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Introduction: Non–small-cell lung cancer (NSCLC) is the lead-
ing cause of cancer-related morbidity and mortality. Unfortunately, 
patients with NSCLC have relatively poor survival rates compared 
with patients diagnosed with most other types of cancer. Accordingly, 
managing physical and mental health symptoms are important treat-
ment goals. In the current investigation, we sought to determine 
whether individual socioeconomic status (SES; as indexed by level 
of education), racial/ethnic minority status, and hospital type (pub-
lic versus tertiary care center) were associated with NSCLC cancer 
patients’ depressive severity. Importantly, we investigated whether 
NSCLC patients’ individual SES was more or less prognostic of their 
depressive severity compared with minority status and the hospital 
context where they received treatment.
Methods: Patients scheduled for chemotherapy were assessed for 
depressed mood by the Beck Depression Inventory-II (BDI-II). Data 
were collected at baseline and at approximately 6, 12, and 18 weeks.
Results: NSCLC patients with less education had more depres-
sive severity than those with more education. Treatment setting and 
minority status were not associated with depressive severity. The 
interaction between education level and treatment setting predicting 
depressive severity was not significant, suggesting that the associa-
tion between education level and depressive severity did not differ by 
treatment setting.
Conclusion: Our study brings heightened awareness to the sub-
stantial, persistent SES differences that exist in depressive severity 
among late-stage NSCLC patients. Furthermore, these findings seem 

to persist, regardless of minority status and whether the patient is 
treated at a public hospital or tertiary cancer center.
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Health disparities increase with each step down the socio-
economic status (SES) ladder.1 Whether indexed by edu-

cation, income, or job status, being low SES is associated with 
poor health.1 For most cancers, lower SES individuals are at 
greater risk for both incidence and mortality compared with 
those who are higher SES.2,3 Much less is known about how 
SES impacts cancer patients’ mental and physical well-being.

Non–small-cell lung cancer (NSCLC) is the leading 
cause of cancer-related morbidity and mortality.4 Unfortunately, 
patients with NSCLC have relatively poor survival rates com-
pared with patients diagnosed with most other types of cancer. 
Accordingly, managing physical and mental health symptoms 
are important treatment goals.5 To improve NSCLC patients’ 
quality of life (QOL), it is imperative to identify factors associ-
ated with physical and mental well-being.

Recently, we demonstrated that lower SES individuals 
(as indexed by level of education) with advanced NSCLC had 
poorer physical well-being (i.e., pain, fatigue, disturbed sleep, 
shortness of breath, and drowsiness) during chemotherapy 
compared with those who were higher SES.5 Likewise, NSCLC 
patients who were treated at public hospitals with good per-
formance status were more likely to experience these symp-
toms compared with those treated at a tertiary care centers.5 
Importantly, these findings persisted over 15 weeks of therapy.5

In the current investigation, we sought to determine 
whether SES, racial and ethnic minority status, and hospital 
type (pubic versus tertiary care center) were associated with 
NSCLC cancer patients’ depressive severity over 15 weeks of 
therapy. Depression severity is an important aspect of mental 
well-being and one of the strongest predictors of QOL for can-
cer patients.6 Cancer patients’ depression is also a major con-
tributor to their close family members’ well-being.7 Importantly, 
we investigated whether NSCLC patients’ individual SES was 
more or less prognostic of their depressive severity compared 
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with the hospital context where they received treatment and 
their status as a racial or ethnic minority.

STUDY PARTICIPANTS
Advanced stage (IIIB–IV) NSCLC patients who were 

scheduled for chemotherapy were recruited for this study 
between January 2004 and December 2008. They were 
recruited from thoracic medical oncology clinics of a ter-
tiary cancer center in Houston, Texas, and from the general 
oncology clinics of three public hospitals (two in Houston, 
one in Miami, Florida) providing care for medically under-
served (noninsured/underinsured and/or low-income) 
patients.8 The study was approved by the institutional 
review boards of the participating institutions. All patients 
gave informed consent to participate. The study time period 
was limited to the first 18 weeks of treatment based on a 
standard chemotherapy protocol that included six, 3-week 
cycles of treatment.

