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Abstract

Objective: Patients hospitalized with multiple myeloma (MM) are particularly vulnerable to
depression. The present study aims to determine the frequency of depression among MM
hospitalized patients, in order to assess the possible differences between those with and
without depression in relation to sociodemographic and clinical variables and to measure the
impact of depression on hospitalization outcomes.

Methods: An observational retrospective study was performed using an administrative data set
of all hospitalizations with a primary diagnosis of MM between 2000 and 2015 in Portuguese
mainland public hospitals. Codes related to depressive disorders were grouped to generate the
dichotomous variable of depression (yes/no). A multivariate analysis was conducted and
adjusted odd ratios (aOR) calculated between different variables and depression.

Results: Of a total of 14.575 MM hospitalizations studied, a concurrent code of depression was
registered in 666 patients (4.6%). A greater odds of depression was observed in female patients
(aOR=2.26; 95%ClI=1.91-2.66), transplanted patients (aOR=1.78; 95%Cl=1.44-2.20), patients
with plasma cell leukemia (aOR=1.79; 95%Cl=1.22-2.64) and patients with a higher Charlson
Comorbidity Index (CCl) (aOR=1.10; 95%CI=1.05-1.15). Length of stay was longer in patients with
a registered diagnosis of depression (aOR=1.01; 95%CI=1.01-1.02) while the odds of in-hospital
mortality were lower in these patients (aOR=0.53; 95%CI=0.41-0.68).

Conclusions: These results may help identify MM inpatients at higher risk of presenting
depression (female gender, younger age, high CCl, plasma cell leukemia, transplant procedure).
This will enable timely psychological assessment and treatment in order to prevent worse
outcomes and higher healthcare costs associated with depression.

KEYWORDS: administrative data, cancer, depression, hospitalization, inpatient, multiple
myeloma, oncology



1. Background

Multiple myeloma (MM) is a type of hematologic cancer characterized by bone marrow
infiltration of plasma cells and monoclonal protein in the serum and/or urine(1), with estimated
32,110 new cases in 2019 in USA(2). According to the last available data, in Portugal there was
1,034 new cases and 708 deaths in 2018(3).

Patients with cancer experience high psychological and physical burden, and are more prone to
suffer from depression than the general population(4). Hematologic cancer is highly associated
with depression when compared to other types of malignancies(5). Myeloma is no exception, a
meta-analysis of 11 different studies shows that the pooled prevalence of depression among
patients with MM was around 22.3%(6). Another study, with more than 36,000 MM patients,
reported depression in 23.4% of the sample(7). Notwithstanding, this psychiatric disorder is
frequently overlooked and underdiagnosed in the clinical practice(8).

Both the use of Hematopoietic Stem Cell Transplantation (HSCT) and novel drugs such as
proteasome inhibitors and immunomodulatory agents (joining the corticosteroids, alkylating
agents and anthracyclines arsenal) together with improved supportive care, have substantially
increased response rates and survival of MM patients in the past several years(1, 9, 10). On the
other hand, treatments such as long-term corticosteroids and HSCT have proven association
with psychological distress and depression(11, 12). Considering MM patients are living longer
with their disease and are exposed to cumulative toxicities of these lines of treatment since MM
diagnosis throughout disease relapses, we are witnessing an increase number of MM patients
at risk of develop depression. Moreover, the stress of a cancer diagnosis can be a trigger for
depression(8) and one may not forget that depression could have been present before cancer
diagnosis.

In literature, studies that measure the impact of depression on MM hospitalizations outcomes
are scarce even though depression has proved association with lower quality of life, decreased
compliance to treatments, higher mortality, longer hospitalizations and higher costs for health
care systems(13-17). To conclude, understanding the patient experience of living with MM and
the treatment risks associated is paramount to increase physician’s awareness to the
importance of depression and to provide effective patient-centered care.

The present study aims to determine the frequency and registry of a depression diagnosis among
MM hospitalized patients, in order to describe and assess the possible differences of those with
and without depression regarding sociodemographic and clinical variables and to measure the
impact that depression may have on hospitalization outcomes of these patients.



2. Methods

A retrospective observational study was conducted with anonymized administrative data
provided by the Authority for Health Services of the Portuguese Ministry of Health (ACSS)
regarding MM hospitalizations. Hospitalizations from public mainland hospitals of patients >18
years old, discharged between 2000 and 2015, with MM as primary diagnosis were selected and
analyzed. International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-
CM) codes were used to select the diagnosis of interest, comorbidities and procedures. The
codes 203.0X (multiple myeloma) and 203.1X (plasma cell leukemia) were used to select MM
cases. The primary outcome was the diagnosis of depression identified by the ICD-9-CM codes
296.2X and 296.3X (Major depressive disorder, single episode and recurrent episode,
respectively), 300.4 (Dysthymic disorder), 301.12 (Chronic depressive personality disorder),
309.0 and 309.1 (Adjustment reaction associated with depression), and 311 (Depression
disorder non elsewhere specified). These codes were grouped to generate the dichotomous
variable of depression (“yes”, if at least one of the diagnostic codes was registered; “no”, if none
of the previous codes have been registered). Any bipolar or maniac disorder codes were
excluded from this study.

Sociodemographic variables examined included age (studied as a continuous variable and as
subgroups: <50, 51-60, 61-70, 71-80, >80 years old), gender and patient residence. Residence
was coded using NUTS Il (Nomenclature of Territorial Units for Statistics) which divides Portugal
into 7 regions, namely North, Center, Lisbon metropolitan area, Alentejo, Algarve and Madeira
and Acores Islands. In this study, patients outside the mainland regions were grouped, and
residence was entered as a categorical variable. Regarding patient comorbidity profile, a group
of specific secondary diagnosis codes of comorbidities were selected from the database to
compute the clinical variable Charlson Comorbidity Index (CCI) for each patient (analyzed as a
ordinal variable)(18). Other clinical variables included the presence of plasma cell leukemia
(dichotomous variable — yes/no) and Hemopoietic Stem Cell transplantation (HSCT) procedure
during hospitalization (dichotomous variable — yes/no). The latter variable was created by using
ICD-9-CM procedure code 41.0X (Bone marrow or hematopoietic stem cell transplant) to
identify transplant cases. The hospitalization outcomes Length of Stay (LoS) (continuous
variable) and in-hospital mortality (dichotomous variable — yes/no) were defined as secondary
outcomes.

2.1 Statistical methods

To assess patients’ characteristics, descriptive statistics were performed. Temporal trends in the
number of hospitalizations with depression and transplant procedure, between 2000 and 2015,
were determined by regression models. Moreover, binary logistic regression was used to
calculate crude odds ratio (OR) and to assess possible associations between all variables and the
outcome depression. Additionally, a multivariate model was performed and adjusted odd ratios
(aOR) were calculated. A p value < 0.01 was used to determine the statistical significance of the
test results. All analyses were performed with the SPSS IBM v24°,



3. Results

A total of 14.575 hospitalizations with a primary diagnosis of MM were retrieved from the
national database between 2000 and 2015. Concurrent depression was registered in 666 of
these hospitalizations (4.6%).

Throughout the analyzed years there was roughly the same number of MM hospitalizations with
a mild increase in most recent years (table I). On the other hand, both the hospitalizations with
associated depression and transplant increased in number between 2000 and 2015. An increase
from 1.9% to 8.6% of discharges with concurrent depression (R=0.89; B=5.73 95% CI [4.02, 7.43])
and a steady increase from 4.5% to 20.8% of the discharges related to transplant (R=0.97;
B=14.18 95% CI [12.21, 16.16]) were observed.

