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Abstract 
This retrospective study involving 1062 breast cancer patients from a Comprehensive Cancer Center between 

2012 and 2019 highlights a high prevalence of psychiatric disorders in this population. While psycho- 

oncological support (POS) and psychopharmacological interventions are effective, a substantial proportion 

of patients with psychiatric diagnoses remained untreated. Latent class analysis identified three patient 

subgroups, suggesting a need for more tailored treatments to address the unmet needs of this vulnerable 

population. 

Introduction: Psycho-oncological support (POS) and psychopharmacological interventions are effective in treating 

psychiatric symptoms in patients with breast cancer. However, despite high prevalences of psychiatric disorders in 

patients with breast cancer, a significant proportion remains untreated. Methods: Data from 1062 breast cancer patients 

who had been diagnosed and treated at a Comprehensive Cancer Center between 2012 and 2019 were analyzed 

retrospectively. We descriptively evaluated the number of patients with a psychiatric diagnosis, POS and psychiatric 

medication. Latent class analysis was used to examine the relationship between ICD-10 coded psychiatric diagnoses, 

POS, psychiatric medication, and, as important prognostic factors, tumor stage and somatic comorbidity. Results: 31.5% 

of all patients had a psychiatric diagnosis, 20% received POS and up to 60% received psychiatric medication. Latent 

class analysis revealed three subgroups: 1) patients with a low cancer stage, low somatic comorbidity, no psychiatric 

diagnosis, no POS and no psychiatric medication; 2) patients with a low cancer stage, low somatic comorbidity, a 

psychiatric diagnosis, and a higher probability of POS and psychiatric medication than class 1 and class 3; 3) patients 

with advanced cancer stage, high somatic comorbidity, a higher probability of a psychiatric diagnosis and POS than 

class 1, and no psychiatric medication. Conclusion: This study indicated a high prevalence of psychiatric disorders 

among patients with breast cancer and a discrepancy between the number of patients having a psychiatric disorder 

and those receiving psychiatric medication. The identification of subgroups might contribute to better tailored treatment 

for those patients whose needs are insufficiently met. 
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Introduction 

Breast cancer is the most common cancer and the leading cause 
of cancer deaths in women. 1 , 2 Globally, 2.1 million women are 
diagnosed with breast cancer every year, and the highest incident 
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rates can be found in Northern and Western Europe, North 
America, Australia and New Zealand .3 Major risk factors for breast 
cancer include female sex, age, family history, early menarche, late 
menopause, obesity in postmenopausal women, nulliparity, and first 
childbirth after age 30. 1 , 3 

A breast cancer diagnosis and the associated therapy can be 
extremely stressful. It poses a threat to an organ that symbolizes 
femininity and sexuality and may greatly affect the patients’ self- 
representation of their body and identity. 4-8 Between 15% and 54% 

of breast cancer patients suffer from distress caused by the disease 
itself or the treatment in terms of both physical and psychologi- 
cal aspects, such as pain, fatigue, feelings of fear, hopelessness and 
desperation .9 In some cases, distress can escalate to the magni- 
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tude of a psychiatric disorder. In fact, a breast cancer diagnosis is 
associated with a considerably high probability of occurrence of 
psychiatric disorders .10 Previous studies indicated that the preva- 
lence of psychiatric disorders in patients with breast cancer ranges 
from nine to 55%, particularly depression, anxiety, and adjustment 
disorders. 11-19 These statistics imply that, in comparison with the 
general population, breast cancer patients exhibit a higher preva- 
lence of psychiatric disorders .4 Furthermore, many patients with 
breast cancer suffer from multiple psychiatric disorders simultane- 
ously, and these disorders are present in both early- and late-stage 
disease. 15 , 20 Breast cancer patients who develop a psychiatric disor- 
der often struggle with impaired adaptive capacities and dimin- 
ished coping skills .4 Consequently, adherence to therapy decreases, 
symptom load increases, and quality of life (QoL) deteriorates, 
which finally impact the course of the disease. 15 , 19-22 