Of 234 eligible patients approached to participate in 
the study, 189 consented to participate. Four withdrew before 
baseline assessment, such that 185 were included in the final 
analysis. Of these, 102 were recruited from the tertiary cancer 
center and 83 from the public hospitals. All 185 patients con-
tributed data at baseline, 140 at 6 weeks, 107 at 12 weeks, and 
79 at 18 weeks from the start of the study (Fig. 1).

MEASURES
The Beck Depression Inventory II (BDI-II)9 is a widely 

used instrument for measuring the intensity of depression. It 
contains 21 items that assess various aspects of depression. 
Each item is rated on a 4-point scale, resulting in a maximum 
attainable score of 63. A higher total score indicates more-
severe depressive severity. The BDI-II has high clinical sen-
sitivity with a reliability coefficient of 0.92 and predictive 
validity of 0.91.9 Assessments were obtained at baseline and 
at 6, 12, and 18 weeks from initiation of chemotherapy using 
the BDI-II’s standard cut points.9 The BDI-II has been found 
to be a reliable measure of depression across race/ethnicity 
and gender.10,11

Comorbidities
The Charlson index is the most widely used comorbid-

ity index. Originally developed for predicting mortality in 
breast cancer patients, it has now been widely used with both 
cancer and noncancer populations.12

Demographic and Clinical Variables
Participants answered questions about their age, 

race, highest level of education, marital status, and gender. 
Following participants’ authorization, electronic medical 
records were reviewed to obtain initial treatment date.

AQ4

F1

Eligibility Criteria:
Stage IIIB/IV NSCLC, scheduled to 

begin chemotherapy
(N=234)

Consented and enrolled onto study 
(n=189)

Refused to participate
(n=45)

Tertiary Cancer Center
(n=20)

Public Hospitals
(n=25)

Tertiary Cancer Center
Baseline: n=102
6 weeks: n=73
12 weeks: n=47
18 weeks: n=29

Dropped before Baseline 
Assessment

(n=4)

Completed Baseline 
Assessment

(n=185)

Public Hospitals
Baseline: n=83
6 weeks: n=67
12 weeks: n=60
18 weeks: n=50

FIGURE 1.  Flow of participants through the study. NSCLC, Non–small-cell lung cancer.
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Educational level was used to assess the women in 
our sample as has been done in previous studies using can-
cer populations that included older adult women because it 
was difficult to know whether the women in our same sample 
worked outside the home.13 In addition, education is less vul-
nerable to fluctuations in current income and job status.14–16 
Participants reported number of years of formal schooling 
they had received to indicate level of education.

ANALYTIC METHOD
Education was modeled as a continuous variable, based 

on prior work showing that the association between SES and 
health is monotonic (i.e., the association between SES and health 
shows a gradient increase).17,18 Descriptive statistics, including 
means, standard deviations (SDs), and percentages, were used 
to describe patient demographics and clinical characteristics. 
Using mixed models regression, we addressed the question of 
whether SES (as indexed by level of education), minority sta-
tus, and hospital type were associated with depressive severity 
across visits. We used restricted information maximum likeli-
hood estimation to fit all models. Restricted information maxi-
mum likelihood is superior to listwise deletion for handling 
attrition.19 It performs well when data are missing at random 
and improves nonrandom circumstances over ignoring cases 
entirely.20 We used an unstructured within-subjects covariance 
matrix and examined the model residuals to confirm that they 
were distributed normally. We included education, visit, minor-
ity status, time since treatment, marital status, comorbidities, 
sex, age, and stage in the model. Age and depressive severity 
were time varying. All other variables were time invariant.