3.1 Sociodemographic variables

Regarding patients’ characteristics (table 1), the mean and median (P25 - P75) age was
approximately 66 and 67 (58-75) years old, respectively. At the multivariate logistic regression
analysis, after adjusting for all variables (gender, CCl, plasma cell leukemia, transplant, LoS and
in-hospital mortality), adjusted odd ratios showed no statistical significant association between
age (as continuous variable) and depression (aOR=0.994; 95% Cl=0.987-1.001) (table Ill).
Nevertheless, when age was entered by subgroups (<50, 51-60, 61-70, 71-80, >80 years old) an
association was found between two subgroups, with those >80 presenting less depression when
compared to the <50 year old group (aOR=0.58; 95% CI=0.38-0.88; p=0.010).

A higher proportion of males were observed in this cohort (52.0%), with female gender having
greater odds of being associated with depression (aOR=2.255; 95% Cl=1.912-2.660). Regarding
patient’s residence, a higher representation was found for the North region with 4,530 patients
(31.1%), followed by Lisbon with 4,412 patients (30.3%) and Center with 3,915 patients (26.9%).
No significative association between patient residence and the frequency of registered
depression was observed (table Ill).

3.2 Clinical Variables

Transplant related hospitalization accounted for 1,877 cases (12.9%) being one of the clinical
factors that contributed to the presence of depression diagnosis (aOR=1.78; 95% Cl=1.44-2.20).
Also, when a higher number of comorbidities was present (measured through CCl), a rise in
depression diagnosis was also found (aOR=1.10; 95% Cl=1.05-1.15). Plasma cell leukemia
diagnosis was present in 380 patients (2.6%). This aggressive stage of the MM spectrum of
disease was related to a higher proportion of depression comorbid diagnosis (aOR=1.79; 95%
Cl=1.22-2.64).

3.3 Hospitalization outcomes

Length of stay and mortality varies significantly whether transplantation was the reason of
hospitalization or not. A median LoS (P25 —P75) of 20 days (17-23) was seen in transplant related
hospitalizations, whereas a lower LoS was observed in non-transplant cases, with 10 (4-20) days.
In-hospital mortality reached a total of 2,714 cases (18.7%) with only 18 cases related to the
sub-group of hospitalizations where the HSCT procedure was performed.

In general, a higher LoS was observed among patients with depression (aOR=1.011; 95%
Cl=1.007-1.015), while a lower in-hospital mortality was found in patients with a registry of
depression when compared to those without depression (aOR=0.526; 95% CI=0.406-0.680).



4. Discussion

In the present study, MM patients with depression were majorly women, had higher
comorbidity profile and were more likely to present with plasma cell leukemia. A steady rise in
the number of transplants was seen during the study period and the prevalence of depression
was significantly higher in these transplanted patients. Moreover, those with any depression
code were more likely to stay longer periods at the hospital, but on other hand died less during
hospitalization.

Regarding the proportion of registered depression in this study (4.6%), it was quite lower than
expected when compared to MM population-based prevalence reported in literature, which is
around 23%(6, 7). Our study may be underestimating the real number of patients with
depression due to the underdiagnose and lack of registry of depression in the context of an acute
hospitalization. These constraints have also been identified in previous studies using similar
methodologies and settings(19-21). Additionally, diagnostic coding using ICD can be stringent
and often fail to identify patients who present subclinical symptoms(4).

Moreover, an increase of registered depression was found throughout the study period. The
increased quality of hospital-coded data throughout the years may explain this results(22).
Notwithstanding, there was a real increased in the prevalence of depression in the last
decade(23), including in Portugal where the prevalence of depression in primary health care
increased from 5.34% in 2011 to 9.32% in 2016(24). These factors together, may explain the rise
of depression registry among MM hospitalizations.

4.1 Sociodemographic variables

Available evidence states that the median age at diagnosis of MM is comprised between 67 and
70 years old(25). Even though we could not discriminate the newly diagnosed MM patients,
during the study period a median age of 67 years old was found among all hospitalizations which
is in accordance with the existent literature. Association of age with depression remains
controversial in cancer patients. Nonetheless, a relation is described in literature with older
patients showing lower levels of depression when compared to the younger population, in
samples of cancer patients(26), including one study where this relation was more pronounced
in the sub-group of hematological malignancies(5). In the present study, when age was
approached by subgroups, an association in registered depression was also found among
patients with >80 years old. This subgroup had lower prevalence of depression when compared
with younger patients (<50 years old) (aOR=0.580; 95% Cl=0.382-0.879; p=0.010). Older patients
might be better prepared emotionally to face a cancer diagnosis with an already debilitated
physical function, whereas younger patients may have their daily life more disrupted with cancer
diagnosis(5).

Depression prevalence was two times more frequent among females than male patients
(aOR=2.255; 95% =1.912-2.660). Similar findings were reported by Linden and cols among a
sample of more than 10.000 cancer patients(5). Also, these results are in concordance with the
higher prevalence of depression in women in the general population(27). This might be
explained by the fact that women tend to report more depressive symptoms and seek medical
help more often when compared to men(28), and this pattern should be no different in MM
patients.



Regarding patient residence, we could not find association with any given region and the
prevalence of depression. In Portugal, depending on the region, depression prevalence in
primary care range from 6,79% to 11,14%(24). However, a Portuguese large study that
measured the prevalence of depression in elderly patients (>65 years) did not found any
significant association between NUTS Il regions and the prevalence of depression(29).

4.2 Clinical Variables

Multiple myeloma is a common indication for HSCT. A steady increase in the number of this type
of transplant was also in the present study since 2000 (table 1). This result is congruent with the
findings of D'Souza and cols in the United states(30), probably because of an increase in older
recipients. A HSCT hospitalization is long and usually ends around day 14-20(31), explaining the
increased LoS compared to hospitalizations without transplantation. Moreover, psychological
distress has been reported at all stages of HSCT transplantation process(32). This is in line with
the results of our study, with registered depression demonstrating a clear association with HSCT
hospitalization (aOR=1.78; 95% Cl=1.44-2.20). The HSCT hospitalization starts with a
conditioning regimen with high-dose chemotherapy. The combination of increased physical
symptoms, including pain, fatigue, anorexia, mucositis, diarrhea, fever and sleep disturbances,
with the continued isolation recommended (at least 100 days after the procedure) can be
emotionally challenging and lead to a higher prevalence of depression(31, 32). As a result, the
associated risks inherent to transplantation and the increasing numbers of transplanted patients
make this specific population a major concern regarding depression comorbidity. Preventive
measures, routine screening and timely and adequate treatment should be part of standard
clinical practice with this vulnerable group.

Regarding patients comorbidity profiles, and in accordance with the results of the present study,
in a sample of patients with hematologic malignancies Shreders and cols found that those with
depression had a significantly higher CCl compared to non-depressed MM patients(33). The
same association was obtained by Niazi and in a large sample of MM patients(7). Thus, multi-
morbid patients (presenting two or more chronic physical conditions) with comorbid depressive
symptoms tend to attribute these symptoms to important life events, many of which related to
their physical health that led to loss of functionality and resulted in changes to their sense of
identity(34).