Thus, it is important to identify and treat psychiatric comor- 
bidities in patients with breast cancer to improve treatment adher- 
ence and QoL. For instance, psycho-oncological support (POS) is 
an effective measure to improve QoL and to reduce distress and 
psychiatric symptoms. 23-26 On the other hand, psychiatric medica- 
tion is commonly used in the treatment of psychiatric disorders in 
cancer patients .27 Although both approaches have demonstrated to 
be effective in the treatment of psychiatric symptoms in patients 
with breast cancer, a significant proportion remains untreated. 25 , 27 

Our exploratory study aimed (1) to evaluate the proportion 
of breast cancer patients with a psychiatric diagnosis, POS and 
psychiatric medication in a sample of a Comprehensive Cancer 
Center. As a novelty, we also aimed (2) to investigate the association 
between psychiatric diagnoses, POS, psychiatric medication, and, as 
important prognostic factors, tumor stage and somatic comorbid- 
ity, 28 using latent class analysis (LCA). Our goal was to distinguish 
specific subgroups of patients with different psychiatric profiles to 

contribute to a more tailored treatment approach of patients with 
breast cancer .29 

Methods 

Subjects and Data Collection 

For this study, we retrosprectively included 1062 inpatients with 
an initial diagnosis of breast cancer who were diagnosed and treated 
at the Comprehensive Cancer Center Zurich (CCCZ), Univer- 
sity Hospital Zurich, between 2012 and 2019 (see Figure 1 ). We 
excluded patients who received their diagnosis prior to 2012, those 
who did not sign a general consent for research at the beginning 
of their treatment, those below the age of 18, and men with a 
breat cancer diagnosis. The data were retrieved from the electronic 
case files via the hospital information system (KISIM, Cistec AG) 
and the institutional cancer register of the CCCZ (Oncostar, IT- 
Choice). The study was approved by the Ethics Committee of the 
State of Zurich, Switzerland (BASEC No. 2020-00977; June 2020). 

Measurements 
The distress thermomenter is a commonly used screening tool for 

distress .30 In the CCCZ, it is administered by nurses to patients 
during inpatient treatment and combined with the question, 
whether POS is requested. Patients with a score above the cut-off
and/ or a wish for POS are referred to internal POS services of the 
cancer center by the treating physician. The POS staff consists of 
psychiatrists and clinical psychologists who provide supportive inter- 
ventions (eg, regular visits including psychoeducation and conver- 
sational therapy) to help patients to cope with their disease and 
prescribe psychiatric medication based on common guidelines. 

Psychiatric medication was divided into five classes, applying 
the Anatomical Therapeutic Chemical (ATC) codes: antidepressants 
(N06A), antipsychotics (N05A), antiepileptics (N03), benzodi- 

Figure 1 Procedure of selecting the study sample. 
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azepines and other sedatives (N05B and N05C), and opioids (N02A 

and N07B). We defined opioid treatment as psychiatric medication 
according to 31 and .32 Psychiatric diagnoses were classified according 
to the International Statistical Classification of Diseases and Related 
Health Problems (ICD-10), including F00-F99. The psychiatric 
diagnoses were extracted from the hospital’s clinical information 
system by a psychiatrist. The diagnoses were already encoded as 
ICD-10 diagnoses. No mental symptoms or syndromes that were 
described were transcribed into diagnoses. Patients received their 
psychiatric diagnoses from psychiatric inpatient and outpatient 
treatment and primary care settings. 

