
Cognition in breast cancer survivors: hormones versus
depression

Naomi Seliktar1, Carolee Polek2, Ari Brooks3 and Thomas Hardie1,4*
1Interdisciplinary Research Unit, Drexel University, Philadelphia, PA, USA
2School of Nursing, University of Delaware, Newark, DE, USA
3Integrated Breast Center at Pennsylvania Hospital, Pennsylvania Hospital, Philadelphia, PA, USA
4University of Pennsylvania School of Nursing, Philadelphia, PA, USA

*Correspondence to:
University of Pennsylvania School
of Nursing Room 223 Fagin Hall
418 Curie Blvd. Philadelphia, PA
19104-4217, USA. E-mail:
tlh63@drexel.edu

Received: 18 December 2013
Revised: 12 May 2014
Accepted: 19 May 2014

Abstract
Background: Objective: Breast cancer survivors receiving hormone treatment and/or endorsing
histories of receiving chemotherapy report changes in their cognitive capacity, which is often not
supported by formal testing. To address these conflicting reports, this study examined survivors’ applied
cognitive capacity and its association with hormone treatment, depression, and selected demographics.

Methods: A descriptive, correlational, cross-sectional survey design was employed. There were 357
women who completed a survey comprised of 69 questions. The survey included both investigator-
developed questions and instruments from the PROMIS® system.

Results: There were significant main effects for hormone therapy, race, and depression. Depression
explained the largest portion of variance of the perceived decreases in cognitive function among breast
cancer survivors.

Conclusions: Survivor complaints of changes in cognitive function may be a predictor for evaluating
the presence of mood disorders and less a function of hormone therapy or chemotherapy history.
Copyright © 2014 John Wiley & Sons, Ltd.

Introduction

Many breast cancer (BC) survivors report changes in
memory and overall cognition during or after chemother-
apy or hormone therapies [1,2]. Patients and health care
providers refer to these changes as ‘Chemo brain’, associ-
ating the pathology with side effects of treatment. Chemo
brain, chemotherapy-induced cognitive impairment,
includes ‘impairment of a patient’s memory, learning,
concentration, reasoning, executive function, attention,
and visuospatial skills during and after discontinuation
of chemotherapy. In most cases it has a subtle manifesta-
tion and induces short-term transient sequela’ page 127
[3]. These symptoms have significant implications for
the daily functions associated with many women’s lives,
including difficulty driving, paying bills, and reading
dense or ‘technical’ material [4]. Studies exploring these
symptoms have conceptualized them as alterations in
applied cognitive ability and concerns seen in patient per-
sons with chronic illnesses including cancer [5]. Although
Chemo brain is frequently associated with treatment, the
cause of this perceived decrease in cognitive function is
unclear: some potential factors are systemic (chemo-
therapy) or adjuvant hormone therapies (aromatase inhi-
bitors or tamoxifen), and others are associated with
cancer diagnosis. For example, psychiatric comorbidities
commonly accompany BC diagnosis and include acute stress
disorder, depression, and anxiety disorders—all of which

also present with complaints of changes in cognitive func-
tion [6]. There have been numerous empirical evaluations
of the relationship between hormone/aromatase inhibitors,
history of chemotherapy treatment, and measured cognitive
ability that have failed to support or are ambiguous for loss
of memory [7–10]. Upon reviewing the relevant literature in
this field, the only unanimous conclusion is that further
research is needed to assess the topical area. It is important
to note that research studies have commonly reported
patients’ perceived experiences of cognitive decline but
frequently suggest that there is no difference in actual,
measurable cognitive function [7,11]. This has led many re-
searchers to approach the question of cognitive function in
cancer patients by addressing real cognitive loss versus
perceived cognitive loss [7–10]. We strive to emphasize,
however, that a perceived loss of cognitive function is
equally detrimental to the patient’s wellness and should be
considered as such when assessing survivorship needs.
Regardless of whether the patient experiences cognitive
decline that is poorly measured by neuropsychological
testing or the decline is psychogenic in origin, the distress
experienced by the patient experience is real. The percep-
tion of having lost cognitive function impacts quality of life
in a negative manner [12]. Thus, this study looked at the
relationship of the perception of cognitive performance
and a variety of indicators from the extant literature.
Studies that examined cognitive changes in affected