In ancillary analyses, we adjusted for cancer treatment 
rather than cancer stage (stage and treatment type are highly 
related and were not entered simultaneously to avoid multicol-
linearity); none of the results presented below changed. We also 
created a variable indicating if and when a patient dropped out 
at any time before the end of the study; we included this vari-
able in ancillary analyses to ensure it did not bias the results.

RESULTS

Preliminary Analyses
Patient demographic and clinical characteristics by treat-

ment site (tertiary versus public) are presented in Table 1. A 
higher proportion of patients at the tertiary center had stage IV 
disease. Patients at the tertiary center were more likely to be mar-
ried, have attended college, be employed, or be retired. Individuals 
who were lost to attrition did not significantly differ on any of the 
study variables compared with those who completed both visits. 
Those who were less educated were more likely to be treated at a 
public hospital compared with a tertiary cancer center (r = −0.42, 
p = 0.001). Across all visits and groups, 67.1% experienced 
minimal depressive severity, 18.8% experienced mild depressive 
severity, 9.0% experienced moderate depressive severity, and 
5.2% experienced severe depressive severity.

Analyses
As can be seen in Table 2, participants with more 

education had less depressive severity than those with less 

education. The interaction between education and time was 
not significant (b = −0.01, p = 0.61), demonstrating that the 
association between education and depressive severity did not 
differ across visits. Treatment setting was not associated with 
depressive severity. Likewise, treatment setting did not inter-
act with visit (b = −0.01, p = 0.25). Those who were mem-
bers of a racial/ethnic minority group did not experience more 
depressive severity than those who were not. To estimate the 
magnitude that depressive severity differed by level of edu-
cation between participants lower and higher in educational 
level, we used the covariate-adjusted means at 1 SD above and 
below the mean level of education. Participants with less edu-
cation (−1 SD) had 42.5% more depressive severity than those 
with more education (+1 SD).

T1

T2

TABLE 1.  Sample Characteristics by Treatment Site

Characteristic

Tertiary  
(n = 102)

Public  
(n = 83)

pNo. (%) No. (%)

Age

  Mean (yr) 61.3 58 0.012

  Standard deviation 9.4 8.1

Gender

  Men 67 (65.7) 49 (59.0) 0.352

  Women 35 (34.3) 34 (41.0)

Marital status

  Married 84 (82.4) 32 (38.6) <0.001

  Unmarried 18 (17.6) 51 (61.4)

Education level

  Mean (yr) 13.6 10.7 <0.001

  Standard deviation 3.1 3.3

Job status

  Employed outside the home 24 (24.0) 13 (15.7) <0.001

  Homemaker 8 (8.0) 3 (3.6)

  Retired 43 (43.0) 13 (15.7)

  Medical leave or disability 23 (23.0) 32 (38.6)

  Unemployed/other 2 (2.0) 22 (26.5)

Ethnicity

  Asian 0 (0.0) 1 (1.2) <0.001

  Black Non-Hispanic 7 (6.9) 38 (45.8)

  Hispanic 1 (1.0) 25 (30.1)

  White Non-Hispanic 94 (92.2) 19 (22.9)

Cancer stage

  IIIB 7 (6.9) 29 (34.9) <0.001

  IV 95 (93.1) 54 (65.1)

Previous treatment

  Chemotherapy 27 (26.5) 18 (21.7) 0.538

  Surgery 19 (18.6) 3 (3.6) 0.002

  Radiation 37 (36.3) 16 (19.3) 0.016

  Treatment naive 59 (57.8) 29 (34.9) 0.008

Charlson comorbidity score

  0 to 1 69 (68.3) 64 (81.0) 0.054

  2+ 32 (31.7) 15 (19.0)
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In ancillary analyses, we tested for the interaction 
between education level and treatment setting predict-
ing depressive severity and it was not significant (b = 0.01, 
p = 0.66). Finally, we adjusted for dropout by including a 
covariate that modeled number of time points completed. 
Educational level was still associated with depressive sever-
ity (b = −0.07, p = 0.04), while treatment setting was not 
(b = 0.22, p = 0.22).