Plasma cell leukemia has a more aggressive clinical course due to its extramedullary nature and
presents itself with a higher tumor burden and a dismal prognosis(35). To our knowledge, this is
the first study that demonstrates the increase rate of depression among patients with plasma
cell leukemia vs MM patients (aOR=1.79; 95% Cl=1.22-2.64).

4.3 Hospitalization outcomes

Alonger LoS was observed in depressive patients subgroup (aOR=1.01; 95% CI=1.01-1.02), which
is congruent with the findings of a previous study conducted with a sample of depressive
inpatients with sickle cell disease(19). Similarly, another study found that depressed hospitalized
patients had stays that were 30% longer than non-depressed patients(36). Thus, depression has
the potential to increase healthcare utilization and consequently, increase costs for the
healthcare system(7, 17).



One large meta-analysis defined a clear association between depression and increased mortality
in cancer patients(15). Nonetheless, and in accordance with our data, several studies found a
lower in-hospital mortality, also based upon inpatient administrative data, among depressed
hospitalized patients vs non-depressed patients(21, 37), including one study with breast cancer
patients. The reasons underlying these results are uncertain, but in the present study this might
be explained by the fact that those who die during hospitalization are likely to be more ill and/or
admitted due to an acute myeloma-related event. In this context, a mood disorder may be
underdiagnosed explaining the numbers found. Because of this, depression can be overlooked
and consequently less registered and coded among hospital discharges in which the patient had
died.

5. Limitations

Our study presents some limitations. First, being a retrospective study, the major limitation is
the use of secondary data, i.e. data not primarily intended for our investigation. An
administrative data set of hospital discharges was used, being hospital reimbursements its main
objective. Both diagnosis and procedures coded are dependent on the quality of medical reports
and physicians coding. Thus, we did not have access to patients detailed information and some
data could be less accurate or incomplete. Second, we were not able to verify which diagnostic
tool was used to assess depression nor how severe the mood disorder was. Third, despite using
the well-known CCI, this measure only includes a limited number of comorbidities, which may
have limited the possible associations. Finally, depression could appear before or after the
diagnosis of MM. It can also develop some days or even months after the treatment of this
malignancy. Due to the limitations of a cross-sectional study we could not define the temporal
aspect of the diagnosis of this psychiatric disorder nor inform about trajectories through disease
periods.

6. Strengths

To our knowledge, beside its large sample and long study period, this is the first nationwide
study of MM hospitalizations. Additionally, as far as we are aware, this is the first study to
demonstrate increase rate of depression among patients with plasma cell leukemia vs MM
patients in literature. Moreover, this study assessed a very broad population served by the
National health System which provides universal coverage to the Portuguese population in
contrast to other studies that selected patients based on health insurance coverage. Finally, in
Portugal codification is made by trained and qualified medical doctors, being the use of
administrative data significantly robust and valid for investigational purposes(38). Indeed,
similar methodologies have already lead to important results in different health contexts which
can reinforce the pertinence of the present study(39, 40).

7. Clinical Implications

Despite some limitations, we were able to find factors that were significantly more common
among depressive MM patients such as female gender, younger age, higher comorbidity profile,
plasma cell leukemia, presence of a transplant procedure and longer hospital stay. These results
may help identify MM inpatients at higher risk of presenting with depression and thus, enable
timely psychological assessment and treatment in order to prevent worse outcomes and higher
healthcare costs associated with this comorbidity.



8. Conclusions

Further investigation is necessary to clarify the association between these specific
sociodemographic and clinical variables and their relationship with depression. It would be of
interest to compare the present results with those of other countries, as some associations
remain controversial. Despite this, the present study reinforces the importance of increasing
detail of clinical coding in administrative data bases as this will allow researchers to have
available cost-effective and representative data of a specific population of interest.

In conclusion, depression remains largely disregarded in cancer setting despite its influence on
worse outcomes and increased costs. Efforts must be made to mitigate this and increase
physician’s awareness to depression among MM inpatients and the related risk factors.

Acknowledgments

The authors would like to thank to Authority for Health Services of the Portuguese Ministry of
Health (ACSS) for providing the database, and to Dr. Fernando Lopes, MD, for his assistance
regarding the selection of the appropriate ICD-9-CM codes.

Conflict of Interest Statement

The authors declare no conflict of interest.

1. Rollig C, Knop S, Bornhduser M. Multiple myeloma. The Lancet. 2015;385(9983):2197-
208.

2. Siegel RL, Miller KD, Jemal A. Cancer statistics, 2019. CA Cancer J Clin. 2019;69(1):7-34.
3. Ferlay J EM, Lam F, Colombet M, Mery L, Pifieros M, Znaor A, Soerjomataram |, Bray F.

Global Cancer Observatory: Cancer Today, Lyon, France: International Agency for Research on
Cancer; 2018 [Accessed 19/03/2020]. Available from: https://gco.iarc.fr/today.

4, Krebber AM, Buffart LM, Kleijn G, Riepma IC, de Bree R, Leemans CR, et al. Prevalence
of depression in cancer patients: a meta-analysis of diagnostic interviews and self-report
instruments. Psychooncology. 2014;23(2):121-30.

5. Linden W, Vodermaier A, Mackenzie R, Greig D. Anxiety and depression after cancer
diagnosis: prevalence rates by cancer type, gender, and age. Journal of affective disorders.
2012;141(2-3):343-51.

6. Ramsenthaler C, Kane P, Gao W, Siegert RJ, Edmonds PM, Schey SA, et al. Prevalence
of symptoms in patients with multiple myeloma: a systematic review and meta-analysis. Eur J
Haematol. 2016;97(5):416-29.

7. Niazi S, Frank RD, Sharma M, Roy V, Ames S, Rummans T, et al. Impact of psychiatric
comorbidities on health care utilization and cost of care in multiple myeloma. Blood Adv.
2018;2(10):1120-8.

8. Chochinov HM. Depression in cancer patients. The Lancet Oncology. 2001;2(8):499-
505.
9. Kumar SK, Rajkumar V, Kyle RA, van Duin M, Sonneveld P, Mateos MV, et al. Multiple

myeloma. Nature reviews Disease primers. 2017;3:17046.

10. Palumbo A, Attal M, Roussel M. Shifts in the therapeutic paradigm for patients newly
diagnosed with multiple myeloma: maintenance therapy and overall survival. Clin Cancer Res.
2011;17(6):1253-63.


https://gco.iarc.fr/today

11. Sherman AC, Simonton S, Latif U, Plante TG, Anaissie EJ. Changes in quality-of-life and
psychosocial adjustment among multiple myeloma patients treated with high-dose melphalan
and autologous stem cell transplantation. Biol Blood Marrow Transplant. 2009;15(1):12-20.
12. Dubovsky AN, Arvikar S, Stern TA, Axelrod L. The neuropsychiatric complications of
glucocorticoid use: steroid psychosis revisited. Psychosomatics. 2012;53(2):103-15.

13. Kang HY, Choi EY. Factors influencing quality of life in patients with multiple myeloma.
Contemp Nurse. 2019;55(2-3):109-21.

14. DiMatteo MR, Lepper HS, Croghan TW. Depression is a risk factor for noncompliance
with medical treatment: meta-analysis of the effects of anxiety and depression on patient
adherence. Arch Intern Med. 2000;160(14):2101-7.

15. Satin JR, Linden W, Phillips MJ. Depression as a predictor of disease progression and
mortality in cancer patients: a meta-analysis. Cancer. 2009;115(22):5349-61.

