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Simple Summary: A major depressive episode (MDE) is a common mental disorder with profound
consequences concerning work ability, comorbidity, and health-related quality of life. Therefore,
screening for probable MDE (pMDE) in survivors of childhood and adolescence (CACSs) and young
adult cancer (YACSs) survivors is clinically important. This study shows that pMDE is more common
among CACSs and YACSs than found in a normative sample using two different definitions of pMDE
based on the PHQ-9 screener. pMDE based on a total PHQ-9 score of 10 or more gave higher rates
of pMDE than those based on an algorithmic definition. Statistical analyses showed that pMDE
according to both definitions was significantly associated with psychosocial factors and self-rated
health, while survivor groups, cancer types, and adverse events were not. Screening for pMDE
is meaningful in CACSs and YACSs since we have effective treatment methods for pMDE if the
condition is identified rather than overlooked.

Abstract: Background: A major depressive episode (MDE) is typically self-rated by screening
forms identifying probable MDE (pMDE). This population-based cross-sectional questionnaire study
examined the prevalence rates of pMDE identified by the PHQ-9 screener in long-term survivors
of childhood and adolescence (CACSs) and young adult cancer (YACSs) and a normative sample
(NORMs). Methods: Data from 488 CACSs, 1202 YACSs, and 1453 NORMs were analyzed, and
pMDE was defined both by cut-off ≥10 on the total PHQ-9 score and by an algorithm. Results: The
prevalence rates of pMDE among CACSs were 21.5%, 16.6% in YACSs, and 9.2% among NORMs
using the cut-off definition. With the algorithm, the prevalence rates of pMDE were 8.0% among
CACSs, 8.1% among YACSs, and 3.9% among NORMs. Independent of definition, CACSs and YACSs
had significantly increased prevalence rates of pMDE compared to NORMs. Psychosocial factors
and self-rated health were significantly associated with both definitions of pMDE in multivariable
analyses, while survivor groups, cancer types, and adverse events were not. Conclusion: Since pMDE
has negative health consequences and is amenable to treatment, healthcare providers should be
attentive and screen for pMDE in young cancer survivors. For PHQ-9, the preferred type of definition
of pMDE should be determined.

Keywords: major depressive episode; PHQ-9; childhood, adolescence and young adult cancer
survivors; cancer treatment; cross-sectional study
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1. Introduction

The Global Burden of Disease studies have brought major depressive episode (MDE)
to the center stage of international healthcare due to its high prevalence and profound
consequences worldwide [1]. MDE is defined by either sadness or loss of interest combined
with at least four other symptoms concerning appetite, sleep or energy, guilt, negative
thinking, and ideation of death for at least two weeks, with a reduction in previous
functioning [2]. Individuals with MDE can experience a single lifetime episode, recurrent
episodes, or chronicity, and MDE can sometimes be a manifestation of bipolar disorder [2].

Childhood, adolescent, and young adult cancer survivors (CAYACSs) represent a
rapidly growing population known to be at risk of poor mental health. Enduring the
traumatic impact of cancer at developmentally vulnerable periods may place CAYACSs
at a particularly elevated risk of developing MDE [3]. However, recent reviews and
meta-analyses of depression in cancer patients rarely contain studies of CAYACSs [4–6].

Several short patient-reported screening instruments of MDE identifying cases in need
of clinical examination have been developed. Since the sensitivity and specificity of such
screeners are not perfect (see Secton 4), we prefer to use the term probable MDE (pMDE)
for cases identified by them. Among such screeners, the Patient Health Questionnaire 9
(PHQ-9) has shown excellent case finding properties and has been recommended for use in
oncology [7,8]. Although introduced in 1999, no studies using the PHQ-9 in cancer patients
are included in the abovementioned reviews [4–6].

Although recommended for oncology, the PHQ-9 has an inherent problem of compris-
ing two ways to identify pMDE, giving significantly different prevalence rates of pMDE. In
the literature, PHQ-9-based pMDE is mostly defined either by a cut-off level of the sum
score ≥10, or by an algorithm based on the DSM-IV diagnostic criteria for MDE [7–10].
For example, in a Norwegian population-based study, the prevalence of pMDE based
on cut-off ≥10 was 8.1% (95%CI 6.9–9.2%) and that based on the algorithm was 3.2%
(95%CI 2.4–4.0%) [11]. The same method-based discrepancy in prevalence rates was also
observed in a sample of patients with advanced cancer, with 13.7% pMDE according to
the algorithm and 45.3% according to cut-off ≥8 [12]. Adult cancer patients have higher
pMDE prevalence rates measured with PHQ-9 cut-off ≥10 than normative samples. For
example, a German study found 15.0% among patients and 6.6% in norms [13].

Two previous studies of PHQ-9-based pMDE have been published concerning CAY-
ACSs. Burghardt et al. [14] studied adult long-term survivors of childhood and adolescent
cancer (CACSs) at a mean of 28 years after diagnosis. Compared to norms, the odds ratio
for pMDE was 3.36, and younger age, but not sex, was significantly associated with possi-
ble MDE. However, no prevalence data were given. Geue et al. [15], studying adolescent
and young adult cancer survivors (YACSs) <5 years after diagnosis, found that 30% had
pMDE using the cut-off definition of ≥9, and that female sex and older age at time of
study were significantly associated with higher pMDE rates, but they did not compare
their findings with normative data. Further missing from both these studies [14,15] were
pMDE prevalence rates based on the PHQ-9 scoring algorithm, comparisons of pMDE
between CACSs and YACSs, and of the age and sex distribution of pMDE compared to
normative data. However, a previous meta-analysis based on eighteen studies using a
variety of depression instruments and definitions found increased risk of depression in
CACSs compared to normative data (OR 1.19) [16]. In 2015/2016, a population-based
cross-sectional mailed questionnaire study was performed among Norwegian long-term
(≥5 years since diagnosis) CAYACSs (the NOR-CAYACS study). They were invited to
complete the PHQ-9. In 2015, another population-based study by our group collected data
on the PHQ-9 and pMDE from a normative sample (the NORM study) [11]. Since the issue
of pMDE is important for the health and quality of life of CAYACSs and relevant for their
caretakers, and because the PHQ-9-based definitions of pMDE yield significantly different
prevalence rates, we posed the following research questions: (1) Are there significant differ-
ences in the prevalence rates of pMDE between CACSs, YACSs, and NORMs based on both
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the PHQ-9 definitions? (2) What factors are associated with pMDE in bi- and multivariable
logistic regression models, and do these associations vary across the two definitions?

