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Oncology nurses’ strategies and barriers in identifying distress

in patients with cancer
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BACKGROUND: Oncology nurses have an important
role inidentifying mental health distress; however,
the research to date indicates that oncology nurses
often do not accurately detect this distress.

g

OBJECTIVES: The aim of this study is to explore
oncology nurses’ perspectives on indicators of
distress in patients, the strategies they use in
identifying these signs of distress, and the barriers
they face in recognizing these indicators.

METHODS: Twenty oncology nurses were
interviewed. The study used the grounded theory
method of data collection and analysis.

FINDINGS: Nurses relied on a number of emo-
tional and behavioral indicators to assess distress.
Nurses reported that indicators of mental health
distress often were expressed by patients or their
caregivers. Strategies to identify distress were lim-
ited, with nurses reporting that their only method
was directly asking the patient. Barriers to identify-
ing distress included patients concealing distress,
nurses’ lack of training, and time constraints.

KEYWORDS
prevention and detection; distress
management; depression; anxiety
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A CANCER DIAGNOSIS, PARTICULARLY FOR THE FIRST TIME, can cause a major
upheaval in a person’s life. During the treatment trajectory, people with cancer
can suffer tremendous physical and emotional distress (Kaul et al., 2017;
Zebrack et al., 2015). The literature indicates that about 30% of people with
cancer will develop an anxiety or mood disorder (Nakash, Liphshitz, Keinan-
Boker, & Levav, 2013). One study that looked at the World Mental Health
Surveys from 13 countries found that the prevalence rates for mood and anx-
iety disorders in a given year were higher in patients with cancer (18%) when
compared with people who did not have cancer (13%) (Nakash et al., 2014).

Appropriate treatment of mental health disorders in patients with cancer
can affect the trajectory of the disease (Carlson & Bultz, 2004); the length
of hospital stay (Prieto et al., 2002); treatment adherence and efficacy
(Kennard et al., 2004); satisfaction with treatment (Bui, Ostir, Kuo, Freeman,
& Goodwin, 2005); and possibly prognosis and quality of life (Institute of
Medicine, 2008; Sanjida et al., 2016). However, several studies have doc-
umented a treatment gap among patients with cancer when it comes to
addressing their mental health (Kaul et al., 2017; Nakash et al., 2013). The
treatment gap refers to the proportion of individuals with cancer who also
have comorbid mental disorders that are not receiving treatment. This gap is
universal, with 40% of people meeting this criterion in high- and low-middle-
income countries (Nakash et al., 2013). Untreated comorbidities may have a
severely negative effect on the illness trajectory and on patients’ quality of
life (Singer, Das-Munshi, & Brihler, 2010).

A timely and accurate diagnosis of mental health disorders is the basis
for mental health treatment and is critical to increase use of services when
needed and reduce the treatment gap. Screening for mental health distress
is so important that it has been recommended as a standard of care by sev-
eral organizations, including the National Comprehensive Cancer Network
(Lazenby, 2014; National Coalition for Hospice and Palliative Care, 2013) and
American College of Surgeons (2016). The Hospital Anxiety and Depression
Scale is a reliable measure to screen for distress (Zigmond & Snaith, 1983).
This is a self-report scale with 14 items, including symptoms of anxiety and
depression (Walker et al.,, 2007). Another frequently used measure is the
Distress Thermometer (Holland & Bultz, 2007), which is a self-report measure
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consisting of a line with a 0-10 scale, anchored at the o point with
“no distress” and at the 10 point with “extreme distress.” Patients
who score 4 and above are considered distressed enough to need
intervention. The measure has been used extensively and suc-
cessfully in research with patients with cancer (Donovan, Grassi,
McGinty, & Jacobsen, 2014; O’Donnell, 2013).

Despite these recommendations and the availability of reliable
tools to measure distress, the research indicates that healthcare
providers (HCPs) frequently fail to recognize mental health dis-
orders in patients with cancer (Holland & Alici, 2010; Miyajima
et al., 2014; Werner, Stenner, & Schiiz, 2012). Most published data
suggest that HCPs’ ability to accurately detect emotional distress
in patients with cancer is poor (Fallowfield, Ratcliffe, Jenkins, &
Saul, 2001; Werner et al., 2012). For example, in one study (S6llner
et al., 2001), only 30% of patients with cancer who were severely
distressed were identified by their oncologists as experiencing
any mental health issues. Although the recognition of emotional
distress can be hampered by the unwillingness of patients to dis-
close such concerns, HCPs are also frequently reluctant to probe
these areas adequately (Granek, Nakash, Ben-David, Shapira, &
Ariad, 2018a; Séllner et al., 2001).