16. Prieto JM, Blanch J, Atala J, Carreras E, Rovira M, Cirera E, et al. Psychiatric morbidity
and impact on hospital length of stay among hematologic cancer patients receiving stem-cell
transplantation. Journal of clinical oncology : official journal of the American Society of Clinical
Oncology. 2002;20(7):1907-17.

17. Mausbach BT, Yeung P, Bos T, Irwin SA. Health care costs of depression in patients
diagnosed with cancer. Psychooncology. 2018;27(7):1735-41.

18. Charlson ME, Pompei P, Ales KL, MacKenzie CR. A new method of classifying prognostic
comorbidity in longitudinal studies: development and validation. J Chronic Dis. 1987;40(5):373-
83.

19. Onyeaka HK, Queeneth U, Rashid W, Ahmad N, Rajan SK, Jaladi PR, et al. Impact of
Depression in Sickle Cell Disease Hospitalization-Related Outcomes: An Analysis of the National
Inpatient Sample (NIS). Medicina (Kaunas). 2019;55(7).

20. Rohde RL, Adjei Boakye E, Challapalli SD, Patel SH, Geneus CJ, Tobo BB, et al.
Prevalence and sociodemographic factors associated with depression among hospitalized
patients with head and neck cancer-Results from a national study. Psychooncology.
2018;27(12):2809-14.

21. Chan L, Tummalapalli SL, Ferrandino R, Poojary P, Saha A, Chauhan K, et al. The Effect
of Depression in Chronic Hemodialysis Patients on Inpatient Hospitalization Outcomes. Blood
Purif. 2017;43(1-3):226-34.

22. Freitas A, Lema |, da Costa-Pereira A. Comorbidity Coding Trends in Hospital
Administrative Databases. New Advances in Information Systems and Technologies. Advances
in Intelligent Systems and Computing2016. p. 609-17.

23. Weinberger AH, Gbedemah M, Martinez AM, Nash D, Galea S, Goodwin RD. Trends in
depression prevalence in the USA from 2005 to 2015: widening disparities in vulnerable
groups. Psychol Med. 2018;48(8):1308-15.

24, Dire¢do-Geral da Saude. Programa Nacional para a Saude Mental. 2017.

25. Kazandjian D. Multiple myeloma epidemiology and survival: A unique malignancy.
Semin Oncol. 2016;43(6):676-81.

26. Hinz A, Herzberg PY, Lordick F, Weis J, Faller H, Brahler E, et al. Age and gender
differences in anxiety and depression in cancer patients compared with the general
population. Eur J Cancer Care (Engl). 2019;28(5):e13129.

27. Weissman MM, Bland R, Joyce PR, Newman S, Wells JE, Wittchen HU. Sex differences
in rates of depression: cross-national perspectives. Journal of affective disorders. 1993;29(2-
3):77-84.

28. Piccinelli M, Wilkinson G. Gender differences in depression. Critical review. BrJ
Psychiatry. 2000;177:486-92.

29. de Sousa RD, Rodrigues AM, Gregorio MJ, Branco JDC, Gouveia MJ, Canhao H, et al.
Anxiety and Depression in the Portuguese Older Adults: Prevalence and Associated Factors.
Front Med (Lausanne). 2017;4:196.

10



30. D'Souza A, Lee S, Zhu X, Pasquini M. Current Use and Trends in Hematopoietic Cell
Transplantation in the United States. Biol Blood Marrow Transplant. 2017;23(9):1417-21.
31. Amonoo HL, Massey CN, Freedman ME, El-Jawahri A, Vitagliano HL, Pirl WF, et al.
Psychological Considerations in Hematopoietic Stem Cell Transplantation. Psychosomatics.
2019;60(4):331-42.

32. Rueda-Lara M, Lopez-Patton MR. Psychiatric and psychosocial challenges in patients
undergoing haematopoietic stem cell transplants. International review of psychiatry
(Abingdon, England). 2014;26(1):74-86.

33. Shreders AJ, Niazi SK, Hodge DO, Chimato NT, Kureti M, Kirla N, et al. Correlation of
sociodemographic and clinical parameters with depression and distress in patients with
hematologic malignancies. Ann Hematol. 2018;97(3):519-28.

34. Stanners MN, Barton CA, Shakib S, Winefield HR. Depression diagnosis and treatment
amongst multimorbid patients: a thematic analysis. BMC Fam Pract. 2014;15:124.

35. Mina R, D'Agostino M, Cerrato C, Gay F, Palumbo A. Plasma cell leukemia: update on
biology and therapy. Leuk Lymphoma. 2017;58(7):1538-47.
36. Mausbach BT, Irwin SA. Depression and healthcare service utilization in patients with

cancer. Psychooncology. 2017;26(8):1133-9.

37. Vin-Raviv N, Akinyemiju TF, Galea S, Bovbjerg DH. Depression and Anxiety Disorders
among Hospitalized Women with Breast Cancer. PLoS One. 2015;10(6):e0129169.

38. Sinha S, Peach G, Poloniecki JD, Thompson MM, Holt PJ. Studies using English
administrative data (Hospital Episode Statistics) to assess health-care outcomes--systematic
review and recommendations for reporting. Eur J Public Health. 2013;23(1):86-92.

39. Brandao D, Freitas A, Paul C, Ribeiro O. Psychiatric disorders as main discharge
diagnosis by the Portuguese oldest old from 2000 to 2014: exploring national acute inpatient
admissions. International psychogeriatrics. 2018;30(5):685-94.

40. Bernardes C, Massano J, Freitas A. Hospital admissions 2000-2014: A retrospective
analysis of 288 096 events in patients with dementia. Arch Gerontol Geriatr. 2018;77:150-7.

11



Table I: Number of Multiple myeloma hospitalizations per year

Ano Number of MM Number of MM Number of MM
hospitalizations(n=) hospitalizations hospitalizations
w/depression (%) w/transplant (%)
2000 889 17 (1.9) 40 (4.5)
2001 890 12 (1.3) 40 (4.5)
2002 859 21 (2.4) 32 (3.7)
2003 820 19 (2.3) 36 (4.4)
2004 815 20 (2.5) 48 (5.9)
2005 802 22 (2.7) 65 (8.1)
2006 817 19 (2.3) 77 (9.4)
2007 817 18(2.2) 131 (16.0)
2008 810 33 (4.1) 128 (15.8)
2009 883 36 (4.1) 154 (17.4)
2010 856 40 (4.7) 137 (16.0)
2011 1038 73 (7.0) 175 (16.9)
2012 950 59 (6.2) 182 (19.2)
2013 1037 72 6.9) 177 (17.1)
2014 1177 109 (9.3) 223 (18.9)
2015 1115 96 (8.6) 232 (20.8)
Total 14575 666 1877




Table Il: Patients Characteristics (N=14575)

Variables Total Hospitalizations w/
hospitalizations depression
Depression [Number(%)] Yes 666 (4.6)
No 13909 (95.4)
Gender [N(%)] Male 7578 (52.0) 227 (3.0)
Female 6997 (48.0) 439 (6.3)
Age (mean * SD) 65.97 £ 11.96 64.23 £ 10.69
Charlson Index (mean + SD) 1.09+1.71 1.28+1.93
Plasma cell leukemia [N(%)] | No 14195 (97.4) 636 (4.48)
Yes 380 (2.6) 30(7.89)
Transplant [N(%)] No 12698 (87.1) 521 (4.1)
Yes 1877 (12.9) 145 (7.7)
Length of Stay [median (P25-P75)] | 13.00 (5-21) 17 (9-24)
In-hospital mortality [N(%)] | No 11861 (81.5) 595 (5.0)
Yes 2714 (18.7) 71 (2.6)
Residence (NUTS 1) [N(%)]+ | North 4530 (31.1) 224 (4.9)
Center 3915 (26.9 175 (4.5)
Lisbon 4412 (30.3) 201 (4.6)
Alentejo 939 (6.4) 43 (4.6)
Algarve 458 (3.1) 12 (12.6)
islands 103 (0.7) 7 (6.8)
Missing 218 (1.5) —

T This variable refers to the place of patient residence and not the location where the hospitalization took place. It
was only studied mainland Portuguese hospitalizations.