populations demonstrate conflicting outcomes, with some
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reporting early changes during chemotherapy and hor-
mone treatment that resolve, others reporting persistent
changes, and still others finding no significant change
[13–17]. Minisini et al. (2008) found trending differences
in several cognitive abilities but also noted great loss in
those with prior cognitive changes and depression [18].
In 2011, Phillips et al. concluded that the assertion that
the etiology of cognitive changes is a function of lower
circulating estrogen induced by hormone treatment is not
supported by current evidence [1,19]. They cautioned that
many study designs that have addressed this question were
deficient, making a definitive conclusion difficult [1].
Although the prevalence of research studies addressing
cognitive capacity in cancer patients seems to suggest an
unspoken importance, it is clear that this particular area
of study is complex and has remained under investigated.
This study is guided by the self-theory of memory as a

conceptual framework [20] and by Lachman and
Agrigoroaei’s report on self-beliefs of control [21]. The
self-theory of memory explains one’s perception of his
or her own cognitive ability as based on isolated personal
experiences and events. Additionally, individuals use the
opinions of others and what they have been told about
themselves as a foundation for building a perception of
their own cognitive abilities. This perception is malleable
and changes with situational or circumstantial observa-
tions [6]. An individual’s beliefs about how much control
one has over his or her own circumstances are a large
factor in his or her abilities pertaining to concentration
and memory [21]. Although scientific tools are in place
to accurately assess the cognitive performance of individ-
uals under investigation, it is pragmatic to suggest that
perceived cognitive function is equally legitimate as a
factor to be considered when assessing the overall mental
status of an individual [22].
Applying these frameworks to cancer, ‘Low perceived

control’ is associated with a BC diagnosis, with patients
reporting that they felt they had minimal control from the
moment of diagnosis through treatment and subsequent
long-term effects and experiences into the survivorship
trajectory. The resulting depressed mood and anxiety are
more influential on the survivor’s physical health than on
his or her cognitive function [21]. A survivor’s perceived
uncontrollability over challenge follows other models of
depressed mood such as learned helplessness [21].
Many cancer patients have reported suffering from

depressed mood on the basis of multiple sources of stress,
including constant threats to life, treatment, fatigue, and
loss of sleep [9]. The proportion of BC survivors who
are depressed is reported to vary with the time since initial
cancer diagnosis. The highest prevalence of depression
(36.6%) is reported as occurring during early treatment
and subsequently declining after the first year to 0.6% at
13 years [23]. Interestingly, individuals suffering fromma-
jor depression without cancer similarly have complained

of cognitive deficits [24]. A cancer diagnosis can be the
nidus for the onset of depression or an event triggering a re-
currence [25]. BC is the most common cancer of women
[26]; yet, among BC survivors, the prevalence rate of de-
pression has been shown as similar to women in general
with the exception of those who experience a recurrence
of cancer [27]. This paradox may be the result of censoring
on the basis of mortality within survivors. There is a
general consensus in the psychology literature that
depression negatively affects the perception of cognitive
performance [28]. In Massie’s 2004 review of depression
in oncology patients referred for psychiatric consultation,
a prevalence of major depression in 9% to 58% of patients
was reported [9]. In 1997, Pasacreta found that 18% of a
sample of 79 women with BC 3–7 months after diagnosis
had a past or current history of depression [29].
Several critical complexities have been found to

contribute to the problem of assessing cognitive function,
including a woman’s age and health status, supporting al-
ternate etiologies for the perception changes in cognitive
capacity. For example, young women with an early stage
BC diagnosis who experienced depression and reduced
perception of cognitive ability could be a result of the
mental and/or emotional effects of diagnosis at an early
age. However, in older or postmenopausal women, a
decrease in cognitive function could have been an effect
of menopause and/or natural aging processes [24].
Several qualitative reports suggest differences in the

survivorship experiences of African American (AA)
women [30]. Although AA women have lower rates for
BC and come to care later resulting in higher death rates,
few studies have evaluated the changes in their cognition
[4,31]. Research on race differences is limited. AA
women are less likely to report cognitive changes to their
health care provider and more likely to cope with using
humor or spirituality [32,33]. Many of the quantitative
studies have acquired small numbers of AA subjects,
which have not provided estimates of racial differences
[31]. The most extensive examination of race difference
was completed using data from the Women’s Health
Initiative observational study with 5021 cancer survivors,
which included 465 AA women. AA survivors had a
lower quality of life, poorer general health, and greater
role limitations because of emotional health compared
with Caucasian survivors, and no significant differences
in depression were found [32].
The perceived decrease in cognitive function among BC

survivors is a widely undisputed point [34]. Whereas
many studies support tamoxifen and aromatase inhibitors
specifically as an important contributing factor in the
deterioration of perceived cognitive capacity, many
pertinent studies do not support this concept. In all studies,
regardless of causality, the literature has confirmed that
depression is a prominent component of cancer survivor-
ship and that depression causes limitations in cognitive
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functions, whether real or perceived. There is a dearth of
literature that explores the association between perceived
cognitive deficits, hormone treatments, race, a history of
exposure to chemotherapy, and depression.