As this review indicates, mental health distress in patients with
cancer is common, and accurate identification of this distress is
critical for improving the quality of life of patients and their fam-
ilies. Oncology nurses play an important role when it comes to
identifying distress, because they have frequent and ongoing con-
tact with patients and their families (Estes & Karten, 2014; Vitek,
Rosenzweig, & Stollings, 2007). For example, Musiello et al. (2017)
pilot tested routine screening by a psychologist and a nurse in an
outpatient oncology clinic. Using the Distress Thermometer, they
found that nurses spent more time talking to patients about the
screening results and were more likely to make referrals to the
appropriate services than the psychologists (Musiello et al., 2017).

Despite this central role in potentially identifying distress, the
research to date indicates that much like other HCPs, oncology
nurses overall often do not detect patients’ mental health distress
accurately (Kaneko et al., 2013; Miyajima et al., 2014; Nakaguchi et
al,, 2013). For example, McDonald et al. (1999) looked at 40 clinic
nurses in 25 community-based ambulatory oncology clinics and
found that, of 1,109 patients with cancer, nurses were able to cor-
rectly identify clinical depression only 29% of the time when the
depression was mild, and only 14% of the time when the depression
was severe. McDonald et al. (1999) concluded that nurses tended to
underestimate the level of depression in their patients, particularly
for those who were suffering from severe depression. Similarly,
in another study conducted in Japan (Nakaguchi et al., 2013), 17
oncology nurses were asked to rate the supportive care needs of 439
patients who also filled out a needs assessment. The concordance
rates between patients’ and nurses’ assessments of supportive care
needs was low, and the authors concluded that nurses’ recognition
of patients’ psychological needs was poor (Nakaguchi et al., 2013).

“A timely and accurate
diagnosis of mental
health disorders is
the basis for mental
health treatment.”

Research on oncology nurses’ self-perception corroborates these
findings. In some survey studies, oncology nurses expressed con-
cern about their abilities to detect distress in patients with cancer
(Kaneko et al., 2013; Pehlivan & Kiiciik, 2016). In a study by Kaneko
et al. (2013) of 88 oncology nurses who filled out a questionnaire,
more than half reported that they were very concerned about their
abilities to assess anxiety and depression of patients with cancer. In
another study of 157 nurses who were evaluated for their ability to
detect distress, more than 20% of the sample reported that they felt
they did not have the knowledge to perform psychosocial evalua-
tions on patients (Pehlivan & Kiiciik, 2016).

Oncology nurses’ barriers in identifying mental health dis-
tress in patients with cancer include a lack of time and resources
(Dilworth, Higgins, Parker, Kelly, & Turner, 2014; Giiner,
Hicdurmaz, Kocaman Yildirim, & inci, 2018; Turner et al., 2018),
lack of knowledge (Gliner et al., 2018), and lack of privacy to talk
to patients about their potential distress (Turner et al., 2018).

Given that patients with cancer often suffer from mental health
distress that is not identified and not treated by their HCPs, and
given the evidence that this treatment gap may be caused by
oncology nurses’ inability to accurately detect mental health dis-
tress, this study aimed to explore how oncology nurses address this
problem. In this study, oncology nurses were asked directly about
what they look for and how they identify mental health distress in
patients with cancer, with an additional focus on strategies for and
barriers to identifying distress from their own perspectives.

Methods

Design and Participants

This study came out of a larger research project examining how
oncology HCPs identify suicidality in patients with cancer (Granek
et al,, 2017, 2018a, 2018b). The study used the grounded theory
method of data collection and analysis (Charmaz, 2006; Glaser &
Strauss, 1967). Grounded theory emphasizes a method of inquiry
and the products of that inquiry. It can be used to explore people’s
experiences and can aim toward theory development. Although
a theoretical model was developed in previous articles from this
project (Granek et al., 2017), the research question asked in this
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study did not lend itself well to developing a theoretical model.
Nonetheless, the study employed all the hallmarks of grounded
theory, including no preconceived codes or categories and the use
of theoretical sampling, memos, line-by-line coding, and constant
comparison in data analysis. Recruitment involved 20 nurses who
were interviewed about their perceptions on indicators of mental
health distress in patients with cancer. Nurses were asked about
what strategies they use in identifying this distress and the barri-
ers they face in recognizing distress. All nurses who participated in
the study worked exclusively with patients with cancer in oncology
units (see Table 1).