13



Table lll: Variables associated with depression among hospitalized patients with
Multiple myeloma

Variables Crude OR(IC95%) P value Adjusted OR(IC95%) P value
Age 0.99 (0.98-0.99) 0.000 0.994 (0.987-1.001) 0.091
Gender Male Reference (Ref) Ref Ref Ref

Female 2.12(1.84-2.55) 0.000 2.255(1.912-2.660) 0.000
Charlson Index 1.07 (1.02-1.11) 0.002 1.10 (1.05-1.15) 0.000
Plasma cell leukemia | No Ref Ref Ref Ref

Yes 1.83(1.25-2.68) 0.002 1.79 (1.22-2.64) 0.003
Transplant No Ref Ref Ref Ref

Yes 1.96 (1.61-2.37) 0.000 1.78 (1.44-2.20) 0.000
Length of Stay 1.01(1.01-1.02) 0.000 1.01 (1.01-1.02) 0.000
In-hospital mortality | No Ref Ref Ref Ref

Yes 0.51 (0.40-0.65)  0.000 0.53 (0.41-0.68) 0.000
Residence (NUTS ll) | Algarve Ref Ref ¥ —

Islands 0.71(0.33-1.6) 0.40

North 0.64 (0.29-1.4) 0.27

Center 0.66 (0.30-1.42)  0.29

Lisbon 0.66 (0.30-1.50) 0.32

Alentejo 0.37 (0.14-0.96) 0.04

¥ Because of lack of statistical significance, the variable “residence (NUTS II)” did not enter the multivariate model.

14



ANEXOS

Normas de publicacao Psycho-Oncology



S APOS Psycho-Oncology

Jeurnal of the Psychological. Social and
Behavioral Dimensions of Cancer

Sections

1. Submission

2. Aims and Scope

3. Manuscript Categories and Requirements
4. Preparing Your Submission

5. Editorial Policies and Ethical Considerations
6. Author Licensing

7. Publication Process After Acceptance

8. Post Publication

9. Editorial Office Contact Details

1. SUBMISSION

Thank you for your interest in Psycho-Oncology. Note that submission implies that the content has not
been published or submitted for publication elsewhere except as a brief abstract in the proceedings of
a scientific meeting or symposium.

Once you have prepared your submission in accordance with the Guidelines, manuscripts
should be submitted online at https://mc.manuscriptcentral.com/pon

The submission system will prompt you to use an ORCiD (a unique author identifier) to help
distinguish your work from that of other researchers. Click here to find out more.

Click here for more details on how to use ScholarOne.

For help with submissions, please contact Psycho-Oncology@wiley.com

We look forward to your submission.
Data Protection and Privacy

By submitting a manuscript to, or reviewing for, this publication, your name, email address,
institutional affiliation, and other contact details the publication might require, will be used for the
regular operations of the publication, including, when necessary, sharing with the publisher (Wiley)
and partners for production and publication. The publication and the publisher recognize the
importance of protecting the personal information collected from users in the operation of these
services, and have practices in place to ensure that steps are taken to maintain the security, integrity,
and privacy of the personal data collected and processed. You can learn more at
https://authorservices.wiley.com/statements/data-protection-policy.html.

Preprint Policy

Psycho-Oncology will consider for review articles previously available as preprints. Authors may also
post the submitted version of a manuscript to a preprint server at any time. Authors are requested to
update any pre-publication versions with a link to the final published article.

2. AIMS AND SCOPE

Psycho-Oncology is concerned with the psychological, social, behavioral, and ethical aspects of cancer.
This sub-speciality addresses the two major psychological dimensions of cancer: the psychological
responses of patients to cancer at all stages of the disease, and that of their families and caretakers;
and the psychological, behavioral and social factors that may influence the disease process. Psycho-
oncology is an area of multi-disciplinary interest and has boundaries with the major specialities in



https://onlinelibrary.wiley.com/journal/10991611
https://mc.manuscriptcentral.com/pon
http://www.wileyauthors.com/orcid
http://www.wileyauthors.com/scholarone
mailto:Psycho-Oncology@wiley.com
https://authorservices.wiley.com/statements/data-protection-policy.html
https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/preprints-policy.html?1

oncology: the clinical disciplines (surgery, medicine, pediatrics, radiotherapy), epidemiology,
immunology, endocrinology, biology, pathology, bioethics, palliative care, rehabilitation medicine,
clinical trials research and decision making, as well as psychiatry and psychology.

This international journal is published twelve times a year and will consider contributions to research
of clinical and theoretical interest. Topics covered are wide-ranging and relate to the psychosocial
aspects of cancer and AIDS-related tumors, including: epidemiology, quality of life, palliative and
supportive care, psychiatry, psychology, sociology, social work, nursing and educational issues.

Special reviews are offered from time to time. Summary proceedings of important national and
international symposia falling within the aims of the journal are presented.

Manuscripts should be confined to work relating to cancer and AlDS-related tumors. The criteria for
publication are originality, high scholarly quality as determined by peer review, interest to a wide
audience of those concerned with psycho-oncology.

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS
Psycho-Oncology publishes a number of different article types including:

* Original Paper

Original research papers should contain reports of new research findings that make a significant
contribution to knowledge. Original papers should not exceed 4,000 words (including no more than
four figures and/or tables) plus up to 40 references.

* Reviews

Reviews should be critical reviews of the literature, including systematic reviews and meta-analyses
and should not exceed 6,000 words, excluding references. Please complete and upload a PRISMA or
AMSTAR checklist for systematic reviews. Ahead of submission, all systematic reviews and meta-
analyses should be pre-registered with PROSPERO. The PROSPERO registration number will need to be
provided at submission.

* Invited Editorials and Commentaries

Please approach the Editorial Office (Psycho-Oncology@wiley.com) for details.

* Clinical Correspondence

This includes brief commentaries, letters to the editor, feasibility studies and case reports. They must
include five succinct key points (and no abstract), not exceed 1,500 words in total (including no more
than two figures/tables). References should be limited to ten and are not included in the word count.
* Obituaries

* Registered Reports

Psycho-Oncology is offering authors a new article type designed to increase the transparency and
reproducibility of hypothesis-driven science, the Registered Report. Registered Reports differ from
conventional research article as part of the review process is conducted before authors collect and
analyse data. The cornerstone of the Registered Reports format is that a significant part of the
manuscript will be assessed prior to data collection, with the highest quality submissions accepted in
advance. Please view the full Registered Reports author guidelines here to help prepare your
submission.

Qualitative manuscript submissions should usually be based on a minimum of 20 respondents.
Authors may contact the Editor (maggie.watson@live.co.uk) if they require further details.

For cross sectional studies, we require authors to adhere to the STROBE reporting standards for
observational research. Please upload your STROBE checklist alongside your submission.

