, ranging from 13 to 56% [7, 10]. Our study showed a prevalence closer to the
lower percentages reported. On the other hand, the prevalence of adjustment disorders has been
assessed as high as 68%, and in our study these disorders played a secondary role (1.09%) [7].

The BSI scale positively screened only two of the nine patients (22.2%) referred for Psychiatry
appointment, and we postulate that this may be due to the scale's extension, with 53 items, and the
patient's exhaustion while responding to it[21, 22]. Indeed, the fact that BSI scale requires a considered
amount of time and concentration might be one of its main drawbacks. Hence, in our study, HADS
seemed to be the scale with the best e�cacy at screening patients, by identifying 17 patients (18.6%) that
could bene�t from psychiatric appointment. The fact that this tool has proven to be the most effective in
identifying patients is possibly related, among other factors, to its quick applicability [23]. All patients
who were positively screened by the scales and who were evaluated by a psychiatrist were eventually
diagnosed with psychiatric pathology, suggesting a high speci�city of this scale, which is in accordance
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with other studies - For distress (any mental ill health) the HADS-T, HADS-D and HADS-A had a pooled
sensitivity and speci�city of 72.8%, 80.6%; 75.7%, 66.3% and 65.7%, 71.3%, respectively [34].

QoL assessment also proved to be a lengthy process, since it was the reserchers preception that this
scale took the longest time both in the response phase by participants and in the interpretation phase by
the researchers. Since QoL is such an important measure in oncology, particularly in a palliative setting,
this drawback of the WHOQoL-Bref score highlights the importance of developing quicker and simpler
scales for use in an outpatient setting. According to our experience, the WHOQoL-Bref may not serve as
an effective pillar as a screening tool for psychiatric illness.

We were also able to demonstrate that the presence of psychiatric pathology was possibly related to
several variables related to the characteristics of the tumor and the patient similar to what was described
in previous studies [4, 5, 6]. Thus, after applying the scales, we could determine a few relationships -
moderate alcohol habit seems to in�uence the existence of positive psychiatric symptoms, similarly to
what is described in XX et al[30]; patients who underwent ovarian suppression therapy scored higher on
the anxiety subscale, which is contrary to what is shownby XX et al, in which no differences in anxiety
score were demonstrated in this subgroup of patients, compared to patients without ovarian suppression
therapy [31] and patients who underwent mastectomy with axillary dissection demonstrated to score
more on the depression subscale, and this is in agreement with other studies, in which it is demonstrated
that patients who undergo this type of surgical procedure have a higher prevalence of depression
compared to those who do not [32].

The QoL score on the quality-of-life assessment questionnaire, either in totality or in any of the domains,
it was more in�uenced by factors related to advanced disease, which is in agreement with another study -
the quality of life decreases substantially in advanced breast cancer [33].

We �nd it important to note that 28.9% of patients refused to participate in the study and 47% of patients
who were offered a psychiatric consultation refused. There are several reasons for this and our study was
not designed to explore that, but we postulate that a certain level of prejudice regarding psychiatric
disorder may be one of them.

To our knowledge, this is the �rst study to evaluate the prevalence of psychiatric disease in patients with
metastatic breast cancer from Portugal, and it highlights the importance of educating both health care
professionals and patients regarding the spectrum of psychiatric and psychologic disorders, as well as
the importance of developping and using effective tools at screening these patients.

Study Limitations
Our study has some limitations: the fact that it is a single-center study limits the generalization of our
�ndings, and our sample of patients is heterogenous, since we included patients under different
treatments and at different stages of advanced disease. We were also subjected to selection bias by
selecting our patients at the outpatient daycare unit where most patients are present for treatment with
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subcutaneous or intravenous treatments such as ovarian suppression medications and chemotherapy,
which translates into a younger sample of patients than expected for patients with breast cancer.

Clinical Implications
Screening for psychological and psychiatric disorders requires a speci�c time allocated to the oncology
consultation or more time available for patient observation, which may not be possible in all cancer
centers and departments. This highlights the importance of screening tools that are simple and quick to
apply, such as the HADS scale. On the other hand, the existence of a Psychiatry department with a quick
response capacity and patient orientation is necessary in order to guarantee timely and adequate
evaluation as well as detection and intervention of relevant psychopathology which may in�uence patient
orientation and response.

Conclusions
Screening patients with metastatic breast cancer for psychiatric disorders is of the utmost importance.
Not all patients can and need to be observed in a psychiatric appointment; hence, providing medical and
radiation oncology teams with simple and quick to implement tools to screen their patients can lead to
referral for consultation and subsequent diagnosis and treatment of psychiatric disease at an earlier
stage. In our study, HADS proved to be particularly helpful at this task, since it was quick to apply and
showed a good speci�city for psychiatric disease.
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