Hypothesis

Applied cognitive capacity in BC survivors is associated with
a survivor’s current hormone treatment, history of treatment
with chemotherapy for BC, level of depression, and race.

Methods

To address the primary aim of characterizing perceptions
of cognitive changes in BC survivors, a descriptive,
correlational, cross-sectional survey design was employed.
BC survivors (357 women) were recruited from three
sources: offices of the members of the Susan G. Komen
(SGK) Medical Advisory Board, which included academic
and community breast surgery clinics; emails inviting
survivors on the SGK mailing lists; and women who
attended SGK Spring 2012 events. Subjects who partici-
pated at the clinics or SGK events completed a pencil and
paper version of the survey. Subjects invited by email
completed the survey online using REDCap™ (a secure
web application). This study involved an assessment of
perceived cognitive function, as well as other cognitive
factors including anxiety, depression, mood, and sleep
patterns. Overall quality of life and satisfaction in various
other domains were assessed as well.

Instruments and measures

The SGK BC Survivorship Needs Assessment Survey
consisted of 69 questions and was developed in collabora-
tion with the SGK Philadelphia-affiliated Medical
Advisory Board. The Board was a panel comprised of
physicians with expertise in breast health who represented
nearly all of the major health systems with BC treatment
programs in a 15-county region. The survey included
questions from the Patient Reported Outcomes Measure-
ment Information System (PROMIS®) Profile 29 [35], ap-
plied cognition instrument [36], additional demographics,
current and previous treatments received, selected late
effects of cancer treatment, and psychosocial needs.
PROMIS is a system that provides ‘highly reliable precise
measures of patient-reported health status for physical,
mental, and social well-being’ for use as an endpoint of
clinical studies ‘across a wide variety of chronic diseases
and conditions and in the general population’ [37]. It pro-
vides comparability, reliability and validity, flexibility,
and inclusiveness. The PROMIS raw score for depression
and cognitive function are normed against a national
sample and are converted to t-scores with a mean of 50
and standard deviation of 10. The PROMIS instruments

are available in several lengths, and within this study,
the short forms were used consisting of four questions.
The short form has reported 0.90 reliability compared with
0.98 for the long form [36].

Applied cognitive functioning

As described by PROMIS developers, ‘the applied
cognition—abilities is generic rather than disease specific.
The item bank uses the time frame “In the past 7 days”when
assessing applied cognition—abilities…The PROMIS
Applied Cognition—Abilities instruments assessed
patient-perceived functional abilities with regard to cognitive
tasks including the perception that one’s cognitive abilities
with regard to the domain of inquiry (e.g., concentration,
memory) has not changed’ [18]. The PROMIS applied
cognition measure was found to be highly correlated with
the FACT-cognition and EORTC cognition items [5].

Depression

The PROMIS depression item bank assesses negative mood
(e.g., sadness, guilt), negative views of the self (e.g., self-
criticism, worthlessness), negative social cognition
(e.g., loneliness, interpersonal alienation), and decreased
positive affect and engagement (e.g., loss of interest, loss
of meaning and purpose). Depression is reflected in high
levels of negative affect and low levels of positive affect
and is often characterized by the experience of loss and
feelings of hopelessness, helplessness, and worthlessness.
Somatic symptom items (e.g., changes in appetite, sleep,
psychomotor functioning) were excluded from the
PROMIS depression item bank on the basis of psychometric
properties and poor fit of these items to the other items in the
bank. Therefore, the PROMIS depression item bank does
not reflect the full range of symptoms commonly considered
in a diagnosis of major depressive disorder, but the
exclusion of somatic items from this bank eliminates
the confounding effects of these items when assessing de-
pression in patients with comorbid physical conditions [38].