4. PREPARING YOUR SUBMISSION

Manuscripts must be submitted as a Word or rtf file and should be written in English. The manuscript
should be submitted in separate files: main text file; figures.

Text file

The text file should be presented in the following order:


http://prisma-statement.org/PRISMAStatement/Checklist.aspx
https://amstar.ca/Amstar_Checklist.php
https://www.crd.york.ac.uk/prospero/
mailto:Psycho-Oncology@wiley.com
https://onlinelibrary.wiley.com/page/journal/10991611/homepage/registeredreports.html
mailto:maggie.watson@live.co.uk
http://www.strobe-statement.org/
http://www.strobe-statement.org/

(i) Title; (ii) a short running title of less than 70 characters; (iii) the full names of the authors; (iv) the
author's institutional affiliations at which the work was carried out, (footnote for author’s present
address if different to where the work was carried out); (v) abstract; (vi) main text, (vii)
acknowledgements, (viii) conflict of interest statement, (ix) references, (x) tables (each table complete
with title and footnotes) (xi) figure legends, (xii) appendices (if relevant). Figures and supporting
information should be supplied as separate files.

Title

The title should be a short informative title that contains the major key words. The title should not
contain abbreviations (see Wiley's best practice SEO tips)

Authorship

Please refer to the journal’s authorship policy the Editorial Policies and Ethical Considerations section
for details on eligibility for author listing.

Acknowledgements

Contributions from anyone who does not meet the criteria for authorship should be listed, with
permission from the contributor, in an Acknowledgments section. Financial and material support
should also be mentioned. Thanks to anonymous reviewers are not appropriate.

Conflict of Interest Statement

You will be asked to disclose conflicts of interest during the submission process. See the section
‘Conflict of Interest’ in the Editorial Policies and Ethical Considerations section for details on what to
include in this section. Please ensure that you liaise with all co-authors to confirm agreement with the
final statement. The Conflict of Interest statement should be included within the main text file of your
submission.

Abstract

Please provide an abstract of no more than 250 words. Abstracts should be structured according to
the following headings: objective, methods, results, conclusions.

Keywords

Please provide up to 10 keywords and list them in alphabetical order. Please ensure that the keywords,
cancer and oncology, are used for indexing purposes. Keywords should be taken from those
recommended by the US National Library of Medicine's Medical Subject Headings (MeSH) browser list
at https://www.nlm.nih.gov/mesh/.

Main text

Where possible, the text should be divided into the following sections: Background, Methods (including
statistical methods), Results and Discussion. All papers must include within the Discussionsection a
paragraph explaining the study limitations (with subtitle “study limitations") and a paragraph
explaining the clinical implications of the study (with subtitle “clinical implications") and a paragraph
covering the Conclusions.

A statement explicitly describing the ethical background to this study and any institutional or national
ethical committee approval (including approval number) must be included within the manuscript.

For clinical trial reports, the clinical trial registration number must be included within the manuscript.
References

All references should be numbered consecutively in order of appearance and should be as complete
as possible. In text citations should be superscript numbers. Journal titles are abbreviated;
abbreviations may be found in the following: MEDLINE, Index Medicus, or CalTech Library.

Submissions are not required to reflect the precise reference formatting of the journal (use of italics,
bold etc.), however it is important that all key elements of each reference are included. Please see
below for examples of reference content requirements.


http://www.wileyauthors.com/seo
https://www.nlm.nih.gov/mesh/
http://www.ais.up.ac.za/med/blocksa1/lsiweb.pdf
http://www2.bg.am.poznan.pl/czasopisma/medicus.php?lang=eng
http://library.caltech.edu/reference/abbreviations/

For more information, please see the Vancouver Reference Style Guide

Sample references follow:
Journal Article

1. Wood WG, Eckert GP, Igbavboa U, Muller WE. Statins and neuroprotection: a prescription to move
the field forward. Ann N 'Y Acad Sci 2010; 1199:69-76.

Book
2. Hoppert, M. Microscopic techniques in biotechnology. Weinheim: Wiley-VCH; 2003.
Electronic Material

3. Cancer-Pain.org [homepage on the internet]. New York: Association of Cancer Online Resources,
Inc.; c2000-01 [Cited 2015 May 11]. Available from: http://www.cancer-pain.org/.

Tables

Tables should be self-contained and complement, but not duplicate, information contained in the text.
They should be supplied as editable files, not pasted as images. Legends should be concise but
comprehensive - the table, legend and footnotes must be understandable without reference to the
text. All abbreviations must be defined in footnotes. Footnote symbols: 1, 1, §, ¥, should be used (in
that order) and *, **, *** should be reserved for P-values. Statistical measures such as SD or SEM
should be identified in the headings.

Figure Legends

Legends should be concise but comprehensive - the figure and its legend must be understandable
without reference to the text. Include definitions of any symbols used and define/explain all
abbreviations and units of measurement.

Preparing Figures
Although we encourage authors to send us the highest-quality figures possible, for peer-review
purposes we are happy to accept a wide variety of formats, sizes, and resolutions.

Click here for the basic figure requirements for figures submitted with manuscripts for initial peer
review, as well as the more detailed post-acceptance figure requirements.

Guidelines for Cover Submissions

If you would like to send suggestions for artwork related to your manuscript to be considered to
appear on the cover of the journal, please follow these general guidelines.

Appendices

Appendices will be published after the references. For submission they should be supplied as separate
files but referred to in the text. Supporting Information

Supporting Information

Supporting information is information that is not essential to the article but that provides greater
depth and background. It is hosted online, and appears without editing or typesetting. It may include
tables, figures, videos, datasets, etc. Click here for Wiley's FAQs on supporting information.

Note, if data, scripts or other artefacts used to generate the analyses presented in the paper are
available via a publicly available data repository, authors should include a reference to the location of
the material within their paper.

General Style Points
The following links provide general advice on formatting and style.

* Abbreviations: In general, terms should not be abbreviated unless they are used repeatedly and the
abbreviation is helpful to the reader. Initially use the word in full, followed by the abbreviation in
parentheses. Thereafter use the abbreviation only.

* Units of measurement: Measurements should be given in Sl or SI-derived units. Visit the Bureau


https://wiley.sharepoint.com/sites/projects/NJD/Shared%20Documents/Information%20for%20PEs/NJD%20Guideline%20Appendix%20files/Appendix%205/NJD%20Reference%20Style%20Guides/VANCOUVER%20Reference%20guide.pdf#search=openjournals
http://www.cancer-pain.org/
http://media.wiley.com/assets/7323/92/electronic_artwork_guidelines.pdf
http://olabout.wiley.com/WileyCDA/Section/id-828302.html
http://www.wileyauthors.com/suppinfoFAQs

International des Poids et Mesures (BIPM) website at http://www.bipm.fr for more information about
Sl units.

* Trade Names: Chemical substances should be referred to by the generic name only. Trade names
should not be used. Drugs should be referred to by their generic names. If proprietary drugs have
been used in the study, refer to these by their generic name, mentioning the proprietary name, and
the name and location of the manufacturer, in parentheses.

Article Preparation Support

Wiley Editing Services offers expert help with English Language Editing, as well as translation,
manuscript formatting, figure illustration, figure formatting, and graphical abstract design - so you can
submit your manuscript with confidence.

Also, check out our resources for Preparing Your Article for general guidance about writing and
preparing your manuscript.