2. Materials and Methods
2.1. Patient Sampling

Since 1953, the Cancer Registry of Norway has, by law, systematically collected
notifications on all new cancer cases in the Norwegian population. The Registry contains
basic data related to initial diagnosis, disease characteristics, primary treatment, and
survival status. Participants eligible for the Norwegian CAYACS study were identified
through the Registry. Study inclusion criteria were age ≥18 years at time of survey,
diagnosis between 1985 and 2009, and a minimum of 5 years since the initial diagnosis
of any childhood and adolescent cancers (excluding central nervous system tumors due
to uncertainty about their current cognitive functioning) diagnosed at ages 0–18 years
(CACSs); and a selection of cancers diagnosed at ages 19–39 years (YACSs) [13,14].

The YACSs consisted of survivors of breast cancer (stages ≤III), colorectal cancer,
non-Hodgkin lymphoma, all leukemias, and a randomly selected subsample of malignant
melanomas (960 of 2873). We did not include other common cancer groups such as Hodgkin
lymphoma, testicular, and cervical cancer as they were enrolled in concurrent studies at
our department at the time of study inclusion [17,18].

A questionnaire was mailed to 5361 CAYACSs, among whom 2104 responded (39%
response rate). Based on the returned questionnaires, we excluded survivors with recur-
rence (n = 363) or distant metastases (n = 37), due to their supplementary treatment, and
questionnaires with no treatment information (n = 7) or incomplete PHQ-9 forms (n = 7).
Thereby, 1690 CAYACS (488 CACSs and 1202 YACSs) entered the analyses.

2.2. NORMs

The Bring Dialog Company of Norway randomly drew 6012 subjects, aged 18–80 years,
and representative of the general Norwegian population concerning age, sex, and place
of residence [11]. Invited persons received a mailed questionnaire packet including the
PHQ-9 and three other questionnaires, plus supplementary questions concerning socio-
demographics, comorbidities, lifestyle, etc. Non-responders amounted to 3870 persons,
and among the 2142 responders who returned the questionnaires (response rate 36%), 1453
aged 18 to 64 years delivered completed PHQ-9 forms.

NORMs as well as CACSs and YACSs were stratified into age groups according to sex
for comparative purposes.

2.3. Primary Outcome Variables

The PHQ-9 includes the nine diagnostic criteria of MDE according to the DSM-IV
classification in a self-rating format [7,19]. The PHQ-9 items are scored as experienced
during the last two weeks, and each item is scored from 0 (not at all) to 3 (nearly every
day), providing a 0-to-27-dimensional severity score. The items include depressed mood,
anhedonia (little interest or pleasure), disturbed sleep, fatigue, eating too much or too little,
trouble concentrating, psychomotor retardation or agitation, low self-worth, and suicidal
ideation. The internal consistency of the PHQ-9 measured by Cronbach’s coefficient alpha
was 0.88.

We identified cases of pMDE by the two recommended definitions [11]: (1) cut-off
score ≥10 on the PHQ-9 sum score, and (2) by an algorithm where at least five positive
items must be present, of which at least one must be item #1 (anhedonia) or item #2
(depressed mood). Items #1–8 are positive if scored ≥2 (on most days or nearly every day),
while item #9 (thoughts about suicide or self-harm) is positive if scored ≥1 (on some days or
more). pMDE defined by cut-off or by algorithm were the two primary outcome variables.
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2.4. Other Instruments

The Fatigue Questionnaire contains a mental (4 items) and a physical fatigue (7 items)
subscale, assessing fatigue symptom severity during the past four weeks. Each item is
scored from 0 (less/better than usual) to 3 (much more than usual). The total fatigue score
is the sum of the subscale scores and ranges from 0 to 33 [20,21]. Cronbach’s alpha was 0.91.
To identify cases with chronic fatigue, a dichotomized score for each response alternative
(0 = 0, 1 = 0, 2 = 1, 3 = 1) was used with a range of 0 to 11, and chronic fatigue was defined
as a dichotomized sum score of ≥4 with a duration of ≥6 months.

The Hospital Anxiety and Depression Scale (HADS) comprises seven items each on
the anxiety and depression subscales rated for the last week before the survey. Only the
anxiety subscale (HADS-A) was used in this study [22]. The item scores range from 0 (not
present) to 3 (highly present), with sum scores ranging from 0 to 21. Probable anxiety
disorder was defined by a cut-off subscale score of ≥8. Cronbach’s alpha was 0.83.

The basic personality trait of neuroticism was scored by an abridged version of the
Eysenck Personality Questionnaire, with six items concerning long-term characteristics.
Each item was scored as present (1) or absent (0). The sum score ranged from 0 to 6 and was
dichotomized into high (sum score 3–6) and low neuroticism (sum score 0–2) according to
published recommendations [23]. Cronbach’s alpha was 0.77.

2.5. Other Measures

Late adverse effects (AEs) were self-reported based on the respondents’ personal
experience. Based on the literature [24–26], 18 AEs were listed, but we only included
fourteen of them that were not covered by other scales or variables: hormonal changes,
reduced fertility, dental health problems, cognitive problems, hearing problems, muscular
cramps, nerve pains, numbness in hands/feet, second cancer, sexual problems, osteoporo-
sis, lymphedema, radiation injuries, and other problems (to be specified). AEs were only
included as present when respondents stated that “I have personal experience with it”.
The number of reported AEs was divided into zero (reference), 1–2 and ≥3.

The following somatic diseases were self-reported from a list consisting of cardio-
vascular diseases, chronic pulmonary diseases, diabetes, kidney diseases, gastrointestinal
diseases, rheumatic diseases, arthrosis, stroke, and thyroid diseases. Comorbidity was
defined as zero (reference), 1–2 and ≥3 reported diseases. Some of these diseases could also
be AEs, but due to lack of data concerning relation to the malignancies and their treatments,
they were classified as diseases rather than AEs.

Information on each CAYACS’s cancer type and stage was retrieved from the Registry,
while data on primary cancer treatment were self-reported. We defined four treatment
groups: limited surgery only (reference, as for localized melanomas), local treatment
(surgery and/or radiotherapy), systemic treatment only (chemotherapy and/or hormone
therapy), and systemic treatment with surgery and/or radiotherapy.

Age at survey and sex were self-reported. Currently living with a partner was cate-
gorized as present (reference) or absent. Level of education was dichotomized into short
(≤12 years) and long (>12 years, reference). Current work status had six response alter-
natives: full- or part-time paid work, being on sick leave, work assessment allowance,
disability pension, or others, such as students or homemakers. The responses were di-
chotomized into “paid work” (full- and part-time work and on sick leave) (reference)
versus “not paid work” (the other categories).

Self-rated health had five response alternatives, which were dichotomized into good
health (excellent, very good, and good) (reference) versus poor health (moderately poor,
poor). Lifestyle variables included obesity defined by body mass index [weight in ki-
los/(height in meters)2] ≥ 30, and current smoking in survivors who reported any number
of cigarettes smoked daily at survey.
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2.6. Statistical Analyses

Between-group comparisons of continuous variables were performed with indepen-
dent sample t-tests. In the case of skewed distributions, non-parametric tests were used.
Between-group comparisons of categorical variables were performed with Fisher’s exact
tests. Internal consistencies were given by Cronbach’s coefficient alpha.