Current hormone treatment

Current hormone treatment was determined by a subject
selecting the hormonal therapy used. This list of hormone
therapies commonly used to treat BC included, for
example, tamoxifen, aromatase inhibitor, and ovarian
suppression. The sample included 357 BC survivors with
a mean age of 56.92 and standard deviation (SD) = 10.83
and had a mean time in survivorship of 7.44 years (SD) =
6.19 years. There were 212 (55.1%) Caucasians and 173
(44.9%) AAs. The BC stage at diagnosis included 78
(20.3%) in situ, 125 (32.5%) Stage 1, 100 (26%) Stage
2, and 49 (12.7%) Stage 3 and Stage 4 combined. Survi-
vors were a mean of 7.56 years, and SD= 6.22 from their
initial diagnosis of BC. Approximately 29% (n = 113) of
the survivors were currently prescribed hormone treatment
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(e.g., tamoxifen, aromatase inhibitor, ovarian suppres-
sion), and 61.62% (n= 220) reported prior histories of
receiving chemotherapy.

Analysis

To address the hypothesis of this study, data were first
evaluated using descriptive and graphical statistical
methods. A model was constructed using the applied
cognition ability percentile score from the Profile 29 as
the dependent variable and the depression percentile score
from the Profile 29, the presence or absence of current
hormone treatment, a prior history of receiving chemo-
therapy, and race and age as an independent factor and
covariate, respectively. The model was evaluated using
multiple regression with an alpha of 0.05.

Results

A standard multiple regression was performed between
applied cognitive t-scores as the dependent variable and
age, race, current treatment with hormones, history of
chemotherapy, and depression as independent variables.
The mean values for depression and cognition by race and
treatment groups can be seen in Table 1. The number of
cases without missing data was N=357. Table 2 displays
the correlation between the variables, the unstandardized
regression coefficients (β), and intercept, the standardized
regression coefficients (β), the semi partial correlations
(sri

2) and R2 and adjusted R2. R for regression was

significantly different from zero, F= 17.08, d.f. = 5,
p< 0.001. The 95 % confidence limits were calculated for
the three regression coefficients that significantly differed
from zero. The confidence limits for depression were
�0.478 to �0.275; for race �3.791 to �0.429; and cur-
rently using hormone treatment �3.95 to 0.237. Three of
the independent variables significantly predicted applied
cognitive ability depression (sri

2 = 0.114), race (sri
2 =

0.014) and current hormone treatment (sri
2 = 0.011). These

three independent variables contributed another 0.57 in
variability. Altogether, 19.6% (18.4% adjusted) of the
variability in applied cognitive ability was predicted by
depression, race, and current hormone treatment.
Although the correlation applied cognition between age

and was 0.20 did not contribute to the regression. Post hoc
evaluation of the correlated revealed that it was signifi-
cantly different from zero, F(1, 375) = 17.39, p< 0.001.
Apparently, the relationship between applied cognition
and age was mediated by the relationship between
depression, race, current hormone treatment, and prior
chemotherapy treatment.

Discussion

The results suggest a potential explanation for the conflict-
ing views of the relationship between hormone treatment
and cognitive ability. A number of studies that tested sur-
vivors’ cognitive capacity did not support the conjecture
that their capacity is impacted by hormone treatment.
[8,29,32] Yet many survivors reported a feeling that their

Table 1. Mean t-scores by group for depression and cognition

Race Current hormone treatment History of chemotherapy treatment

N Mean SD Status N Mean SD Status N Mean SD

Cognitive Caucasian 204 52.99 8.49 No 251 52.97 8.85 No 137 53.69 8.07
African American 153 50.97 8.91 Yes 106 50.12 8.07 Yes 220 51.15 8.97

Depression Caucasian 204 49.75 7.93 No 251 49.58 7.82 No 137 47.86 7.36
African American 153 50.47 7.92 Yes 106 51.17 8.11 Yes 220 50.65 8.22

Age Caucasian 204 57.00 10.29 No 251 57.91 10.65 No 137 59.64 11.42
African American 153 50.47 11.67 Yes 106 54.50 11.13 Yes 220 55.19 10.21

Table 2. Standard multiple regression of age, race, depression, current hormone treatment, and history of chemotherapy treatment on
perceived cognitive ability