5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS
Editorial Review and Acceptance

The acceptance criteria for all papers is the quality and originality of the research and its significance to
our readership. Except where otherwise stated, manuscripts are single-blind peer reviewed. Papers
will only be sent to review if the Editors determine that the paper meets the appropriate quality and
relevance requirements. Wiley's policy on confidentiality of the review process is available here.

Appeal of Decision

Authors who wish to appeal the decision on their manuscript may do so by emailing the Editor within
28 days of notification of the decision. In such cases, a letter detailing the reasons for appeal as well as
a full response to any reviewers' comments, if relevant, should be provided to the Editor. If
appropriate, the manuscript will be sent to another reviewer who has not previously evaluated the
manuscript. The reviewers' comments, along with any subsequent editorial communications, will be
assessed by the Editor. The Editor's decision will be final.

Manuscript Transfer Programme

Psycho-Oncology collaborates with Wiley's open access journal Cancer Medicine, to enable rapid
publication of good quality research that we are unable to accept for publication in Psycho-Oncology.
Authors will be offered the option of having the paper, along with any related peer reviews,
automatically transferred for consideration by the Editor of Cancer Medicine. Authors will not need to
reformat or rewrite their manuscript at this stage, and publication decisions will be made a short time
after the transfer takes place. The Editor of Cancer Medicine will accept submissions that report well-
conducted research which reaches the standard acceptable for publication. Cancer Medicine is a Wiley
Open Access journal and article publication fees apply. For further information, see the cancer
medicine website.

Data Sharing and Data Accessibility

Psycho-Oncology recognizes the many benefits of archiving research data. The journal expects you to
archive all the data from which your published results are derived in a public repository. The
repository that you choose should offer you guaranteed preservation (see the registry of research data
repositories at https://www.re3data.org/) and should help you make it findable, accessible,
interoperable, and re-useable, according to FAIR Data Principles
(https://www.force11.org/group/fairgroup/fairprinciples). All accepted manuscripts are required to
publish a data availability statement to confirm the presence or absence of shared data. If you have
shared data, this statement will describe how the data can be accessed, and include a persistent
identifier (e.g., a DOI for the data, or an accession number) from the repository where you shared the
data. Authors will be required to confirm adherence to the policy. If you cannot share the data
described in your manuscript, for example for legal or ethical reasons, or do not intend to share the
data then you must provide the appropriate data availability statement. Psycho-Oncology notes that



https://wileyeditingservices.com/en/article-preparation/?utm_source=wol&utm_medium=backlink&utm_term=ag&utm_content=prep&utm_campaign=prodops
https://authorservices.wiley.com/author-resources/Journal-Authors/Prepare/index.html?utm_source=wol&utm_medium=backlink&utm_term=ag&utm_content=prepresources&utm_campaign=prodops
http://www.wileypeerreview.com/reviewpolicy
http://onlinelibrary.wiley.com/journal/10.1002/(ISSN)2045-7634
https://www.re3data.org/
https://www.force11.org/group/fairgroup/fairprinciples

FAIR data sharing allows for access to shared data under restrictions (e.g., to protect confidential or
proprietary information) but notes that the FAIR principles encourage you to share data in ways that
are as open as possible (but that can be as closed as necessary). Sample statements are available
here. If published, all statements will be placed in the heading of your manuscript.

Data Citation

Please also cite the data you have shared, like you would cite other sources that your article refers to,
in your references section. You should follow the format for your data citations laid out in the Joint
Declaration of Data Citation Principles, https://www.force11.org/datacitationprinciples:

[dataset] Authors; Year; Dataset title; Data repository or archive; Version (if any); Persistent identifier
(e.g. DOI)

Ethics

A statement explicitly describing the ethical background to this study and any institutional or national
ethical committee approval must be included within the manuscript.

Human Studies and Subjects

For manuscripts reporting medical studies involving human participants, we require a statement
identifying the ethics committee that approved the study, and that the study conforms to recognized
standards, for example: Declaration of Helsinki; US Federal Policy for the Protection of Human
Subjects; or European Medicines Agency Guidelines for Good Clinical Practice.

Images and information from individual participants will only be published where the authors have
obtained the individual's prior written informed consent. Authors should note in their methods section
that informed written consent was obtained. Authors do not need to provide a copy of the consent
form to the publisher during submission. However, in signing the author license to publish, authors
are required to confirm that consent has been obtained. The Journal reserves the right to request
proof of written consent at any time. Wiley has a standard patient consent form available.

Clinical Trial Registration

We require that clinical trials are prospectively registered in a publicly accessible database and clinical
trial registration numbers should be included in all papers that report their results. Please include the
name of the trial register and your clinical trial registration number at the end of your abstract. If your
trial is not registered, or was registered retrospectively, please explain the reasons for this.

Research Reporting Guidelines

Accurate and complete reporting enables readers to fully appraise research, replicate it, and use it. We
encourage authors to adhere to the following research reporting standards.

+ CONSORT

* SPIRIT

* PRISMA

* PRISMA-P

+ STROBE

* CARE

+ COREQ

+ STARD and TRIPOD

* CHEERS

» the EQUATOR Network

* Future of Research Communications and e-Scholarship (FORCE11)

* ARRIVE guidelines * National Research Council's Institute for Laboratory Animal Research
guidelines: the Gold Standard Publication Checklist from Hooijmans and colleagues

* Minimum Information Guidelines from Diverse Bioscience Communities (MIBBI) website;
Biosharing website

* REFLECT statement



https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/data-sharing-citation/data-sharing-policy.html#standardtemplates
https://www.force11.org/datacitationprinciples
http://www.wma.net/en/30publications/10policies/b3/
http://www.hhs.gov/ohrp/regulations-and-policy/regulations/common-rule/index.html
http://www.ema.europa.eu/docs/en_GB/document_library/Scientific_guideline/2009/09/WC500002874.pdf
https://authorservices.wiley.com/asset/photos/licensing-and-open-access-photos/Patient-Consent-Form.pdf
http://www.consort-statement.org/downloads
http://www.spirit-statement.org/
http://www.prisma-statement.org/
http://www.equator-network.org/reporting-guidelines/prisma-protocols/
http://www.strobe-statement.org/
http://www.care-statement.org/
http://intqhc.oxfordjournals.org/content/19/6/349.long
http://www.stard-statement.org/
http://www.tripod-statement.org/TRIPOD/TRIPOD-Checklists/TRIPOD-Checklist-Prediction-Model-Development-and-Validation
http://www.biomedcentral.com/1741-7015/11/80
http://www.equator-network.org/
http://www.force11.org/node/4433
http://www.nc3rs.org.uk/page.asp?id=1357
http://dels.nas.edu/Report/Guidance-%20Description-Animal/13241?bname=ilar
http://mibbi.sourceforge.net/portal.shtml
http://www.reflect-statement.org/statement/

Genetic Nomenclature

Sequence variants should be described in the text and tables using both DNA and protein designations
whenever appropriate. Sequence variant nomenclature must follow the current HGVS guidelines; see
http://varnomen.hgvs.org/, where examples of acceptable nomenclature are provided.

Conflict of Interest

Psycho-Oncology requires that all authors disclose any potential sources of conflict of interest. Any
interest or relationship, financial or otherwise that might be perceived as influencing an author's
objectivity is considered a potential source of conflict of interest. These must be disclosed when
directly relevant or directly related to the work that the authors describe in their manuscript. Potential
sources of conflict of interest include, but are not limited to, patent or stock ownership, membership
of a company board of directors, membership of an advisory board or committee for a company, and
consultancy for or receipt of speaker's fees from a company. The existence of a conflict of interest
does not preclude publication. If the authors have no conflict of interest to declare, they must also
state this at submission. It is the responsibility of the corresponding author to review this policy with
all authors and collectively to disclose with the submission ALL pertinent commercial and other
relationships. The Conflict of Interest statement should be included within the main text file of your
submission.