DISCUSSION
Higher SES (as indexed by education) NSCLC patients 

had less depressive severity than those who were lower SES. 
This association persisted irrespective of whether or not the 
patients were members of an ethnic or racial minority group. 
It also persisted regardless of whether the patients were treated 
at a public hospital or a tertiary cancer center. NSCLC patients 
treated at tertiary cancer centers were no less likely to experi-
ence elevated levels of depressive severity than those treated 
at public hospitals.

Previous studies have reported that medically under-
served cancer patients are more likely to experience depres-
sion compared with others.21,22 However, this is the first 
study, to our knowledge, to compare the impact of patients’ 
individual SES relative to their treatment context. This is 
particularly important, given our prior work that demon-
strated that treatment context (i.e., public versus tertiary 
cancer center) was a major factor associated with NSCLC 
patients’ physical well-being as indexed by a composite 
symptom burden index.5

There are several factors that may explain the associa-
tion between SES and depressive severity among NSCLC 
patients. As previously reported, those who are low SES expe-
rience more physical symptoms compared with those who 
are higher SES.5 Physical symptoms can enhance depressive 
severity.23 Furthermore, lower SES individuals do not ben-
efit from same quality of social support as higher SES indi-
viduals because their support network has many competing 
demands.13 High-quality social support is one of the most 
effective ways to buffer against stress and depression during a 
stressful life event.24,25

Depression is a risk factor for mortality among NSCLC 
patients such that those who were depressed had twice the risk 
of death compared with nondepressed patients.26 Recent work 
demonstrated that interventions aimed at improving depres-
sive severity and symptom control among those with NSCLC 
may also promote longer survival.27 These interventions may 
be particularly beneficial for low SES individuals.

This study has several limitations. First, it included 
patients from a single tertiary center; thus, generalization of 
our results to other tertiary centers is not warranted. Second, 
it did not include patients from community care settings. It 
would be interesting for future studies to use income and job 
status in addition to education to evaluate SES. Finally, this 
study included patients with advanced NSCLC only; thus, 
results may not be generalizable to patients with other types 
of cancer or less advanced disease. Future studies to assess 
patients’ depression should include longitudinal designs and 
incorporate patients from multiple public, community, and 
tertiary care centers.

Our study brings heightened awareness to the substan-
tial, persistent SES differences that exist in depressive severity 
among late-stage NSCLC patients. Clinicians in all treatment 
facilities should screen for depression and institute early and 
appropriate management. These interventions may improve 
QOL and even impact survival time.27–31

ACKNOWLEDGMENTS
The authors thank Jeanie F. Woodruff, ELS, Department 

of Symptom Research at MD Anderson for editorial ser-
vices, and Gary M. Mobley and Katherine R. Gilmore at MD 
Anderson for data management.

REFERENCES
 1. Adler N, Rehkopf D. US disparities in health: descriptions, causes, and 

mechanisms. Public Health. 2008;29: 235.
 2. Stowe RP, Peek MK, Perez NA, Yetman DL, Cutchin MP, Goodwin JS. 

Herpesvirus reactivation and socioeconomic position: a community-
based study. J Epidemiol Community Health 2010;64:666–671.

 3. Ward E, Jemal A, Cokkinides V, et al. Cancer disparities by race/ethnicity 
and socioeconomic status. CA Cancer J Clin 2004;54:78–93.

 4. Cancer Facts and Figures, 2011. Available at: http://www.cancer.org/acs/
groups/content/@epidemiologysurveilance/documents/document/acspc-
029771.pdf.

 5. Cleeland CS, Mendoza TR, Wang XS, et al. Levels of symptom burden 
during chemotherapy for advanced lung cancer: differences between 
public hospitals and a tertiary cancer center. J Clin Oncol 2011;29: 
2859–2865.

 6. Visser MR, Smets EM. Fatigue, depression and quality of life in cancer 
patients: how are they related? Support Care Cancer 1998;6:101–108.