We considered sex and age at survey as relevant covariates to be adjusted for when
comparing the CACSs and YACSs groups. Adjustments were done by multivariate logistic
regression analyses. These adjustments were performed for each of the sex and/or age-
relevant independent variables (Table 1). As seen in Table 2, age groups with n < 34 were
considered too small samples for valid comparisons, as indicated by “not applicable” (NA).

Table 1. Characteristics of childhood and adolescent (CACSs) and young adult (YACSs) cancer survivors and their total
(CAYACSs) at survey.

Variables CACSs (n = 488) YACSs (n = 1202) p-Value CAYACSs (n = 1690)

Age at first diagnosis (years), median (range) 12 (0–18) 34 (19–39) <0.001 31(0–39)
Age at survey, median (range) 29 (18–49) 48 (26–64) <0.001 45 (18–64)

Age at survey, groups - - NA -
18–29 years 253 (52) 9 (1) 262 (15)
30–39 years 156 (32) 121 (10) 277 (16)
40–49 years 79 (16) 557 (46) 636 (38)
50–59 years 0 (0) 388 (32) 388 (23)
60–64 years 0 (0) 127 (11) 127 (8)

Time since diagnosis, median (range) 20 (5–30) 14 (5–30) <0.001 16 (5–30)

Types of cancer, n (%) - 283 (24)

NA

Melanomas - 472 (39) 283 (17)
Breast - 129 (11) 472 (28)

Colo-rectal - 193 (16) 129 (8)
Non-Hodgkin lymphomas 161 (33) 125 (10) 193 (11)

Leukemias 132 (27) - 286 (17)
Lymphomas 195 (40) - 132 (8)
Solid tumors 195 (11)

Treatment groups, n (%) - -

0.94 *

-
Limited surgery only 60 (13) 380 (32) 440 (26)

Local treatment 31 (6) 63 (5) 94 (5)
Systemic treatment only 230 (47) 287 (24) 517 (31)

Systemic + surgery/radiation 167 (34) 472 (9) 639 (38)

Adverse effects, n (%)

0.47 *
None 218 (45) 514 (43) 732 (43)
1–2 168 (34) 297 (25) 465 (28)
≥3 102 (21) 391 (32) 493 (29)

Sex, n (%)
<0.001Males 202 (41) 313 (26) 515 (30)

Females 286 (59) 889 (74) 1175 (70)

Currently living with a partner, n (%) 297 (61) 957 (80) 0.39 *

Level of education, n (%) - -
0.81 *

-
Long (>12 years) 270 (55) 701 (59) 971 (58)
Short (≤12 years) 217 (45) 494 (41) 711 (42)

Work status, n (%) 376 (77) 1083 (87)
0.86 *

1414 (84)
Paid work 111 (23) 156 (13) 267 (16)

Not paid work

Comorbidities, n (%) - -

0.41 *

-
None 322 (66) 722 (60) 1044 (62)
1–2 153 (31) 433 (36) 586 (35)
≥3 13 (3) 47 (4) 60 (3)
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Table 1. Cont.

Variables CACSs (n = 488) YACSs (n = 1202) p-Value CAYACSs (n = 1690)

Self-rated health, n (%) - -
0.90 *

-
Good 392 (80) 950 (79) 1342 (79)
Poor 96.(20) 252 (21) 348 (21)

Chronic fatigue cases, n (%) 109 (22) 254 (21) 0.56 * 363 (22)
Anxiety cases, n (%) 119 (24) 244 (20) 0.75 * 363 (22)

Cut-off MDE cases, n (%) 105 (22) 199 (17) 0.98 * 304 (18)
Algorithm MDE cases, n (%) 39 (8) 76 (6) 0.42 * 115 (7)

High neuroticism, n (%) 212 (44) 410 (34) 0.44 * 622 (37)
Obesity (BMI ≥ 30), n (%) 48 (10) 188 (16) 0.32 * 236 (14)

Daily smoking, n (%) 30 (6) 138 (12) 0.69 * 168 (10)

NA: Not applicable, *: Adjusted for sex and age at survey.

Table 2. Prevalence rates of possible MDE according to the cut-off and the algorithm definitions of PHQ-9 in sex and age
groups among CACSs, YACSs, and NORMs.

Sex and Age Groups CACSs YACSs NORMs p-Values

Females CACSs vs. YACSs CACSs vs. NORMs YACSs vs. NORMs

18–29 years n = 156 n = 9 n = 68
PHQ-9 Cut-off, n (%) 41 (26) NA 12 (18) NA 0.16 NA

PHQ-9 Algorithm, n (%) 16 (10) NA 6 (9) NA 0.74 NA

30–39 years n = 84 n = 88 n = 120
PHQ-9 Cut-off, n (%) 23 (27) 17 (19) 13 (11) 0.21 0.002 0.09

PHQ-9 Algorithm, n (%) 8 (10) 7 (8) 9 (8) 0.72 0.61 0.9

40–49 years n = 46 n = 416 n= 228
PHQ-9 Cut-off, n (%) 10 (22) 79 (19) 31 (14) 0.65 0.15 0.08

PHQ-9 Algorithm, n (%) 2 (4) 23 (6) 10 (4) 1 1 0.52

50–59 years n = 0 n = 283 n = 260
PHQ-9 Cut-off, n (%) NA 45 (16) 24 (9) NA NA 0.021

PHQ-9 Algorithm, n (%) NA 18 (6) 7 (3) NA NA 0.042

≥60 years n = 0 n = 93 n = 142
PHQ-9 Cut-off, n (%) NA 13 (14) 9 (6) NA NA 0.049

PHQ-9 Algorithm, n (%) NA 6 (7) 4 (3) NA NA 0.2

Total n = 286 n = 889 n = 819/817

PHQ-9 Cut-off, n (%) 74 (26) 158 (18) 89 (11) 0.003 <0.001 <0.001
PHQ-9 Algorithm, n (%) 26 (9) 56 (6) 36 (4) 0.11 0.003 0.08

Males CACSs vs. YACSs CACSs vs. NORMs YACSs vs. NORMs

18–29 years n = 97 n = 0 n = 36
PHQ-9 Cut-off, n (%) 13 (13) NA 4 (11) NA 1 NA

PHQ-9 Algorithm, n (%) 6 (6) NA 1 (3) NA 0.67 NA

30–39 years n = 72 n = 33 N = 816 (7)
PHQ-9 Cut-off, n (%) 14 (19) 4 (12) 3 (4) 0.36 0.027 0.47