Funding

Authors should list all funding sources in the Acknowledgments section. Authors are responsible for
the accuracy of their funder designation. If in doubt, please check the Open Funder Registry for the
correct nomenclature: http://www.crossref.org/fundingdata/registry.html

Authorship

The list of authors should accurately illustrate who contributed to the work and how. All those listed as
authors should qualify for authorship according to the following criteria:

1) Have made substantial contributions to conception and design, or acquisition of data, or analysis
and interpretation of data;

2) Been involved in drafting the manuscript or revising it critically for important intellectual content;

3) Given final approval of the version to be published. Each author should have participated sufficiently
in the work to take public responsibility for appropriate portions of the content; and

4) Agreed to be accountable for all aspects of the work in ensuring that questions related to the
accuracy or integrity of any part of the work are appropriately investigated and resolved.

Contributions from anyone who does not meet the criteria for authorship should be listed, with
permission from the contributor, in an Acknowledgments section (for example, to recognize
contributions from people who provided technical help, collation of data, writing assistance,
acquisition of funding, or a department chairperson who provided general support). Prior to
submitting the article all authors should agree on the order in which their names will be listed in the
manuscript.

Additional authorship options

Joint first or senior authorship: In the case of joint first authorship a footnote should be added to the
author listing, e.g. X and Y should be considered joint first author’ or X and Y should be considered
joint senior author.’

ORCID

As part of our commitment to supporting authors at every step of the publishing process, Psycho-
Oncology requires the submitting author (only) to provide an ORCID iD when submitting a manuscript.
This takes around 2 minutes to complete. Find more information here.

Publication Ethics
Psycho-Oncology is a member of the Committee on Publication Ethics (COPE). Note this journal uses



http://varnomen.hgvs.org/
http://www.crossref.org/fundingdata/registry.html
https://authorservices.wiley.com/author-resources/Journal-Authors/Submission/orcid.html
http://publicationethics.org/

iThenticate's CrossCheck software to detect instances of overlapping and similar text in submitted
manuscripts. Read our Top 10 Publishing Ethics Tips for Authors here. Wiley’s Publication Ethics
Guidelines can be found at https://authorservices.wiley.com/ethics-guidelines/index.html

6. AUTHOR LICENSING

If your paper is accepted, the author identified as the formal corresponding author will receive an
email prompting them to log in to Author Services, where via the Wiley Author Licensing Service
(WALS) they will be required to complete a copyright license agreement on behalf of all authors of the
paper.

Authors may choose to publish under the terms of the journal’s standard copyright agreement, or
OnlineOpen under the terms of a Creative Commons License.

General information regarding licensing and copyright is available here. To review the Creative
Commons License options offered under OnlineOpen, please click here. (Note that certain funders
mandate that a particular type of CC license has to be used; to check this please click here.)

Self-Archiving definitions and policies. Note that the journal's standard copyright agreement allows
for self-archiving of different versions of the article under specific conditions. Please click here for
more detailed information about self-archiving definitions and policies.

Open Access fees: If you choose to publish using OnlineOpen you will be charged a fee. A list of Article
Publication Charges for Wiley journals is available here.

Funder Open Access: Please click here for more information on Wiley's compliance with specific
Funder Open Access Policies.

7. PUBLICATION PROCESS AFTER ACCEPTANCE
Accepted article received in production

When your accepted article is received by Wiley's production production team, you (corresponding
authors) will receive an email asking you to login or register with Author Services. You will be asked to
sign a publication licence at this point.

Accepted Articles

The journal offers Wiley's Accepted Articles service for all manuscripts. This service ensures that
accepted ‘in press’ manuscripts are published online very soon after acceptance, prior to copy-editing
or typesetting. Accepted Articles are published online a few days after final acceptance, appear in PDF
format only, are given a Digital Object Identifier (DOI), which allows them to be cited and tracked, and
are indexed by PubMed. After publication of the final version article (the article of record), the DOI
remains valid and can continue to be used to cite and access the article.

Accepted Articles will be indexed by PubMed; submitting authors should therefore carefully check the
names and affiliations of all authors provided in the cover page of the manuscript so it is correct for
indexing. Subsequently the final copyedited and proofed articles will appear in an issue on Wiley
Online Library; the link to the article in PubMed will automatically be updated.

Proofs

Once your paper is typeset you will receive email notification of the URL from where to download a
PDF typeset page proof, associated forms and full instructions on how to correct and return the file.

Please note that you are responsible for all statements made in your work, including changes made
during the editorial process and thus you must check your proofs carefully. Note that proofs should be
returned 48 hours from receipt of first proof.

Early View

The journal offers rapid speed to publication via Wiley's Early View service. Early View (Online Version
of Record) articles are published on Wiley Online Library before inclusion in an issue. Note there may
be a delay after corrections are received before your article appears online, as Editors also need to


http://www.wileyauthors.com/ethics
https://authorservices.wiley.com/ethics-guidelines/index.html
http://www.wileyauthors.com/onlineopen
http://www.wileyauthors.com/licensingFAQ
http://www.wileyauthors.com/OAA
http://www.wileyauthors.com/compliancetool
http://www.wileyauthors.com/APCpricing
http://www.wileyauthors.com/funderagreements
https://authorservices.wiley.com/bauthor/
http://olabout.wiley.com/WileyCDA/Section/id-404512.html#ev

review proofs. Once your article is published on Early View no further changes to your article are
possible. Your Early View article is fully citable and carries an online publication date and DOI for
citations.

8. POST PUBLICATION
Access and sharing

When your article is published online:

* You receive an email alert (if requested).

* You can share your published article through social media.

* As the author, you retain free access (after accepting the Terms & Conditions of use, you can view
your article).

* The corresponding author and co-authors can nominate up to ten colleagues to receive a publication
alert and free online access to your article.

Article Promotion Support

Wiley Editing Services offers professional video, design, and writing services to create shareable video
abstracts, infographics, conference posters, lay summaries, and research news stories for your
research - so you can help your research get the attention it deserves.

Measuring the impact of your work

Wiley also helps you measure the impact of your research through our specialist partnerships with
Kudos and Altmetric.

9. EDITORIAL OFFICE CONTACT DETAILS
Psycho-Oncology@wiley.com
Author Guidelines Updated 22nd November 2019

Tools

A Submit an Article
Browse free sample issue
A  Getcontent alerts

@  Subscribe to this journal


https://wileyeditingservices.com/en/article-promotion/?utm_source=wol&utm_medium=backlink&utm_term=ag&utm_content=promo&utm_campaign=prodops
http://www.wileyauthors.com/kudos
http://www.wileyauthors.com/altmetric
mailto:Psycho-Oncology@wiley.com
http://mc.manuscriptcentral.com/pon
https://onlinelibrary.wiley.com/toc/10.1002/(ISSN)1099-1611/free-sample
https://onlinelibrary.wiley.com/action/doUpdateAlertSettings?action=addJournal&journalCode=10991611
https://ordering.onlinelibrary.wiley.com/subs.asp?ref=1099-1611&doi=10.1002/(ISSN)1099-1611