The principal investigator is a psychologist with a background
in mental health in the oncology context. To maximize perspec-
tives on the study topic and reduce bias toward mental health
services, an interprofessional research team was composed; it
included a health psychologist, clinical psychologist, radiation
oncologist, medical oncologist, and research assistant with a
social sciences background. Discussions resulted in a diver-
sity of professional and disciplinary views about the emerging
dataset. When discussing indications of mental health distress
in patients, the psychologists were able to describe definitions
of clinical depression and anxiety, and the medical and radiation
oncologists were able to shed light on the importance of physical
symptoms as indications of distress.

Procedure

Research ethics board approvals were obtained at the start of the
study. Potential participants were emailed information about the
study by the co-investigators and asked to respond if they wished
to hear more about the research. Twenty nurses responded.
Participants signed a consent form before beginning the inter-
view. A semistructured interview guide was used. All interviews
were audio recorded and later transcribed, with all information
that could identify participants removed from the transcripts.
Questions focused on how nurses identify mental health distress
in patients, including probes about symptoms they look out for,
things that stand out to them that require special attention, and
concrete examples of patients in whom distress was identified.
Questions also focused on challenges and struggles in identifying
distress in patients.

Data Analysis

Data collection and analysis took place at the same time, and
analysis proceeded with line-by-line coding of the transcripts.
Analysis was inductive. Categories and codes emerged from par-
ticipants’ stories, rather than from codes or categories that were
preconceived. Throughout the analysis, constant comparison
was used to explore the relationships within and across codes
and categories. The study team met frequently to discuss emerg-
ing findings and to ensure consistency in the emerging coding
scheme throughout the process of data collection and analysis.

Data collection was stopped when data saturation was reached.
NVivo, version 10.0, was used to store and organize the data.

Findings

Identification of Mental Health Distress

When oncology nurses were asked to speak about identifying
mental health distress in patients with cancer, they reported on
three major themes: (a) emotional indicators, with the subthemes

TABLE 1.
SAMPLE CHARACTERISTICS (N = 20)

CHARACTERISTIC X SD
Age (years) ‘ 51.2 ‘ 9
CHARACTERISTIC n
Gender

Female 19
Male 1

Family status

Married 14
Divorced or separated 4
Single 2

Years in practice

5-15 9

More than 15 1

Oncology unit?

Ward or hospice 10
Day hospital 9
Clinic 6
Radiation 5
Palliative care 3
Oncology emergency department 2

Number of patients seen per week

5-15 2
16-25 3
26-40 5
More than 40 10

2Participants could choose more than one response.
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of major depressive symptoms, anger and irritation, anxiety, patient’s social isolation; and (c) verbal indicators, including
and avoidance and depersonalization; (b) behavioral indica- expressions of concern from the patients and their families (see
tors, including crying, the patient’s physical appearance, and the  Figure 1).

FIGURE 1.
QUOTATIONS REGARDING IDENTIFICATION OF MENTAL HEALTH DISTRESS IN PATIENTS WITH CANCER
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EMOTIONAL INDICATORS

Major depressive symptoms

B "You see that the person is less cooperative. They eat less. They stay in bed
more. They are less active. They're sometimes apathetic”

B ‘| asked her how she is doing, and she said: 'I'm tired all day, and | sleep all
the time! It could indicate depression.”

B "They're having a hard time coping. They don't sleep and stopped eating. All
the signs of depression.”

Anger and irritation

® “Sometimes the anxiety will be expressed by impatience, irritation, a will to run
out of here as fast as possible. It's when they can't handle being around here”

B “We have patients who burst out, who scream. | see it as another indicator for
mental health distress. | had such a patient who was screaming at the doctor.
| started talking with him and realized that he was really in a difficult mental
health distress.”

B “There are states of anger in which they attack you about everything you do or
say. Why do they need to wait so long for medications or for the nurse to come?
They're irritated all the time and shout: "Hey, | was before him. | was here first!’
Many times afterwards, they say it wasn't against me. If you listen, they say: ‘I was
just at the doctor’s, and my test results are lousy. | can't deal with it anymore.”

Anxiety

m “Ifyou look in their eyes, many times you see a frightened person. They're
afraid to die. They're having a life-threatening disease. You can see it in their
body language”

B "They tell me they're having trouble falling asleep and they wake up at night
many times. They tell me most of the day they are occupied with anxious
thoughts that are caused by the threat on their life”

B ‘| have a new patient who received the diagnosis and [was] supposed to
undergo very difficult radiation. She expressed severe anxieties. She’s
constantly thinking what will be, because the doctor explained there will be
difficult side effects. She hasn't received anything yet. She hasn't started. But
her distress, her anxiety is enormous.”