PHQ-9 Algorithm, n (%) 5 (7) 1 (3) 0.66 0.48 1

40–49 years n = 33 n = 141 n= 166
PHQ-9 Cut-off, n (%) 4 (12) 23 (16) 14 (8) 0.55 0.51 0.035

PHQ-9 Algorithm, n (%) 2 (6) 12 (9) 6 (4) 1 0.62 0.07

50–59 years n = 0 n = 105 n= 216
PHQ-9 Cut-off, n (%) NA 11 (11) 13 (6) NA NA 0.15

PHQ-9 Algorithm, n (%) NA 5 (5) 6 (3) NA NA 0.35

≥60 years n = 0 n = 34 n = 136
PHQ-9 Cut-off, n (%) NA 3 (9) 8 (6) NA NA 0.46

PHQ-9 Algorithm, n (%) NA 2 (6) 4 (3) NA NA 0.34

Total n = 202 n = 313 n = 638/635

PHQ-9 Cut-off, n (%) 31 (15) 41 (13) 45 (7) 0.47 <0.001 0.002
PHQ-9 Algorithm, n (%) 13 (6) 20 (6) 20 (3) 0.98 0.035 0.019

NA = Not applicable due to small numbers (n < 34).
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The relationship between independent variables and pMDE, defined by the cut-off
and algorithm as dependent variables, were examined with bivariate and multivariable
logistic regression analyses. The strength of the associations was given as odds ratios
(ORs) with 95% confidence intervals (95%CIs). All variables in the multivariable regression
analyses were assessed for multicollinearity.

The p-value was set as <0.05, and all tests were two-sided. The software applied was
IBM SPSS Statistics version 26 for PC (IBM Corporation, Armonk, NY, USA).

3. Results
3.1. Responders versus Non-Responders

Both the CAYACSs and NORMs samples contained data on the sex and age of both
responders and non-responders. Among responders in both samples, females were signifi-
cantly over-represented, as were respondents >40 years old among CAYACSs and aged
>50 years among NORMSs. The younger age groups were under-represented among
respondents in both samples. The mean age was significantly higher among respondents
compared to non-respondents.

3.2. Sample Characteristics

The CAYACSs sample consisted of 515 (30%) males and 1175 females (70%), with a
median age of 31 years (range 0–39) at first cancer diagnosis and 45 years (range 18–64)
at survey. Median time since diagnosis was 16 years (range 6–31) (Table 1). The NORMs
consisted of 635 (44%) males and 818 (56%) females, with a median age of 49 years (range
18–64) at survey.

Comparing CACSs with YACSs at survey, the CACSs group had significantly lower
median age, longer time since diagnosis, and a higher proportion of males (Table 1). Other
cancer-related, socio-demographic, somatic and mental health, and lifestyle variables
did not show any significant between-group differences when adjusted for sex and age
at survey.

3.3. pMDE Findings

Based on the cut-off definition, the prevalence rates of pMDE were 21.5% (95%CI
17.9–25.2%) among CACSs, 16.6% (95%CI 14.5–18.7%) among YACSs, and 9.2% (95%CI
7.7–10.7%) among NORMs. Both survivor groups had higher prevalence rates of pMDE
than NORMs (p < 0.001), while the difference between the survivor groups was non-
significant.

According to the algorithm definition, the prevalence rates of pMDE were 8.0%
(95%CI 5.6–10.4%) among CACSs, 8.1% (95%CI 6.5–9.6%) among YACSs, and 3.9% (95%CI
2.9–4.8%) among NORMs. Both survivor groups had higher prevalence rates of pMDE
than NORMs (p < 0.001), while no significant difference was observed between the sur-
vivor groups.

In Table 2, the prevalence rates of pMDE based on the cut-off and the algorithm
definitions are given separately for sex and age groups among CACSs, YACSs, and NORMs.
In the total group of female survivors, the CACSs had a significantly higher prevalence
rate of pMDE based on the cut-off than the YACSs (26% versus 18%, p = 0.003), while the
between-group differences among males were non-significant. Algorithm-defined pMDE
showed no significant differences in prevalence rates between CACSs and YACSs according
to sex. Comparisons with NORMs according to age groups at survey showed significantly
higher prevalence rates of cut-off-defined pMDE in both female and male CACSs aged
30–39 years. Concerning YACSs versus NORMs, females of 50–59 years had significantly
higher prevalence rates for both definitions of pMDE, and in the 60–69 years group for
pMDE defined by the cut-off. Male YACSs had significantly higher prevalence rates than
NORMs on cut-off-defined pMDE in the 40–49 years age group.
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3.4. Factors Associated with the Two Definitions of pMDE

In the bivariate analyses, all independent variables except time since diagnosis but
including CACSs versus YACSs were significantly associated with pMDE defined by the
cut-off (Table 3). Similar findings were observed with pMDE defined by the algorithm,
except that CACSs versus YACSs, sex, short education, obesity, and daily smoking did not
reach significance in the bivariate analyses.

Table 3. Bivariate and multivariate logistic regression analyses of independent variables and possible MDE defined by the
cut-off and the algorithm definitions.

Variables
MDE Defined by PHQ-9 Cut-Off Score ≥10 MDE Defined by Algorithm

Bivariate Analyses Multivariable Analysis Bivariate Analysis Multivariable

OR 95%CI p-value OR 95%CI p-value OR 95%CI p-value OR 95%CI p-value

Age at survey 0.98 0.97–0.99 <0.001 0.99 0.97–1.01 0.37 0.98 0.97–1.00 0.039 1.01 0.99–1.03 0.32Time since diagnosis 0.98 0.97–1.00 0.064 0.98 0.95–1.01 0.15

AYCSs (CACSs =
reference) 0.72 0.56–0.94 0.016 0.89 0.51–1.57 0.69 0.78 0.52–1.16 0.218 - - -

Treatment groups - - - - - 0.94 - - - - 0.15
Surgery only
(reference) 1 - - 1 - - 1 - - 1 - -

Local treatment
Systemic treatment

only 1.72 0.93–3.18
1.45–3.05 0.087 1.09 0.44–2.71 0.86 1.71 0.60–4.87 0.315 0.93 0.23–3.72 0.92

Systemic + other
treatments 2.11 <0.001 0.99 0.55–1.77 0.97 3.19 1.73–5.85 <0.001 1.73 0.78–3.85 0.18

1.60–3.26
2.28 <0.001 0.92 0.52–1.64 0.79 2.42 1.31–4.44 0.005 0.99 0.43–2.26 0.97

Comorbidities - - - - - 0.84 - - - - - 0.34

None (reference) 1 - - 1 - - 1 - -
1.00
0.73
1.23

- -

1–2 1.86 1.44–2.41 <0.001 1.11 0.76–1.62 0.58 1.42 0.95–2.12 0.084 0.45–1.21 0.22
3+ 3.05 1.74–5.37 <0.001 0.98 0.44–2.23 0.97 3.34 1.61–6.92 0.001 0.47–3.23 0.67