Cognitive Depression Hormone Chemotherapy history Age B β sri2

Cognitive 1 �0.39 �0.149 �0.142 0.201
Depression �0.39 1 0.092 0.095 �0.208 �0.381** �0.0347 0.114
Hormone �0.149 0.092 1 0.16 �0.143 �0.209** �0.11 0.011
Chemotherapy �0.142 0.095 0.16 1 �0.199 �1.42 �0.79
Age 0.201 �0.208 �0.143 �0.199 1 �0.76 �0.0.95
Race �0.115 0.045 �0.154 �0.062 �0.011 �2.11** �0.12 0.014

Intercept = 71.38 R=0.442
Mean 52.13 50.06 0.3 0.62 56.9 0.429 R2 = 196
Standard deviation 8.72 7.93 0.46 0.49 10.89 0.496 Adjusted R2 = 0.184

**p< 0.05.
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capacities had been impacted by their treatment. To
evaluate the question of the genesis of women’s memory
complaints, this study posited that changes in perceived
cognitive capacity could be explained using the self-
theory of memory and self-belief of control in cancer
survivors as conceptual frameworks.
The findings supported statistically significant main

effects for depression, race, and current hormone treat-
ment impacting applied cognitive ability in BC survivors.
What is of clinical significance in these finding is not that
the main effects were statistically significant, but in the fi-
nal model, depression’s role was the largest contributor to
differences in applied cognitive ability. The relationship
between depression and the perception of cognitive capac-
ity was consistent with the theoretical frameworks of the
study and could be one putative explanation for the differ-
ences in patient reports and neuropsychiatric evaluation
studies. Depression imparts a negative skew of a person’s
abilities, which could be further eroded by the perception
of lack of control of one’s future during cancer treatment.
Suggesting a connection between the perception of cogni-
tive loss seen in major depression and that seen in cancer
survivors, interestingly, in both, conditions are reports that
the perceived loses were not apparent on formal testing.
Depressed persons without cancer have complaints of
cognitive changes as part of their psychiatric presentation;
thus, the report of reduced memory as an indicator of
depression demonstrates a potential link, which parallels
the results of this study. Findings from research on assess-
ments of memory complaints in persons with major
depression have reported the similar clinical picture of
the perceptions of poor cognitive performance not
supported by neuropsychological testing [33].
Race differences seen in this study were statistically

significant, but the magnitude of the difference was small.
Few studies have reported on cognitive changes in AA
survivors or compared their experience with Caucasian
survivors. These finding suggest a small difference
between AA and Caucasian survivors, which we would
consider clinically unimportant. Age was not significant
in this study but appears to be mediated by depression,
race, and current hormone treatment. There was also no
significant effect for prior exposure to chemotherapy,
which both differs and supports prior reports.

There are several limitations of this study. The design
did not support means of testing the potential for cognitive
decline to be the cause of depression, rather than the
opposite. This alternative is demonstrated by the depres-
sive mood states in persons who have suffered strokes
and other neurological conditions. The study did not find
cognitive changes associated with age, which may be a
function of the use of internet collection methods. This
could have led to the exclusion of certain population with
experiencing cognitive decline, such as older adults.
Additionally, those survivors with more advanced cancer
may have been censored by their ability to complete the
survey or have been unavailable as they were hospitalized
for treatment.
Given the heterogeneity of reports in the literature, one

could postulate the cognitive changes associated with BC
treatment are likely to arise from multiple etiologies [19].
This study suggests depression is likely to be a major
contributor, but there are other clinical trial studies that
support changes in estrogen levels that may be involved
[19]. The diversity of the reports within the literature
suggests multiple etiologies [19]. Even with the etiologic
difference unanswered, this study has underscored the im-
portance of depression screening during BC survivorship
and suggests memory complaints could be a ‘bell weather’
symptom for the oncologist or primary care provider to
initiate an evaluation to determine the presence of mood
disorders or other neurologic changes. This concurs with
the recommendation of Bender et al. (2008) that perceived
cognitive impairment should trigger additional evaluation to
determine the etiology of these changes [39].
The results support the hypothesis that BC survivors’

applied cognitive ability is significantly associated with
exposure to hormone treatment, level of depression, and
race. However, after reviewing the statistical outcomes,
the findings revealed that depression was the largest factor
explaining perceived cognitive function in this sample.
The literature suggests the presence of other etiologies
for cognitive changes in survivors, all of which merit
additional screening. Depression and distress associated
with BC have historically often gone undetected and not
treated in oncology and primary care supporting the use
of survivor complains of cognitive changes as bell
weather for additional screening.

References

1. Phillips KA, Ribi K, Fisher R. Do aromatase
inhibitors have adverse effects on cognitive
function? Breast Cancer Res 2011;13(1):203.

