


neoplastic process, either directly on taste or on the hypo-
thalamus, remains to be clarified. )

An assumption is often made that patients with advanced
cancer are depressed. One could reasonably question
whether clinical depression, with its vegetative symptom of
anorexia, could represent a significant psychological etiol-
ogy of the anorexia-cachexia syndrome. Data have been
collected on self-reported depression in patients with can-
cer as compared to other depressed groups (16). Ninety-
seven patients hospitalized with advanced neoplasms at
Roswell Park Memorial Institute were assessed by means of
a well-known depression scale (Beck Depression Inventory)
(Chart 1). Cancer patient responses were compared to
those of 66 of their next-of-kin and with 99 patients without
significant physical iliness who had been hospitalized for a
depression resulting in a suicide attempt. Patients with
cancer scored in the same low range as their next-of-kin on
scale items rating such non-physical symptoms of depres-
sion as feelings of worthlessness, loss of self-esteem, pessi-
mism, guilt, and suicidal ideas. All of these items were
found to be high in the *‘psychiatric’’ depressed population.
The depressive symptoms on which the cancer patients
scored as high as the suicide attempt patients were the
physical symptoms of depression, which are also physical
symptoms of advanced cancer, i.e., anorexia, weight loss,
insomnia, easy fatigability, and loss of interest in usual
activities. We concluded that total scores on depression
scales devised for psychiatric populations are meaningless
for patients with serious physical illness and that vegetative
signs of depression, when present alone, are not an ade-
quate basis for diagnosis of clinical depression (16) (Table
2). When psychological signs of change in self-worth are
present, a psychiatric consultation should be called to as-
sess both depression and suicidal risk.

In addition to the analyses above, correlations were cal-
culated between scores on the item that rated presence and
severity of anorexia and scores for 2 Beck subscales. One
subscale consisted of items reflecting nonphysical (psycho-
logical) depressive symptoms only, and 1 consisted of items
reflecting physical depressive symptoms only (minus anor-
exia). Similarly, correlations were calculated between
scores on the item rating presence and severity of weight
loss and scores on the nonphysical subscale and on the
physical subscale (minus weight loss). It can be seen in
Table 2 that anorexia and the Beck physical subscale scores
were significantly and positively related (r = 0.520; p <
.001), while the relationship between the anorexia scores
and the nonphysical (psychological) subscale scores was
not statistically significant (r = 0.178, not significant). Re-
sults were similar for the weight loss item. A significant
positive relationship was found between weight loss and
other physical symptoms (r = 0.523, p < 0.001) but not be-
tween weight loss and nonphysical symptoms of depression
(r = — 0.045, not significant). These data thus support an
etiology other than psychological state of depression for the
anorexia of advanced neoplasia. Anorexia and weight loss
of cancer patients were not associated with feelings of guilt,
worthlessness, or hopelessness but were associated with
other physical symptoms such as insomnia and fatigability.

Our strong feeling is that the term ‘“depression” is inap-
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Chart 1. Mean Beck Depression Inventory scores.

Table 2

Correlation coefficients for advanced cancer patients on Beck
Depression Inventory items

Item score r P
Anorexia
Physical items? 0.520 <0.001
Nonphysical items 0.178 NS®
Wt loss
Physical items* 0.523 <0.001
Nonphysical items 0.045 NS

2 Minus anorexia item.
® NS, not significant.
¢ Minus weight loss item.

propriately and too broadly applied in cancer patients.
Symptoms suggestive of depression are often largely so-
matic and may reflect the patient’s physical illness. Patients
typically display few of the psychological characteristics by
which clinical depression is likely to be diagnosed in psy-
chiatric patients. Furthermore, cancer patients usually do
not respond to tricyclic antidepressants with anywhere near
the 30% frequency seen in patients with psychotic depres-
sion. A suggested term for the affective state of the patient
with advanced malignant disease is the ‘‘emotional dys-
phoria of life-threatening iliness” (16).

While the anorexia syndrome is presumed to be largely
metabolic in origin, psychological techniques may nonethe-
less be useful in its treatment. Two promising areas of
intervention are the use of psychopharmacological agents
and psychosocial modification.

Appetite-stimulating Drugs. Cyproheptadine (Periactin),
an antihistamine, was reported to be useful in promoting
weight gain in geriatric patients (13). More recently, a dou-
ble-blind study using 4-mg doses of the drug 3 times a day
in adults with essential anorexia showed cyproheptadine to
be more effective than placebo in improving appetite and
effecting significant weight gain (15). Clinical trials in can-
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cer patients would seem desirable.

THC produced appetite stimulation and weight gain with
mild mood elevation in 34 advanced cancer patients using a
median dosage of 15 mg/day over a period of 10 days (17).
However, 25% of the patients in this study experienced
dizziness, somnolence, and mental dissociation sufficient
to restrict use of the drug. Studies of a dose range that
would produce the appetite stimulation as well as possible
antiemetic and analgesic effects, without untoward side
effects, would be helpful.

The effects of insulin and steroids are well known to
stimulate appetite and weight gain, but these drugs should
seldom be used for appetite stimulation alone due to other
significant effects that they have upon the cancer patient.

Behavioral Techniques to Stimulate Eating. Basic to en-
couraging eating is consideration of the patient’s food pref-
erences and the presentation and serving of food in the
most palatable form. A dietician should consult with both
family and patient. A helpful guide called ‘‘Nutrition” has
been prepared for cancer patients by the American Cancer
Society. While it was designed specifically for patients re-
ceiving chemotherapy and radiation treatment, it contains a
number of appetizing receipes for light snacks, drinks, and
desserts that are easy to prepare as well as nutritionally high
in protein and calories.

Along with taste, smell, and appearance, special attention
to the ambiance associated with eating in the hospital and
at home is needed. Busy hospitals often have little time for
more than the perfunctory placing of a tray in front of the
patient who is expected to eat the food alone and without
leaving his tiresome bed, although most healthy individuals
find it difficult and lonely to eat alone. When it is possible,
planning for the patient to share dinners with family mem-
bers and perhaps for the serving of favorite wines adds
some of the social aspects that many well individuals asso-
ciate with a pleasant meal. Some of the success of St.
Christopher's Hospice in London appears to be due to the
encouragement of maximal social interaction with family
members, especially around meals. Gathering 3 or 4 pa-
tients who can eat communally creates an atmosphere more
conducive to enjoying eating.

Operant conditioning, in which rewards such as exercise,
visits, and passes are made contingent upon weight gain,
has been successfully used in patients with anorexia ner-
vosa (1, 12, 20). It is, nevertheless, difficult to see how these
techniques could be suitably used for the physically ill.

LaBaw et al. (11) at the Children’s Hospital in Denver
recently reported on the use of self-hypnosis in managing
27 children with cancer. Group trance sessions were used
to teach children to induce trances in themselves both
within the group and on their own. While outcome varied
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from poor to excellent, in general the results indicated that
most children experienced more rest, less anxiety, better
food and fluid intake, and less anticipatory anxiety and
vomiting prior to treatment. Further exploration of these
techniques, particularly the utilization of group participa-
tion, may prove useful in children and possibly in adults.
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