Male (female
reference) 0.66 0.50–0.88 0.005 0.72 0.47–1.09 0.12 0.91 0.60–1.39 0.67 - - -

Not living with a
partner 1.85 1.42–2.41 <0.001 1.36 0.92–1.99 0.12 2.22 1.51–3.27 <0.001 1.86 1.15–3.00 0.012

Short basic education 1.6 1.25–2.06 <0.001 1.42 098–2.04 0.06 1.37 0.94–3.00 0.1 - - -

Not in paid work 3.76 2.90–4.88 <0.001 1.89 1.29–2.76 0.001 3.33 2.72–4.89 <0.001 1.72 1.06–2.80 0.029

Probable anxiety case 14.11 10.58–18.80 <0.001 5.26 3.60–7.67 <0.001 21.72 13.29–35.48 <0.001 7.71 4.38–13.57 <0.001

Obesity 1.83 1.33–2.52 <0.001 1.52 0.96–2.41 0.08 1.6 0.99–2.58 0.06 - - -

Daily smoking 1.78 1.24–2.57 0.002 1.05 0.62–1.79 0.85 1.39 0.79–2.46 0.25 - - -

Chronic fatigue 14.52 10.64–19.84 <0.001 5.19 3.61–7.45 <0.001 10.43 6.87–15.84 <0.001 3.66 2.21–6.04 <0.001

Poor self-rated health 9.32 7.07–12.30 <0.001 3.06 2.09–4.47 <0.001 6.97 4.70–10.34 <0.001 1.97 1.20–3.21 0.007
High neuroticism 15.6 11.12–21.88 <0.001 4.02 2.64–6.13 <0.001 10.02 6.69–15.02 <0.001 2.67 1.33–5.36 0.006

Adverse effects - - - - - 0.13 - - - - - 0.24
Zero (reference) 1 - - 1 - - 1 - - 1 - -

1–2 2.26 1.62–3.15 <0.001 1.63 1.00–2.66 0.05 2.98 1.76–5.04 <0.001 1.74 0.88–3.44 0.11
≥3 3.51 2.57–4.79 <0.001 1.52 0.91–2.54 0.11 3.56 2.14–5.90 <0.001 1.29 0.63–2.65 0.49

In the multivariable analyses, some independent variables remained significantly
associated with both definitions of pMDE: not holding paid work, a probable case of
anxiety disorder, chronic fatigue, poor self-rated health, and high neuroticism. In addition,
not being in a partnered relationship was significantly associated with pMDE defined by
the algorithm. CACSs versus YACSs, cancer treatment, AEs, and comorbidity were not
significantly associated with any of the pMDE definitions in the multivariable analyses.

4. Discussion

We found that the prevalence of pMDE in CACSs and AYCSs was significantly higher
than in NORMs independent of the pMDE definition used, both in the total sample and
according to sex. The prevalence rate of pMDE was significantly higher in the total sample
of female CACSs versus YACSs, but no such gender difference was found for males.

In the bivariate logistic regression analyses, CACSs versus YACSs was significant for
cut-off-defined pMDE, but not for algorithm-defined pMDE. Otherwise, mostly the same
independent variables remained significantly associated with both pMDE definitions. In
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the multivariable analyses, not holding paid work, probable anxiety disorder and chronic
fatigue, poor self-rated health, and high neuroticism remained significantly associated with
both definitions of pMDE. Mainly psychosocial, and not cancer-related, variables remained
significant in the multivariable models.

Due to methodological issues such as follow-up time and lack of prevalence data, our
findings are not directly comparable with the previous PHQ-9-based studies of CACSs and
YACSs. Geue et al. [16] reported a prevalence of 30% pMDE based on a cut-off score of 9,
while we used the cut-off of ten, so our prevalence data cannot be compared. The same
problem concerns the study of Burghardt et al. [15], who used a cut-off of ten based on
the PHQ-8.

A review of mental disorders or the use of psychiatric medication in YACSs included
only three studies and reported an increased risk (OR 1.19) of pMDE compared to cancer-
free controls [3]. A systematic review of mental health in YACSs considered eighteen
studies based on other screening instruments besides the PHQ-9. The risk for pMDE
was OR 1.31 (95%CI 1.12–1.54) based on data from 13,094 YACSs and 7079 norms [16].
Our findings in YACSs are in line with these reviews, showing increased rates of pMDE
compared to NORMs. The use of different screening instruments eventually leads to
different rates of pMDE.

Other studies of CACSs and CAYACSs have mainly examined mental distress, which is
a broad symptom concept covering anxiety, depression, and somatization. Based on mental
distress, studies from the Swiss Childhood Cancer Registry, for example, found increased
rates of depression in CACSs [27,28] but not in YACSs [29] compared to normative data.

Cancer-related variables did not remain significantly associated with pMDE in our
multivariable models. This finding contrasts with a systematic review of 67 CAYACS
studies emphasizing the role of cancer treatment and type of cancer for mental distress
including depression [30]. Alternatively, current psychosocial status may mediate the effect
of cancer-related variables in long-term CAYACSs.

An advantage of studying categorical mental disorders such as pMDE rather than
dimensional mental distress is that all major guidelines for diagnosis and treatment concern
mental disorders and not distress [31]. In accordance with the high prevalence rate of
possible MDE in CAYACSs, there is an increased prescription rate of antidepressants among
CAYACSs compared to the general population [32,33]. This is an important clinical point
since under-diagnosis of pMDE is a major healthcare problem [34].

We had the opportunity to compare our algorithm-defined point prevalence of pMDE
of 7.0% among female and 6.4% among male CAYACs to previously published Norwegian
population-based data. These reported the 12-month prevalence of MDE based on an
algorithm among females in the capital (Oslo) of 9.7% and in a rural county of 4.5%.
Corresponding prevalence, data for males were 4.1% and 3.7% [35,36]. The point prevalence
rates of our NORMs were 4.4% for females and 3.1% for males. From these data, we can
conclude that male Norwegian CAYACSs have an increased rate of pMDE by any definition
compared to normative data for males, while such a conclusion is less obvious for female
CAYACSs. However, the prevalence rates found in CAYACSs by the PHQ-9 algorithm
approach are mostly in line with the population data. This implies that pMDE rates defined
by the PHQ-9 algorithm are somewhat higher compared to population prevalence rates,
while cut-off-defined pMDE rates are systematically significantly higher. This discrepancy
leads to the question of which PHQ-9-based pMDE definition is the more valid one, since
there are practical consequences for CAYACSs if their rates are somewhat or much higher
than population rates. This issue could be elucidated by a study of CAYACSs using
both PHQ-9 screening definitions and comparing them to findings based on structured
interviews for MDE.