2. Shaffer VA, Merkle EC, Fagerlin A, Griggs
JJ, Langa KM, Iwashyna TJ. Chemotherapy
was not associated with cognitive decline in
older adults with breast and colorectal cancer:
findings from a prospective cohort study.Med
Care 2012;50(10):849–855.

3. Argyriou AA, Assimakopoulos K, Iconomou G,
Giannakopoulou F, Kalofonos HP. Either called
‘chemobrain’ or ‘chemofog,’ the long-term che-
motherapy-induced cognitive decline in cancer
survivors is real. J Pain Symptom Manage
2010. DOI: 10.1016/j.jpainsymman.2010.04.021

4. Boykoff N, Moieni M, Subramanian SK.
Confronting chemobrain: an in-depth look at
survivors’ reports of impact on work, social
networks, and health care response. J Cancer
Surviv 2009;3(4):223–232.

5. Lai JS, Wagner LI, Jacobsen PB, Cella D. Self-
reported cognitive concerns and abilities: two
sides of one coin? Psycho-Oncology 2014;
23(10):1133–1141. DOI: 10.1002/pon.3522

6. Johns SA, KroenkeK, Krebs EE, TheobaldDE,
Wu J, Tu W. Longitudinal comparison of
three depression measures in adult cancer
patients. J Pain Symptom Manage 2013;
45(1):71–82.

7. Tannock IF, Ahles TA, Ganz PA, Van Dam
FS. Cognitive impairment associated with

406 N. Seliktar et al.

Copyright © 2014 John Wiley & Sons, Ltd. Psycho-Oncology 24: 402–407 (2015)
DOI: 10.1002/pon



chemotherapy for cancer: report of a work-
shop. J Clin Oncol 2004;22(11):2233–2239.

8. Deprez S, Amant F, Smeets A, et al.
Longitudinal assessment of chemotherapy-
induced structural changes in cerebral white mat-
ter and its correlation with impaired cognitive
functioning. J Clin Oncol 2012;30(3):274–281.

9. Massie MJ. Prevalence of depression in
patients with cancer. J Natl Cancer Inst
Monogr 2004;(32):57–71.

10. Porter KE. ‘Chemo Brain’—is cancer
survivorship related to later-life cognition?
Findings from the health and retirement
study. J Aging Health 2013. DOI: 10.1177/
0898264313498417

11. Evenden J. Cognitive impairments and cancer
chemotherapy: translational research at a
crossroads. Life Sci 2013;93(17):589–595.

12. Ganz PA, Kwan L, Castellon SA, et al.
Cognitive complaints after breast cancer
treatments: examining the relationship with
neuropsychological test performance. J Natl
Cancer Inst 2013;105(11):791–801.

13. Ganz PA. Doctor, will the treatment you are
recommending cause chemobrain? J Clin
Oncol 2012;30(3):229–231.

14. Schilder CM, Eggens PC, Seynaeve C,
et al. Neuropsychological functioning in
postmenopausal breast cancer patients
treated with tamoxifen or exemestane after
AC-chemotherapy: cross-sectional findings
from the neuropsychological TEAM-side
study. Acta Oncol 2009;48(1):76–85.

15. Pedersen AD, Rossen P, Mehlsen MY,
Pedersen CG, Zachariae R, von der Maase H.
Long-term cognitive function following
chemotherapy in patients with testicular cancer.
J Int Neuropsychol Soc 2009;15(2):296–301.

16. Mehlsen M, Jensen AB, Christensen S,
Pedersen CG, Lassesen B, Zachariae R. A
prospective study of age differences in
consequences of emotional control in women
referred to clinical mammography. Psychol
Aging 2009;24(2):363–372.

17. Mandilaras V, Wan-Chow-Wah D, Monette J,
Gaba F, Monette M, Alfonso L. The impact of
cancer therapy on cognition in the elderly.
Front Pharmacol 2013;4:48.

18. Minisini AM, De Faccio S, Ermacora P, et al.
Cognitive functions and elderly cancer
patients receiving anticancer treatment: a pro-
spective study. Crit Rev Oncol Hematol 2008;
67(1):71–79.

19. Bender CM, Thelen BD. Cancer and cogni-
tive changes: the complexity of the problem.
Semin Oncol Nurs 2013;29(4):232–237.