The stage of cancer was classified according to the Union for 
International Cancer Control (UICC) .33 Additionally, we analyzed 
the age-adjusted Charlson comorbidity index (CCI). The CCI was 
developed to predict the contribution of chronic comorbid diseases 
to mortality. 34-36 

Statistical Procedures 
For statistical analysis, we used IBM SPSS Statistics, version 29 

(Armonk, NY: IBM Corp). In a first step, different calculations, 
such as mean scores, standard deviations and relative and absolute 
distributions were performed to describe various patient character- 
istics, such as age, civil status, nationality, stage of cancer, CCI, 
cancer therapy (surgery, radiotherapy, systemic therapy), POS and 
psychiatric medication. To compare characteristics between patients 
diagnosed with versus without a psychiatric diagnosis, we used an 
unpaired t-test for continuous and a chi-square test for categorical 
variables. Significance level (two-sided p-value) was set at p < 0.05. 

The LCA was performed using the R program for Statistical 
Computing (version 1.2.1578) 37 with poLCA packages .38 LCA 

is a statistical model to identify subtypes of related cases (latent 
classes) from multivariate categorical data and distinguishing each 
cluster .39 Compared to other statistical approaches, which analyze 
classes or clusters, it has several advantages .29 An LCA is an 
exploratory technique to detect groups of patients with compara- 
ble symptom experiences. 40 , 41 In this way, distinct symptom profiles 
and symptom subgroups can be identified and clinicians are enabled 
to target support toward specific subgroups of patients. 39 , 42 , 43 The 
appropriate number of classes was identified using the Akaike infor- 
mation criterion (AIC), the Bayesian information criterion (BIC), 
the sample size-adjusted BIC (SSABIC), the Lo-Mendell-Rubin 
likelihood-ratio test and entropy .42 Usually, the class solution with 
the lowest AIC, BIC, SSABIC and entropy values represents the best 
LCA model. 

Results 

Sociodemographic and clinical variables are depicted in Table 1 . 
The average age (standard deviation) was 58.1 ± 14.3 years. All 
examined variables except for age did not differ significantly between 
patients with a psychiatric diagnosis and those without. In this study, 
109 patients received both POS and psychiatric medication, 104 
patients received only POS, and 527 (including opioids), respec- 
tively, 142 (excluding opioids) patients were exclusively treated 
with psychiatric medication. Total 322 patients did not receive any 
psychiatric treatment. 

Table 2 illustrates all psychiatric diagnoses that were present in the 
study sample. One third of all breast cancer patients were diagnosed 
with a psychiatric disorder. Most patients suffered from anxiety, 
stress-related or somatoform disorders, followed by patients with an 
affective disorder and those with psychoactive substance use. 

The 3-class solution demonstrates the best LCA model quality 
(see Table 3 ). In the 3-class solution of the LCA, conditional item 

response probabilities show how classes differentiate (see Table 4 
and Figure 2 ). In class 1 (63% estimated population share), patients 
seem to be most probable to have a low cancer stage, low somatic 
comorbidity, no psychiatric diagnosis, no psychiatric medication 
and no POS. Class 2 (27% estimated population share) also 
indicates a low cancer stage and low somatic comorbidity. However, 
in this class, more than three-fourths of all patients had a psychi- 
atric diagnosis, almost half of the patients received POS, one third 
received antidepressants, and one fourth benzodiazepines. In Class 
3 (9% estimated population share), patients seem to be most proba- 
ble to have an advanced cancer stage (III or IV) and high somatic 
comorbidity. One-quarter had a psychiatric diagnosis and received 
POS, while the probability of receiving psychiatric medication was 
relatively low. 

Discussion 

This study investigated the proportion of female patients with 
breast cancer who had a psychiatric diagnosis, received POS and 
psychiatric medication in a naturalistic setting of a comprehensive 
cancer center. As a novelty, this study further explored the associ- 
ation between psychiatric diagnoses, POS, psychiatric medication, 
tumor stage and somatic comorbidity in patients with breast cancer. 
Using an LCA approach, we identified specific subgroups of patients 
with different profiles, potentially providing data for the develop- 
ment of tailored treatment approaches. 