Except for sex and age at diagnosis and at survey, we observed surprisingly few
differences between the CACSs and YACSs in our sample. These between-group differences
were significant in the bivariate analyses when pMDE was defined by the cut-off, but not
by the algorithm. For both MDE definitions, we observed significant associations for
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demographic, somatic and mental health, lifestyle, and cancer-related variables such as
treatment modalities and AEs. These findings are in line with the multiple variables model
for MDE in cancer patients [37,38].

As indicated, the screening properties of the PHQ-9 differ according to the cut-off level.
A sum score cut-off ≥8 has been recommended for oncology [8]. However, since most
CAYACSs are controlled by their regular general practitioners, we found a cut-off of ≥10
as recommended for use in general practice (sensitivity and specificity both 0.88 [19]) to be
more valid. As discussed by several authors [6,12], the PHQ-9 has several somatic items that
could be rated positively by somatic rather than mental problems, and eventually should be
omitted in cancer patients. Instead of eliminating these PHQ-9 items, we preferred to apply
the higher cut-off score, supported by findings from patients with advanced cancer [12].

Case identification using the PHQ-9 represents a small risk for false positive and false
negative diagnoses of MDE. Since we have quite effective pharmacological and psychologi-
cal treatments for MDE, failure to detect MDE (false negative diagnoses) represents the
worst consequence for the patients—particularly in relation to the increased risk of suicide
in CAYACSs [39], and especially concerning CACSs [40]. Our findings thereby support
the recommendation of screening for MDE in CAYACSs and particularly among female
CACSs [5].

Our response rate was 39% among CAYACSs and 36% among NORMSs, which is
quite common in population-based questionnaire surveys without any rewards for re-
sponding [41,42]. In both samples, there was significant response bias in favor of females,
and under-representation among younger and over-representation among older subjects
among participants. These biases represent a limitation, and they weaken the generalizabil-
ity of our findings. However, the potential risk of response bias affecting study outcomes
was found to be low in the CAYACS sample [17]. The reliance on self-reporting of cancer
treatment, somatic diseases, and some AEs is an obvious limitation of our study. Another
limitation is the lack of treatment data for pMDE both among CAYACSs and NORMSs.
The pMDE finding abilities of the PHQ-9 vary according to cut-off values and algorithms.
In internal comparisons, such as between CACSs and YACSs, this is not a methodological
problem. However, in external comparisons, attention should be paid to the pMDE defini-
tions applied. Excluding CNS survivors, known to suffer the greatest risks of late effects,
may have lowered prevalence estimates in the CACS group. The cross-sectional design of
our sub-study prevents us from drawing causal conclusions.

5. Conclusions

We observed increased prevalence rates of pMDE with both definitions among CACSs
and YACSs compared to NORMs, but significant differences only in the total female
samples of these survivor groups. Given the profound consequences of MDE for work
life, economy, risk of suicide, and personal suffering, healthcare providers for CAYACSs
should be attentive to the varying but common symptom expression of MDE. If diagnosed,
MDE is often amenable to pharmacological and psychological treatments, eventually in
combination. The PHQ-9 is a freely available measure that is easy to both administer and
score and requires only a couple of minutes for a patient to complete. Given the prevalence
of MDE in the cancer survivor population, we recommend the routine use of the PHQ-9, or
a comparable screening measure, by providers caring for cancer survivors.
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ORs Odds Ratios
PHQ-9 Patient Health Questionnaire, nine-item version
YACSs Young Adult Cancer Survivors

References
1. Ferrari, A.J.; Charlson, F.; Norman, R.E.; Patten, S.; Freedman, G.D.; Murray, C.J.; Vos, T.; Whiteford, H. Burden of depressive

disorders by country, sex, age, and year: Findings from the Global Burden of Disease Study 2010. PLoS Med. 2013, 10, e1001547.
[CrossRef]

2. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 5th ed.; American Psychiatric Publishing:
Washington, DC, USA, 2013.

3. De, R.; Zabih, V.; Kurdyak, P.; Sutradhar, R.; Nathan, P.C.; McBride, M.L.; Gupta, S. Psychiatric Disorders in Adolescent and
Young Adult-Onset Cancer Survivors: A Systematic Review and Meta-Analysis. J. Adolesc. Young Adult Oncol. 2020, 9, 12–22.
[CrossRef]

4. Mitchell, A.J.; Ferguson, D.W.; Gill, J.; Paul, J.; Symonds, P. Depression and anxiety in long-term cancer survivors compared with
spouses and healthy controls: A systematic review and meta-analysis. Lancet Oncol. 2013, 14, 721–732. [CrossRef]

5. Krebber, A.M.H.; Buffart, L.M.; Kleijn, G.; Riepma, I.C.; De Bree, R.; Leemans, C.R.; Becker, A.; Brug, J.; van Straten, A.; Cuijpers,
P.; et al. Prevalence of depression in cancer patients: A meta-analysis of diagnostic interviews and self-report instruments.
Psycho-Oncology 2014, 23, 121–130. [CrossRef] [PubMed]

6. Caruso, R.; Nanni, M.G.; Riba, M.; Sabato, S.; Mitchell, A.; Croce, E.; Grassi, L. Depressive spectrum disorders in cancer:
Prevalence, risk factors and screening for depression: A critical review. Acta Oncol. 2017, 56, 146–155. [CrossRef] [PubMed]

7. Spitzer, R.L.; Kroenke, K.; Williams, J.B.; Janet, B.W. Validation and utility of a self-report version of Prime-MD. JAMA 1999, 282,
1737–1744. [CrossRef]

8. Andersen, B.L.; DeRubeis, R.; Berman, B.S.; Gruman, J.; Champion, V.; Massie, M.J.; Holland, J.C.; Partridge, A.H.; Bak, K.;
Somerfield, M.R.; et al. Screening, Assessment, and Care of Anxiety and Depressive Symptoms in Adults with Cancer: An
American Society of Clinical Oncology Guideline Adaptation. J. Clin. Oncol. 2014, 32, 1605–1619. [CrossRef] [PubMed]

9. Ganz, P.A.; Bower, J.E.; Partridge, A.H.; Wolff, A.C.; Thorner, E.D.; Joffe, H.; Irwin, M.R.; Petersen, L.; Crespi, C.M. Screening for
Depression in Younger Breast Cancer Survivors: Outcomes from Use of the 9-item Patient Health Questionnaire. JNCI Cancer
Spectr. 2021, 5, pkab017. [CrossRef]

10. Van Der Donk, L.J.; Bickel, E.A.; Krijnen, W.P.; Tovote, K.A.; Sanderman, R.; Schroevers, M.J.; Fleer, J. The value of distinct depres-
sive symptoms (PHQ-9) to differentiate depression severity in cancer survivors: An item response approach. Psycho-Oncology
2019, 28, 2240–2243. [CrossRef]