20. Sehulster JR. Structure and pragmatics of
a self-theory of memory. Mem Cognit
1981;9(3):263–276.

21. Lachman ME, Agrigoroaei S. Low per-
ceived control as a risk factor for episodic
memory: the mediational role of anxiety and
task interference. Mem Cognit 2012;40(2):
287–296.

22. Mantynen A, Rosti-Otajarvi E, Koivisto K,
Lilja A, Huhtala H, Hamalainen P. Neuropsy-
chological rehabilitation does not improve
cognitive performance but reduces perceived
cognitive deficits in patients with multiple
sclerosis: a randomised, controlled, multi-
centre trial. Mult Scler 2013. DOI: 10.3389/
fphar.2013.00048

23. Reyes-Gibby CC, Anderson KO, Morrow PK,
Shete S, Hassan S. Depressive symptoms
and health-related quality of life in breast
cancer survivors. J Womens Health
2012;21(3):311–318.

24. Sachs-Ericsson N, Joiner T, Blazer DG. The
influence of lifetime depression on self-
reported memory and cognitive problems:
results from the national comorbidity
survey-replication. Aging Ment Health
2008;12(2):183–192.

25. Hill J, Holcombe C, Clark L, et al. Predictors
of onset of depression and anxiety in the year
after diagnosis of breast cancer. Psychol Med
2011;41(7):1429.

26. Weissman MM, Bland R, Joyce PR, Newman
S, Wells JE, Wittchen HU. Sex differences in
rates of depression: cross-national perspec-
tives. J Affect Disord 1993;29(2-3):77–84.

27. Burgess C, Cornelius V, Love S, Graham J,
Richards M, Ramirez A. Depression and
anxiety in women with early breast cancer:
five year observational cohort study. BMJ
2005;330(7493):702.

28. Association AP, American Psychiatric Asso-
ciation. Diagnostic and Statistical Manual of
Mental Disorders: DSM-IV-TR®. American
Psychiatric Pub.: Arlington, VA, 2000.

29. Pasacreta JV. Depressive phenomena, physi-
cal symptom distress, and functional status
among women with breast cancer. Nurs Res
1997;46(4):214–221.

30. Mollica M, Newman SD. Breast cancer in
African Americans: from patient to survivor.
J Transcult Nurs 2014. DOI: 10.1177/
1043659614524248

31. Ottati A, Feuerstein M. Brief self-report
measure of work-related cognitive limitations
in breast cancer survivors. J Cancer Surviv
2013;7(2):262–273.

32. Paskett ED, Alfano CM, Davidson MA, et al.
Breast cancer survivors’ health-related
quality of life : racial differences and compar-
isons with noncancer controls. Cancer
2008;113(11):3222–3230.

33. Rust C, Davis C. Chemobrain in underserved
African American breast cancer survivors: a
qualitative study. Clin J Oncol Nurs,
2013;17(2):E29–E34.

34. Taillibert S. Is systemic anti-cancer therapy
neurotoxic? Does chemo brain exist? And
should we rename it? Adv Exp Med Biol
2010;678:86–95.

35. PROMIS.ORG. Promis adult profile
instruments: a brief guide to the PROMIS Pro-
file instruments for adult respondents, 2011.

36. PROMIS.ORG. Applied cognition—
abilities. 2013. Available from: http://
www.assessmentcenter.net/documents/
PROMIS%20Applied%20Cognitive%
20Abilities%20Scoring%20Manual.pdf
(accessed 23Aug 2013).

37. PROMIS.ORG. PROMIS® overview, 2011.
38. PROMIS.ORG. Depression: a brief guide

to the PROMIS depression instruments,
2013. Available from: https://www.
assessmentcenter.net/documents/PROMIS%
20Depression%20Scoring%20Manual.pdf
(accessed 23 Aug 2013).

39. Bender CM, Pacella ML, Sereika SM, et al.
What do perceived cognitive problems
reflect? J Support Oncol 2008;6(5):238–242.

407Survivor cognition hormone treatment and depression

Copyright © 2014 John Wiley & Sons, Ltd. Psycho-Oncology 24: 402–407 (2015)
DOI: 10.1002/pon

https://www.assessmentcenter.net/documents/PROMIS%20Depression%20Scoring%20Manual.pdf
https://www.assessmentcenter.net/documents/PROMIS%20Depression%20Scoring%20Manual.pdf
https://www.assessmentcenter.net/documents/PROMIS%20Depression%20Scoring%20Manual.pdf