In this study, 31.5% of all breast cancer patients had a psychiatric 
diagnosis. The most prevalent psychiatric diagnoses were anxiety, 
stress-related and somatoform disorders (F4 group of ICD-10 classi- 
fication), followed by affective disorders (F3 group). A recent meta- 
analysis 44 explored the prevalence of depression, anxiety and adjust- 
ment disorders in patients with cancer. Adjustment disorders were 
the most prevalent among these psychiatric disorders observed in 
patients with cancer. Adjustment dsiorders belong to the F4 group 
of the ICD-10 classification, alongside anxiety disorders, and are 
primarily characterized by symptoms related to anxiety and depres- 
sion. Although we did not differentiate between ICD-10 subgroup 
diagnoses, our findings mainly align with prior studies that explored 
prevalences of psychiatric disorders in patients with cancer. 11-19 , 45-47 

It is not surprising that these psychiatric disorders are the most 
prevalent in breast cancer patients, since anxiety is a natural response 
of the body to unfamiliar and stressful situations. Having breast 
cancer is a life-changing situation and a threat of vital signifi- 
cance, which also often causes a feeling of sadness, a lack of inter- 
est in previously enjoyable activities and depression .47 In line with 
prior studies, 15 , 20 psychiatric diagnoses were present throughout the 
course of the disease, regardless of cancer stage or somatic comor- 
bidity. 

Given the considerable prevalence of psychiatric diagnoses, the 
identification and treatment of patients in need becomes even more 
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Table 1 Study Sample Characteristics 

Total (N = 1062) Psychiatric Diagnosis 
(n = 334) 

No Psychiatric 
Diagnosis (N = 728) 

n (%) n (%) n (%) P -value 

Age, mean (SD) 58.1 (14.3) 56.8 (14.5) 58.7 (14.1) .046 

Civil status single 511 (48.1) 171 (51.2) 380 (52.2) .762 

Not single 551 (51.9) 163 (48.8) 348 (47.8) 

Nationality Swiss 774 (72.9) 223 (66.8) 551 (75.7) .601 

European (non-Swiss) 206 (19.4) 79 (23.7) 127 (17.4) 

non-European 82 (7.7) 32 (9.6) 50 (6.9) 

Stage of cancer 

0 118 (11.1) 33 (9.9) 85 (11.7) .601 

I 385 (36.3) 133 (39.8) 252 (34.6) 

II 374 (35.2) 113 (33.8) 261 (35.9) 

III 122 (11.5) 30 (9.0) 92 (12.6) 

IV 63 (5.9) 25 (7.5) 38 (5.2) 

CCI CCI < 5 847 (79.8) 264 (79.0) 583 (80.1) .695 

CCI ≥5 215 (20.2) 70 (21.0) 145 (19.9) 

Therapy Surgery 1009 (95%) 317 (94.9) 692 (95.1) .92 

Radiotherapy 610 (57.4) 190 (56.9) 420 (57.7) .805 

Systemic Therapy 858 (80.8) 275 (82.3) 583 (80.1) .388 

POS yes 213 (20.1) 70 (21.0) 143 (19.6) .623 

no 849 (79.9) 264 (79.0) 585 (80.1) 

Psychiatric medication All 636 (59.9) 200 (59.9) 436 (59.9) .998 

All, excluding opioids 251 (23.6) 67 (20.1) 184 (25.3) .331 

Antidepressants 131 (12.3) 41 (12.3) 90 (12.4) .968 

Antipsychotics 63 (5.9) 25 (7.5) 38 (5.2) .147 

Antiepileptics 32 (3) 6 (1.8) 26 (3.6) .116 

Benzodiazepines & other sedatives 122 (11.5) 30 (9) 92 (12.6) .083 

Opioids 385 (36.3) 133 (39.8) 252 (34.6) .101 

Significant P -values are marked bold. 
We used an unpaired t-test for continuous, and a chi-square test for categorical variables. 
Abbreviations: n = number; SD = standard deviation; CCI = age-adjusted Charlson comorbidity index; POS = psycho-oncological support. 

