
1296 Am J Psychiatry 163:7, July 2006

LETTERS TO THE EDITOR

ajp.psychiatryonline.org

factors did not create sufficiently distinct constructs for
comparison.

The authors utilized exploratory factor analysis to derive a
factor structure in which five items (sadness, pessimism, dis-
satisfaction, social withdrawal, indecisiveness) load robustly
on both the somatic/affective and cognitive/affective factors,
artifactually inflating the correlation between the factors. The
authors do not report factor correlations, but factor scores
calculated using the authors’ paradigm correlated highly in
samples of 285 myocardial infarction patients (r=0.79) (2) and
913 patients with unstable angina or myocardial infarction
(r=0.78) (3). This high correlation and substantial item over-
lap, however, raises the question of what is behind the differ-
ential relationship of the factors with physical health indica-
tors. Do only one or two items produce this difference? If so,
which ones?

Further evidence that the report by Dr. de Jonge and col-
leagues on somatic/affective and cognitive/affective factors
may not represent clearly differentiated constructs is found
in the cardiac prognosis analyses. After controlling for phys-
ical health and other depression factors, only the relation-
ship between the somatic/affective factor and cardiovascu-
lar death is significant. Compared to the univariate analysis,
however, the inclusion of additional predictors (all of which
correlate positively with the somatic/affective factor and
cardiac prognosis) counterintuitively increases the hazard-
rate of the somatic/affective factor dramatically (from 1.64
to 3.91), widens its confidence interval substantially, and
transforms the cognitive/affective factor into a protective
factor. The authors incorrectly interpret this as the cogni-
tive/affective factor being “(over)corrected by the somatic/
affective symptoms” (p. 141). Instead, this is a textbook ex-
ample of multicollinearity, which occurs when highly corre-
lated predictors, often measuring the same or similar con-
structs, are included in the same model. When this occurs,
results are not interpretable (4). Thus, while their findings
are intriguing, Dr. de Jonge and colleagues have not suffi-
ciently untangled the somatic and cognitive aspects of de-
pression in myocardial infarction patients adequately
enough to make the case that their respective relationships
to cardiac prognosis differ.

References

1. de Jonge P, Ormel J, van den Brink RH, van Melle JP, Spijkerman

TA, Kuijper A, van Veldhuisen DJ, van den Berg MP, Honig A,

Crijns HJ, Schene AH: Symptom dimensions of depression fol-

lowing myocardial infarction and their relationship with so-

matic health status and cardiovascular prognosis. Am J Psychi-

atry 2006; 163:138–144

2. Bush DE, Ziegelstein RC, Tayback M, Richter D, Stevens S, Zahal-

sky H, Fauerbach JA: Even minimal symptoms of depression in-

crease mortality risk after acute myocardial infarction. Am J

Cardiol 2001; 88:337–341

3. Grace SL, Abbey SE, Pinto R, Shnek ZM, Irvine J, Stewart DE:

Longitudinal course of depressive symptomatology after a car-

diac event: effects of gender and cardiac rehabilitation. Psy-

chosom Med 2005; 67:52–58

4. Cohen J, Cohen P, West SG, Aiken LS: Applied Multiple Regres-
sion/Correlation Analysis for the Behavioral Sciences (3rd ed.).
Hillsdale, NJ, Lawrence Erlbaum Associates, 2003

BRETT D. THOMBS, PH.D.

SHERRY L. GRACE, PH.D.

ROY C. ZIEGELSTEIN, M.D.

Baltimore, Md.

Dr. de Jonge and Colleagues Reply

TO THE EDITOR: Dr. Thombs and colleagues suggest that
part of our results may be due to collinearity, i.e., that the
somatic/affective and cognitive/affective factors would be
so closely correlated that entering them both in a multi-
variate model would produce uninterpretable results. I be-
lieve that this is not in accordance with our data, and I will
present two analyses in support of our view.

First, the differential relationship of the somatic/affec-
tive and cognitive/affective factors with cardiac prognosis
is not due to only one or two items as Dr. Thombs and col-
leagues suggest. We calculated the univariate associations
of all individual Beck Depression Inventory items with car-
diac death and found that the items for dissatisfaction, in-
decisiveness, work difficulty, fatigability, and loss of libido
had significant effects. It is noteworthy that all of these
items are covered by the somatic/affective factor and that
only dissatisfaction and indecisiveness have secondary
factor loadings on the cognitive/affective factor (but the
highest factor loadings on the somatic/affective factor). In
contrast, items such as failure, guilt, punishment, and self-
accusations were associated with a (nonsignificant) de-
creased risk.

Second, to rule out the possibility that our multivariate
analyses produced biased results, we compared the occur-
rence of cardiac death in the following four subgroups: 1)
low scores on both factors (N=300), 2) high scores on the
somatic/affective factor (highest 20%) but low on the cog-
nitive/affective factor (N=24), 3) high scores on the cogni-
tive/affective factor (highest 20%) but low on the somatic/
affective factor (N=34), and 4) high scores on both factors
(N=57). We found event-free proportions of 3.0%, 12.5%,
0.0%, and 7.1%, respectively, and we concluded that the
presence of cognitive/affective symptoms of depression
does not lead to an increased risk (and even seems protec-
tive), while the presence of somatic/affective symptoms
does.

In our two samples, we found substantial factor intercorre-
lations (0.70–0.72), just like Dr. Thombs and colleagues re-
ported in their data set. However, based on the above, we de-
termined that these correlations did not bias our multivariate
results. Despite the overlap, the specific characteristics of the
somatic/affective factor seem to result in an increased risk of
cardiac death, while the specific characteristics of the cogni-
tive/affective factor seem to result in a decreased risk. This
finding is of importance in understanding the effect of de-
pression on cardiac prognosis and may guide our efforts to re-
verse these outcomes.
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