 7. Kurtz ME, Kurtz J, Given CW, Given B. Relationship of caregiver reac-
tions and depression to cancer patients’ symptoms, functional states and 
depression—a longitudinal view. Soc Sci Med 1995;40: 837–846.

 8. U.S. Department of Health and Human Services, Health Resources 
and Sevices Administration: Shortage designation: Medically under-
served areas and populations. Available at: http://bhpr.hrsa.gov/shortage/
muaguide.htm.

 9. Beck AT, Brown G, Steer RA. Beck Depression Inventory II Manual. San 
Antonio, TX, 1996.

 10. Osman A, Downs WR, Barrios FX, Kopper BA, Gutierrez PM, Chiros CE. 
Factor structure and psychometric characteristics of the Beck Depression 
Inventory-II. J Psychopathol Behav Assess 1997;19: 359–376.

 11. Whisman MA, Judd CM, Whiteford NT, Gelhorn HL. Measurement 
invariance of the Beck Depression Inventory-Second Edition (BDI-II) 

AQ5

AQ6
AQ7

TABLE 2  Summary of Mixed Models Analysis Predicting 
Depression Severity

Variable

Depression Severity

B SE p 95% CI

Visit −0.019 0.02 0.42 −0.06 to 0.03

Time since treatment 0.000 0.00 0.29 −0.00 to 0.00

Race (0 = nonwhite, 1 = white) 0.07 0.017 0.69 −0.27 to 0.41

Stage −0.09 0.15 0.56 −0.40 to 0.21

Comorbidities −0.02 0.05 0.65 −0.12 to 0.08

Married 0.08 0.14 0.58 −0.20 to 0.35

Age −0.01 0.01 0.41 −0.02 to 0.01

Sex (male = 0, female = 1) −0.01 0.12 0.94 −0.25 to 0.24

Education level −0.07 0.03 0.04 −0.13 to −0.01

Treatment site  
(1 = tertiary, 2 = public)

0.18 0.18 0.30 −0.16 to 0.53

Divya 07/15/14 4 Color Fig: F1 15:06 Art: JTO-D-14-00347

http://www.cancer.org/acs/groups/content/@epidemiologysurveilance/documents/document/acspc-029771.pdf
http://www.cancer.org/acs/groups/content/@epidemiologysurveilance/documents/document/acspc-029771.pdf
http://www.cancer.org/acs/groups/content/@epidemiologysurveilance/documents/document/acspc-029771.pdf
http://bhpr.hrsa.gov/shortage/muaguide.htm
http://bhpr.hrsa.gov/shortage/muaguide.htm


5Copyright © 2014 by the International Association for the Study of Lung Cancer

Journal of Thoracic Oncology  ®  •  Volume XX, Number XX, XXX 2014 Depressive Severity among Advanced NSCLC

across gender, race, and ethnicity in college students. Assessment 
2013;20:419–428.

 12. Dobnig H, Pilz S, Scharnagl H, et al. Independent association of low serum 
25-hydroxyvitamin D and 1,25-dihydroxyvitamin D levels with all-cause 
and cardiovascular mortality. Arch Intern Med 2008;168:1340–1349.

 13. Collins NL. Working models of attachment: Implications for explanation, 
emotion, and behavior. J Pers Soc Psychol 1996;71:810.

 14. Marmot M, Fuhrer R, Ettner S, Marks N, Bumpass L, Ryff C. Contribution 
of psychosocial factors to socioeconomic differences in health. Milbank 
Q 1998;76:403–448.

 15. Gorman B, Sivaganesan A. The role of social support and integration for 
understanding socioeconomic disparities in self-rated health and hyper-
tension. Soc Sci Med 2007;65:958–975.

 16. Winkleby M, Jatulis D, Frank E, Fortmann S. Socioeconomic status and 
health: how education, income, and occupation contribute to risk factors 
for cardiovascular disease. Am J Public Health 1992;82:816–820.