Table 2 Psychiatric Diagnoses of the Study Sample 

Frequency Percent 

No psychiatric diagnosis 728 68.55 

psychiatric diagnosis 334 31.45 

Organic, including symptomatic, mental disorders 0 0.00 

Mental and behavioural disorders due to psychoactive substance use 88 8.29 

Schizophrenia, schizotypal and delusional disorders 8 0.75 

Mood [affective] disorders 89 8.38 

Neurotic, stress-related and somatoform disorders 143 13.47 

Behavioural syndromes associated with physiological disturbances and physical factors 3 0.28 

Disorders of adult personality and behaviour 3 0.28 

Mental retardation 0 0.00 

Disorders of psychological development 0 0.00 

Behavioural and emotional disorders with onset usually occurring in childhood and adolescence 0 0.00 

Unspecified mental disorder 0 0.00 

Psychiatric diagnoses according to the International Statistical Classification of Diseases and Related Health Problems (ICD-10). 
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Table 3 Latent Class Model Solutions and Fit Indices for 2-Class Through 4-Class Solutions 

Model Solution Number of Estimated Parameters Residual Degrees of Freedom LL AIC BIC Entropy 

2-class 19 492 -3605.368 7248.736 7343.126 3.396008 

3-class 29 482 -3558.076 7174.152 7318.221 3.354211 

4-class 39 472 -3525.633 7129.266 7323.014 3.325023 

The 3-class solution was selected because the BIC for that solution (bold) was lower than the BIC for both the 2-class and 4-class solutions. 
Abbreviations: AIC = Akaike information criterion; BIC = Bayesian information criterion; LL = log likelihood. 

Table 4 Conditional Item Response Probabilities of a Patient Within a Particular Class to Provide a Specific Item Response 

Item Class 1 Class 2 Class 3 Max. Difference/Within Category 

Estimated class size % (n) 0.63 (n = 668) 0.27 (n = 291) 0.09 (n = 103) 

Stage of cancer 

0,I,II 0.9232 0.8784 0.0446 88% 

III, IV 0.0768 0.1216 0.9554 

CCI 

< 5 0.8423 0.8779 0.2795 83% 

≥5 0.1577 0.1221 0.7205 

FDX 

No 0.8762 0.2337 0.7268 64% 

Yes 0.1238 0.7663 0.2732 

POS 

No 0.9313 0.515 0.7489 42% 

Yes 0.0687 0.485 0.2511 

AD 

No 0.9664 0.6609 0.9052 30% 

Yes 0.0336 0.3391 0.0948 

AP 

No 0.9998 0.9115 0.9118 9% 

Yes 0.0002 0.0885 0.0882 

AE 

No 0.9917 0.9312 0.9379 6% 

Yes 0.0083 0.0688 0.0621 

BZD 

No 0.8119 0.7399 0.8483 11% 

Yes 0.1881 0.2601 0.1517 

OPI 

No 0.9658 0.8828 0.8344 13% 

Yes 0.0342 0.1172 0.1656 

Conditional item response probabilities above 0.80 are in bold. 
Abbreviations: AD = antidepressant medication; AP = antipsychotic medication; AE = antiepileptic medication; BZD = benzodiazepines (and other sedatives) medication; FDX = psychiatric diagnosis; 
OPI = opioid medication. 

important. The large discrepancy between the number of patients 
with a psychiatric diagnosis and received POS is striking. Specif- 
ically, only 21.0% of cancer patients with a psychiatric diagno- 
sis received POS, and 60%(including opioids) or 20% (excluding 
opioids) received psychiatric medication. However, this observation 
is supported by previous studies, indicating that the number of 
psychiatric or psychological interventions in patients with cancer 
is rather low .48 There are many reasons possibly explaining this 
observation. Some patients decline these interventions to sustain a 
sense of normality in everyday life, which is called the “normality 
paradox.”49 Other patients are not convinced that their psychiatric 