Avoidance and depersonalization

B "You should check if the patient’s reaction is adjusted to their current con-
dition. If a person received bad news, then of course they will cry. But if they
‘light up’ with joy and happiness, something is not right.’

B ‘| received a patient who had to undergo surgery and came to receive adjuvant
care. He came with his wife. | noticed that he’s not cooperative. He doesn't
sitstill, doesn't listen. Nothing. He was in great distress. | started himon a
treatment, and | asked him why he isn't listening. 'I'm hyperactive, | don't want
to hear because | don't think it's really me standing in front of you when you
explain all these things. I'm not sick. Explain things only to my wife.”

B “There are cases of emotional incongruity with the situation. When someone
is too happy, | say something’s off."

BEHAVIORAL INDICATORS

Crying

B "You see a patient who is crying. You see the sadness in their eyes. They sit
withdrawn, don't want to talk so much. They're very sad."

® “They cry. They talk about how they don't see a future, don't see a reason to live”

B “Shesaid: ‘I crya lot, all the time. Suddenly | burst outin tears, and | don't
have patience for anybody.”

Physical appearance

B “One should find out if the patient is taking showers, if they are eating.’

® “There are things that indicate distress: They stop working, they're at home
more, they don't feel like going out. Their outfitis suddenly neglected, like if
someone who used to arrive here was well kept, and suddenly doesn't have
[the] desire to take care of herself"

® “She was really scared, frightened. | saw it in how she moved. On her look, on
her behavior.

Social isolation

B "They can't handle being here. Sometimes it manifests in how they come in
and straight away detach themselves from their surroundings. They search
for the quiet corner to isolate themselves. | had a patient who, the minute he
walked in, walked into the room, shut down the light, and sat in the dark and
quiet”

® “Sometimes [an indicator] is their silence. You see they're building some wall
around them, and keep their eyes down, and they don't care about what is
going on around them.”

B “There are those who come alone. | ask them many times: ‘Did you come by
yourself?” Some say: ‘| don't want anyone to come with me, but others say:
‘Everybody’s busy. My kids are dropping me off and come to take me when
I'm done.”

VERBAL INDICATORS

Patient’s verbal indicators

® “There are a lot of desperate people here who say: ‘It's difficult for us. We
can'tanymore.”

B “Apatient can tell me: 'l feel so sad. | need help.”

® “There are people who say they exhausted [life]. That they are tired of suffering.”

Caregiver's verbal indicators

® “Sometimes the indication comes from their spouse, from their daughters,
their sister-in-law. Sometimes family members call me.

B “Many times the family asks that the patient will be given antidepressants.”

B “Sometimes when the patient steps out of the room, their family members
say: They're depressed, they're not doing anything, they don't want to live.”
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Emotional Indicators of Mental Health Distress

Nurses reported that the first symptoms they noticed that
indicated mental health distress in patients were indicators
of major depressive disorder. These symptoms could include
anhedonia, apathy and withdrawal, general sadness, hopeless-
ness and helplessness, flat affect, and despondency. Nurses
also considered expressions of irritability and anger as poten-
tial signs of mental health distress. This could be expressed by
patients by being generally irritable, or it could be anger and
aggression directed toward the nurses or doctors treating the
patients.

Fear and anxiety also were reported as signs of mental health
distress. This anxiety could be around the diagnosis, the prog-
nosis, treatments, the unknown, and death and dying. Signs of
this anxiety in patients included experiencing rumination and
intrusive thoughts, being uncooperative, being restless, and
having difficulties sleeping. Nurses reported that when patients
appeared to have an incongruent response to the treatment, or
when they wanted to avoid all conversation about their condition,
it could indicate mental health distress in the form of avoidance
and depersonalization.

Behavioral Indicators of Mental Health Distress

Nurses reported that an obvious sign of mental health distress
in patients was when they cried while receiving treatments or
while talking about their condition. The way a patient looked also
could indicate mental health distress. Examples included when a
patient looked disheveled or appeared to be neglecting activities
of daily living, such as personal hygiene and diet (e.g., not show-
ering, eating less, appearing to be unkempt). Nurses noted that
patients who isolated themselves out of choice or who appeared
to be lonely without any social support could also indicate mental
health distress.