11. Dahl, A.A.; Grotmol, K.S.; Hjermstad, M.J.; Kiserud, C.E.; Loge, J.H. Norwegian reference data on the Fatigue Questionnaire and
the Patient Health Questionnaire-9 and their interrelationship. Ann. Gen. Psychiatry 2020, 19, 60. [CrossRef] [PubMed]

12. Lie, H.; Hjermstad, M.; Fayers, P.; Finset, A.; Kaasa, S.; Loge, J. Depression in advanced cancer—Assessment challenges and
associations with disease load. J. Affect. Disord. 2015, 173, 176–184. [CrossRef]

13. Hinz, A.; Mehnert, A.; Kocalevent, R.-D.; Brähler, E.; Forkmann, T.; Singer, S.; Schulte, T. Assessment of depression severity with
the PHQ-9 in cancer patients and in the general population. BMC Psychiatry 2016, 16, 22. [CrossRef]

http://doi.org/10.1371/journal.pmed.1001547
http://doi.org/10.1089/jayao.2019.0097
http://doi.org/10.1016/S1470-2045(13)70244-4
http://doi.org/10.1002/pon.3409
http://www.ncbi.nlm.nih.gov/pubmed/24105788
http://doi.org/10.1080/0284186X.2016.1266090
http://www.ncbi.nlm.nih.gov/pubmed/28140731
http://doi.org/10.1001/jama.282.18.1737
http://doi.org/10.1200/JCO.2013.52.4611
http://www.ncbi.nlm.nih.gov/pubmed/24733793
http://doi.org/10.1093/jncics/pkab017
http://doi.org/10.1002/pon.5192
http://doi.org/10.1186/s12991-020-00311-5
http://www.ncbi.nlm.nih.gov/pubmed/33062033
http://doi.org/10.1016/j.jad.2014.11.006
http://doi.org/10.1186/s12888-016-0728-6


Cancers 2021, 13, 5800 12 of 13

14. Burghardt, J.; Klein, E.; Brähler, E.; Ernst, M.; Schneider, A.; Eckerle, S.; Neu, M.A.; Wingerter, A.; Henninger, N.; Panova-Noeva,
M.; et al. Prevalence of mental distress among adult survivors of childhood cancer in Germany—Compared to the general
population. Cancer Med. 2019, 8, 1865–1874. [CrossRef]

15. Geue, K.; Brähler, E.; Faller, H.; Härter, M.; Schulz, H.; Weis, J.; Koch, U.; Wittchen, H.-U.; Mehnert, A. Prevalence of mental
disorders and psychosocial distress in German adolescent and young adult cancer patients (AYA). Psycho-Oncology 2018, 27,
1802–1809. [CrossRef]

16. Secinti, E.; Thompson, E.J.; Richards, M.; Gaysina, D. Research Review: Childhood chronic physical illness and adult emotional
health—A systematic review and meta-analysis. J. Child Psychol. Psychiatry 2017, 9, 412–769. [CrossRef] [PubMed]

17. Lie, H.C.; Rueegg, C.S.; Fosså, S.D.; Loge, J.H.; Ruud, E.; Kiserud, C.E. Limited evidence of non-response bias despite modest
response rate in a nationwide survey of long-term cancer survivors—results from the NOR-CAYACS study. J. Cancer Surviv. 2019,
13, 353–363. [CrossRef] [PubMed]

18. Bøhn, S.-K.H.; Thorsen, L.; Kiserud, C.E.; Fosså, S.D.; Lie, H.C.; Loge, J.H.; Wisløff, T.; Haugnes, H.S.; Reinertsen, K.V. Chronic
fatigue and associated factors among long-term survivors of cancers in young adulthood. Acta Oncol. 2019, 58, 753–762. [CrossRef]
[PubMed]

19. Kroenke, K.; Spitzer, R.L.; Williams, J.B.; Löwe, B. The Patient Health Questionnaire Somatic, Anxiety, and Depressive Symptom
Scales: A systematic review. Gen. Hosp. Psychiatry 2010, 32, 345–359. [CrossRef]

20. Chalder, T.; Berelowitz, G.; Pawlikowska, T.; Watts, L.; Wessely, S.C.; Wright, D.; Wallace, E. Development of a fatigue scale.
J. Psychosom. Res. 1993, 37, 147–153. [CrossRef]

21. Loge, J.H.; Ekeberg, Ø.; Kaasa, S. Fatigue in the general norwegian population: Normative data and associations. J. Psychosom.
Res. 1998, 45, 53–65. [CrossRef]

22. Bjelland, I.; Dahl, A.A.; Haug, T.T.; Neckelmann, D. The validity of the Hospital Anxiety and Depression Scale: An updated
literature review. J. Psychosom. Res. 2002, 52, 69–77. [CrossRef]

23. Grav, S.; Stordal, E.; Romild, U.K.; Hellzén, O. The Relationship between Neuroticism, Extraversion, and Depression in The
HUNT Study: In Relation to Age and Gender. Issues Ment. Health Nurs. 2012, 33, 777–785. [CrossRef]

24. Ganz, P.A. Survivorship: Adult Cancer Survivors. Prim. Care Clin. Off. Pract. 2009, 36, 721–741. [CrossRef]
25. Hudson, M.M.; Ness, K.K.; Gurney, J.G.; Mulrooney, D.A.; Chemaitilly, W.; Krull, K.R.; Green, D.M.; Armstrong, G.T.; Nottage,

K.A.; Jones, K.E.; et al. Clinical Ascertainment of Health Outcomes among Adults Treated for Childhood Cancer. JAMA 2013, 309,
2371–2381. [CrossRef] [PubMed]

26. Kiserud, C.E.; Dahl, A.A.; Loge, J.H.; Fosså, S.D. Cancer Survivorship in Adults. Recent Results Cancer Res. 2014, 197, 103–120.
[CrossRef] [PubMed]

27. Michel, G.; Rebholz, C.E.; Von Der Weid, N.X.; Bergstraesser, E.; Kuehni, C.E. Psychological Distress in Adult Survivors of
Childhood Cancer: The Swiss Childhood Cancer Survivor Study. J. Clin. Oncol. 2010, 28, 1740–1748. [CrossRef]

28. Gianinazzi, M.E.; Rueegg, C.S.; Wengenroth, L.; Bergstraesser, E.; Rischewski, J.; Ammann, R.A.; Kuehni, C.E.; Michel, G.; for
Swiss Pediatric Oncology Group (SPOG). Adolescent survivors of childhood cancer: Are they vulnerable for psychological
distress? Psycho-Oncology 2013, 22, 2051–2058. [CrossRef] [PubMed]

29. Michel, G.; François, C.; Harju, E.; Dehler, S.; Roser, K. The long-term impact of cancer: Evaluating psychological distress in
adolescent and young adult cancer survivors in Switzerland. Psycho-Oncology 2019, 28, 577–585. [CrossRef]

30. Friend, A.J.; Feltbower, R.G.; Hughes, E.J.; Dye, K.P.; Glaser, A.W. Mental health of long-term survivors of childhood and young
adult cancer: A systematic review. Int. J. Cancer 2018, 143, 1279–1286. [CrossRef]

31. American Psychiatric Association. Clinical Practical Guidelines for the Treatment of Depression across Three Age Cohorts. 2019.
Available online: https://www.apa.org/depression-guideline/guideline.pdf (accessed on 1 September 2021).