symptoms are severe enough for treatment .50 Moreover, perceived 
stigma in older patients and cultural views might be a barrier to 
psychiatric or psychological treatment. 51-53 On the other hand, there 
may also be insitutional barriers to appropriate treatment, such as 
lack of staff, lack of time and lack of training. 54 , 55 Some studies 
pointed out that cancer patients with a psychiatric disorder are less 
likely to receive psychiatric or psychological care than those without 
a psychiatric disorder, 56 , 57 although other studies found depressive 
mood and high levels of anxiety to be predictive of expressing the 
wish for POS. 58 , 59 Oncologists, who skillfully recommend psychi- 
atric interventions and destigmatization of psychosocial problems 
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Figure 2 Graphical representation of conditional item response probablilities. Abrreviations: ST = stage of cancer; 
CCI = age-adjusted Charlson comorbidity index; FDX = psychiatric diagnosis; POS = psycho-oncological support; 
AD = antidepressant medication; AP = antipsychotic medication; AE = antiepileptic medication; 
BZD = benzodiazepines (and derivatives) medication; OPI = opioid medication. 

could increase patients’ request of those services. 58 , 60 Furthermore, 
the discrepancy between the number of patients with a psychiatric 
diagnosis and received psychiatric medication could possibly hint at 
a positive effect of POS for some patients, who may not need further 
psychiatric medication. Moreover, patients’ fears of potential side 
effects might prevent them from taking any psychiatric medication. 

Interestingly, 25% of patients without a psychiatric diagnosis 
received psychiatric medication (excluding opioids). This raises the 
question whether some medication might be given without neces- 
sary indication. Alternatively, this could be explained by a potential 
high prevalence of anxiety symptoms and the application of benzo- 
diazepines and other sedatives in breast cancer patients without a 
psychiatric diagnosis (see Table 1 ). 

Additionally, the identification of subgroups of cancer patients 
with different psychiatric profiles might be an effective approach 
to improve psychiatric care in patients with breast cancer. In our 
study, we identified three different patient classes. Patients in class 1 
are most probable to have a low cancer stage, low somatic comor- 
bidity, no psychiatric diagnosis, no psychiatric medication and to 
not receive POS. Patients in class 2 are also likely to have a low 

cancer stage and low somatic comorbidity. However, most patients 
in class 2 are likely to have a psychiatric disorder, with almost half 
receiving POS and a quarter to a third likely to receive benzodi- 
azepines or antidepressants. Patients in class 3 have advanced cancer 
and high somatic comorbidity, with one quarter having a psychi- 
atric diagnosis and receiving POS. Psychiatric medication is given 
only in rare cases, mainly opioids and benzodiazepines, probably 
because of increased pain levels and agitation. Taken together, these 
results suggest that patients in class 1 may be able to cope with 
their mostly low stage breast cancer adequately and are not primar- 
ily affected by psychiatric disorders, and thus may not necessarily 
need POS or psychiatric medication. On the other hand, patients 
in class 2 may have more difficulties coping with their disease and 

seem to struggle with psychiatric disorders. Although some of these 
patients are receiving POS or psychiatric medication, future research 
might focus on why this is not the case for every cancer patient 
with a psychiatric disorder. Finally, those patients in class 3, who 
have a psychiatric diagnosis also seem to receive POS, which is 
an encouraging finding of our study. Still, it is not obvious why 
those patients are less likely to receive psychiatric medication, and 
why patients with advanced cancer and high somatic comorbid- 
ity are less likely to be diagnosed with a psychiatric disorder than 
those with a low cancer stage and low somatic comorbidity. Perhaps, 
in such instances, the treatment team might prioritize addressing 
somatic complications and the cancer therapy itself. The recogni- 
tion and treatment of psychiatric disorders might be neglected at 
these stages. In clinical practice, oncological treatment teams should 
be sensitized for recognizing patients with psychiatric problems or 
diagnoses, because these patients have an increased need for psychi- 
atric care and an unfavourable disease course. 15 , 19-22 Indeed, previ- 
ous studies indicated that psychiatric and psychological treatments, 
such as POS and psychiatric medication, may increase survival rates 
of breast cancer patients with and without a psychiatric disorder. 61 , 62 