 17. Adler N, Boyce T, Chesney M, et al. Socioeconomic status and health. Am 
Psychol 1994;49:15–24.

 18. Gallo L, Bogart L, Vranceanu A, Matthews K. Socioeconomic status, 
resources, psychological experiences, and emotional responses: a test of 
the reserve capacity model. J Pers Soc Psychol 2005;88:386–399.

 19. Jeličić H, Phelps E, Lerner RM. Use of missing data methods in longitu-
dinal studies: the persistence of bad practices in developmental psychol-
ogy. Dev Psychol 2009;45:1195–1199.

 20. Schafer JL, Graham JW. Missing data: our view of the state of the art. 
Psychol Methods 2002;7:147–177.

 21. Luckett T, Goldstein D, Butow PN, et al. Psychological morbidity and 
quality of life of ethnic minority patients with cancer: a systematic review 
and meta-analysis. Lancet Oncol 2011;12:1240–1248.

 22. Simon AE, Wardle J. Socioeconomic disparities in psychosocial wellbe-
ing in cancer patients. Eur J Cancer 2008;44:572–578.

 23. Fishbain DA, Cutler R, Rosomoff HL, Rosomoff RS. Chronic pain-asso-
ciated depression: antecedent or consequence of chronic pain? A review. 
Clin J Pain 1997;13:116–137.

 24. Cohen S, Wills TA. Stress, social support, and the buffering hypothesis. 
Psychol Bull 1985;98:310–357.

 25. Stice E, Ragan J, Randall P. Prospective relations between social support 
and depression: differential direction of effects for parent and peer sup-
port? J Abnorm Psychol 2004;113:155–159.

 26. Chen ML, Chen MC, Yu CT. Depressive symptoms during the first che-
motherapy cycle predict mortality in patients with advanced non-small 
cell lung cancer. Support Care Cancer 2011;19:1705–1711.

 27. Temel JS, Greer JA, Muzikansky A, et al. Early palliative care for 
patients with metastatic non-small-cell lung cancer. N Engl J Med 
2010;363:733–742.

 28. Bakitas M, Lyons KD, Hegel MT, et al. Effects of a palliative care inter-
vention on clinical outcomes in patients with advanced cancer: the Project 
ENABLE II randomized controlled trial. JAMA 2009;302:741–749.

 29. Giese-Davis J, Collie K, Rancourt KM, Neri E, Kraemer HC, Spiegel D. 
Decrease in depression symptoms is associated with longer survival in 
patients with metastatic breast cancer: a secondary analysis. J Clin Oncol 
2011;29:413–420.

 30. Hopwood P, Stephens RJ. Depression in patients with lung cancer: prev-
alence and risk factors derived from quality-of-life data. J Clin Oncol 
2000;18:893–903.

 31. Carlson LE, Waller A, Mitchell AJ. Screening for distress and unmet 
needs in patients with cancer: review and recommendations. J Clin Oncol 
2012;30:1160–1177.

Divya 07/15/14 4 Color Fig: F1 15:06 Art: JTO-D-14-00347



AuThoR QuERIES

AuThoR PlEASE ANSWER All QuERIES

AQ1— Please confirm that all author names are correct and appear with the given name first, followed by 
the surname.

AQ2— Please provide the highest earned degree for Charles Lu.

AQ3— Please verify the statement of disclosure.

AQ4— Please check the hierarchy of head levels.

AQ5— Please provide accessed date in ref. 4.

AQ6— Please provide accessed date in ref. 8.

AQ7— Please provide publisher name in ref. 9.

cpfagundes
Sticky Note
Confirm

cpfagundes
Sticky Note
Statement of disclosure verified; no conflict of interests.

cpfagundes
Sticky Note
hierarchy of head levels correct

cpfagundes
Sticky Note
M.D.

cpfagundes
Sticky Note
January 5, 2014

cpfagundes
Sticky Note
January 5, 2014

cpfagundes
Sticky Note
Psychological Corporation