32. Johannsdottir, I.M.; Karlstad, Ø.; Loge, J.H.; Fosså, S.D.; Kiserud, C.; Skurtveit, S. Prescriptions of Antidepressants to Survivors of
Cancer in Childhood, Adolescence, and Young Adulthood: A Population-Based Study. J. Adolesc. Young Adult Oncol. 2017, 6,
120–126. [CrossRef]

33. Lund, L.W.; Winther, J.; Cederkvist, L.; Andersen, K.; Dalton, S.; Appel, C.; Rechnitzer, C.; Schmiegelow, K.; Johansen, C. Increased
risk of antidepressant use in childhood cancer survivors: A Danish population-based cohort study. Eur. J. Cancer 2015, 51, 675–684.
[CrossRef]

34. Ahomäki, R.; Kero, A.; Koivisto, M.; Madanat-Harjuoja, L.; Malila, N.; Lähteenmäki, P. Purchases of antidepressants after cancer
at a young age in Finland. Int. J. Cancer 2019, 144, 1227–1233. [CrossRef] [PubMed]

35. Kringlen, E.; Torgersen, S.; Cramer, V. A Norwegian Psychiatric Epidemiological Study. Am. J. Psychiatry 2001, 158, 1091–1098.
[CrossRef] [PubMed]

36. Kringlen, E.; Torgersen, S.; Cramer, V. Mental illness in a rural area: A Norwegian psychiatric epidemiological study. Soc.
Psychiatry Psychiatr. Epidemiol. 2006, 41, 713–719. [CrossRef]

37. Niedzwiedz, C.L.; Knifton, L.; Robb, K.A.; Katikireddi, S.V.; Smith, D.J. Depression and anxiety among people living with and
beyond cancer: A growing clinical and research priority. BMC Cancer 2019, 19, 943. [CrossRef] [PubMed]

38. Gold, S.M.; Köhler-Forsberg, O.; Moss-Morris, R.; Mehnert, A.; Miranda, J.J.; Bullinger, M.; Steptoe, A.; Whooley, M.A.; Otte, C.
Comorbid depression in medical diseases. Nat. Rev. Dis. Primers 2020, 6, 69. [CrossRef]

http://doi.org/10.1002/cam4.1936
http://doi.org/10.1002/pon.4730
http://doi.org/10.1111/jcpp.12727
http://www.ncbi.nlm.nih.gov/pubmed/28449285
http://doi.org/10.1007/s11764-019-00757-x
http://www.ncbi.nlm.nih.gov/pubmed/30993649
http://doi.org/10.1080/0284186X.2018.1557344
http://www.ncbi.nlm.nih.gov/pubmed/30696351
http://doi.org/10.1016/j.genhosppsych.2010.03.006
http://doi.org/10.1016/0022-3999(93)90081-P
http://doi.org/10.1016/S0022-3999(97)00291-2
http://doi.org/10.1016/S0022-3999(01)00296-3
http://doi.org/10.3109/01612840.2012.713082
http://doi.org/10.1016/j.pop.2009.08.001
http://doi.org/10.1001/jama.2013.6296
http://www.ncbi.nlm.nih.gov/pubmed/23757085
http://doi.org/10.1007/978-3-642-40187-9_8
http://www.ncbi.nlm.nih.gov/pubmed/24305772
http://doi.org/10.1200/JCO.2009.23.4534
http://doi.org/10.1002/pon.3249
http://www.ncbi.nlm.nih.gov/pubmed/23401292
http://doi.org/10.1002/pon.4981
http://doi.org/10.1002/ijc.31337
https://www.apa.org/depression-guideline/guideline.pdf
http://doi.org/10.1089/jayao.2016.0041
http://doi.org/10.1016/j.ejca.2015.01.001
http://doi.org/10.1002/ijc.31942
http://www.ncbi.nlm.nih.gov/pubmed/30357818
http://doi.org/10.1176/appi.ajp.158.7.1091
http://www.ncbi.nlm.nih.gov/pubmed/11431231
http://doi.org/10.1007/s00127-006-0080-0
http://doi.org/10.1186/s12885-019-6181-4
http://www.ncbi.nlm.nih.gov/pubmed/31604468
http://doi.org/10.1038/s41572-020-0200-2


Cancers 2021, 13, 5800 13 of 13

39. Gunnes, M.W.; Lie, R.T.; Bjørge, T.; Ghaderi, S.; Syse, A.; Ruud, E.; Wesenberg, F.; Moster, D. Suicide and violent deaths in
survivors of cancer in childhood, adolescence and young adulthood—A national cohort study. Int. J. Cancer 2017, 140, 575–580.
[CrossRef]

40. Korhonen, L.M.; Taskinen, M.; Rantanen, M.; Erdmann, F.; Winther, J.F.; Bautz, A.; Feychting, M.; Mogensen, H.; Talbäck, M.;
Malila, N.; et al. Suicides and deaths linked to risky health behavior in childhood cancer patients: A Nordic population-based
register study. Cancer 2019, 125, 3631–3638. [CrossRef]

41. Abrahamsen, R.; Svendsen, M.V.; Henneberger, P.K.; Gundersen, G.F.; Torén, K.; Kongerud, J.; Fell, A.K.M. Non-response in a
cross-sectional study of respiratory health in Norway. BMJ Open 2016, 6, e009912. [CrossRef]

42. Christensen, A.I.; Ekholm, O.; Gray, L.; Glümer, C.; Juel, K. What is wrong with non-respondents? Alcohol-, drug- and smoking-
related mortality and morbidity in a 12-year follow-up study of respondents and non-respondents in the Danish Health and
Morbidity Survey. Addiction 2015, 110, 1505–1512. [CrossRef]

http://doi.org/10.1002/ijc.30474
http://doi.org/10.1002/cncr.32373
http://doi.org/10.1136/bmjopen-2015-009912
http://doi.org/10.1111/add.12939

	Introduction 
	Materials and Methods 
	Patient Sampling 
	NORMs 
	Primary Outcome Variables 
	Other Instruments 
	Other Measures 
	Statistical Analyses 

	Results 
	Responders versus Non-Responders 
	Sample Characteristics 
	pMDE Findings 
	Factors Associated with the Two Definitions of pMDE 

	Discussion 
	Conclusions 
	References