Our findings suggest that specific subgroups of breast cancer patients 
should receive more tailored treatment, such as POS, psychiatric 
medication, or even cognitive behavioral therapy or problem-solving 
therapy, as was previously suggested .63 

Our study has several strengths, such as the large sample, includ- 
ing patients with various cancer stages and treatments, and the 
advanced statistical approach. However, there are also notable 
limitations. Generalizability is limited, because the study was 
conducted in a single Comprehensive Cancer Center in Switzer- 
land. Our study sample includes only initial diagnoses of breast 
cancer of inpatients, who were diagnosed and treated at the CCCZ. 
Therefore, our findings may not reflect the real world scenario 
including outpatients as well. Retrospective file analysis is prone to 
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human errors in documentation, and cultural aspects and treatment 
guidelines may change over time, which might have an impact on 
patients’ perception of or suffering from psychiatric symptoms, as 
well as physicians’ sensitivity in diagnosing such disorders. Further- 
more, patients with substance use, such as smoking, were defined as 
having a psychiatric disorder. This classification is correct by defini- 
tion of the ICD-10, but smoking does not necessarily indicate the 
need for POS or psychiatric medication. Therefore, we focused on 
the two other main categories of psychiatric disorders (adjustment 
and anxiety or affective disorders) in the interpretation of the results. 
We defined opioid treatment as psychiatric medication, which is 
debatable. However, it is a psychoactive substance, which is often 
used in the treatment of breast cancer and its associated symptoms, 
such as pain, and these symptoms might eventually lead to depres- 
sion and anxiety. Additionally, our LCA approach examines each 
variable separately (such as opioids, benzodiazepines, antiepileptics, 
antipsychotics, antidepressants), which might reduce the possibility 
of biased results. We also did not investigate whether our patients 
developed a psychiatric disorder after the breast cancer diagnosis or 
before. 

Conclusions 

The present study highlights a high prevalence of psychiatric 
disorders among patients with breast cancer and showed a discrep- 
ancy between the number of patients having a psychiatric disorder 
and those receiving POS and/ or psychiatric medication. Given the 
results of our study, we recommend that healthcare providers pay 
more attention to the psychiatric aspects of those patients, since 
those patients are at greater risk of having an unfavourable disease 
course and might benefit the most from psychiatric and psycho- 
logical treatment. Psychiatric interventions have proven to success- 
fully increase survival rates and reduce psychiatric symptoms in 
breast cancer patients. 61 , 62 Since such interventions require patient 
motivation, proper information about services and motivational 
interviewing could increase uptake in those who are hesitant. 58 , 60 

Clinical Practice Points 
• Regular Mental Health Screening: Incorporate regular mental 

health assessments as an integral part of breast cancer patient care 
to identify psychiatric disorders at an early stage. 

• Emphasis on the Importance of Psycho-oncological Support 
(POS): Recognize that providing psycho-oncological support can 
significantly contribute to addressing the mental health needs of 
breast cancer patients and should be integrated into the treatment 
approach. 

• Individualized Treatment Approaches: Tailor treatment plans to 
meet the specific needs of patients, considering factors such as 
cancer stage, existing comorbidities, and diagnosed psychiatric 
conditions. 

• Closing Care Gaps: Develop and implement strategies to reduce 
the gap between the number of breast cancer patients with psychi- 
atric diagnoses and those receiving psychopharmacological treat- 
ment, ensuring that all eligible patients receive appropriate care. 

• Promoting Interdisciplinary Collaboration: Encourage collabo- 
ration among healthcare professionals, including oncologists, 
psychiatrists, and psycho-oncologists, to ensure comprehensive 

care that addresses both physical and mental aspects of breast 
cancer treatment, thereby improving patient health and well- 
being. 
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