Verbal Indicators of Mental Health Distress

Nurses reported that patients often verbalize their mental health
distress explicitly. These indicators included statements like the
following:

“I'm sick and tired of this.”

“I want to die.”

“I don’t want to live in pain.”

“I don’t have meaning in life.”

“I don’t want to suffer.”

“It’s too hard to cope.”

“I'm in distress.”

In addition to a patient’s verbal indicators of distress, nurses
reported that family members or caregivers often talked to the
nurse about the patient’s mental state. This included reporting
on the patient’s depression, asking that the patient be given anti-
depressants, or asking the nurse to intervene to help the patient
with distress.

FIGURE 2.

QUOTATIONS REGARDING STRATEGIES

FOR IDENTIFYING MENTAL HEALTH DISTRESS
IN PATIENTS WITH CANCER

INQUIRING DIRECTLY

® “To give an example [for how | inquire]: While | was hooking up a breast
cancer patient to the treatment, | was asking her how she is doing. She
started wiping some tears away, so | asked her what happened, so she
said: ‘Nothing, | cry for no reason. 'So you cry a lot lately?" ‘Yes, | cry a lot,
allthe time.”

m “When | feel there's mental health distress but the patient hasn't talked
about it, | sometimes check. | can say something like: ‘It sounds like you're
very worried about X, Y, Z, or I'm asking: ‘Are you feeling in distress? Are
you feeling depressed?”

B “Inthe intake interview, we ask both about physical symptoms and about
mental health distress. And whether it's a new characteristic, is it preexist-
ing, how did they cope in the past and with what resources? According to
these things we identify."

Strategies for Identifying Mental Health Distress

When nurses were asked about their strategies for identifying
mental health distress in patients, they reported only on one
theme that involved inquiring directly with patients. Supporting
quotations are presented in Figure 2.

Nurses reported that they asked patients directly about how
they were doing in multiple domains of their life. This included
asking patients about their work; how they were feeling acutely
and how they feel on a day-to-day basis; and how they were
doing generally, physically and emotionally. In addition, nurses
reported that they inquired about how they were before the dis-
ease and how they were doing currently in each of these domains
to assess the level of their distress.

Barriers to Identifying Mental Health Distress

When asked to report on barriers to identifying mental health
distress in patients, nurses spoke about three main themes that
included patients concealing the distress, nurses’ lack of training
to identify distress, and time constraints. Supporting quotations
are presented in Figure 3.

One barrier in the detection of mental health distress is when
patients themselves concealed their feelings from the healthcare
staff. Nurses reported that this distress often was mentioned by
caregivers of these patients but rarely seen by the healthcare staff.
Oncology nurses reported that they had no formal training in
the identification of mental health distress. In their view, this
was a significant barrier to helping patients. The only nurses who
did receive training on identification of mental health distress
were those who had training in supportive or end-of-life care.
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FIGURE 3.

QUOTATIONS REGARDING BARRIERS

TO IDENTIFYING MENTAL HEALTH DISTRESS
IN PATIENTS WITH CANCER

PATIENT CONCEALS DISTRESS

B “There are the more private persons who like to keep to themselves. There
are those about whom you hear more from the caregivers.”

® “ltwas difficult to identify [her mental health distress], because although
she did not look so good at the doctor, when | tried to talk with her, she
tried to exhibit a good, cheerful mood. But her sister called and said she
feels something is going on with the patient, that she has mental health
issues.”

B “There are those who don't express their mental health distress. Not
always is it written on their face. You need to have a little experience to
seeit”

LACK OF TRAINING

B | refer patients to social workers because they have more knowledge. To
tell you the truth—I don't have the right tools."

B ‘| haven't received any training of a psychologist or a social worker, but
my experience has taught me a lot on how to manage [mental health
distress in patients]."

® “Truthis, | was never in any setting that indicators for mental health
distress in patients was discussed.”

TIME BARRIERS

® "Sometimes there’s a small window of opportunity when we find
ourselves one-on-one [with a patient]. Because usually we're like mice:
coming, going, hanging [IVs], running to the next patient. So when there's
time, a conversation can be developed. But since | came here it's been
more ‘putting out fires’ than initiated conversations with patients.”

® “Sometimes you don't have the time to physically sit with the patient.

At the same time you got some other patients who want to get their
treatment and go home. Identification of mental health distress requires
one-on-one care, sitting together for an hour, and not for the 15 minutes
we have. | don't think | have the conditions at work to identify.”

B “Less of our time is dedicated to really sitting with the patients, hearing
them, or talking with them. The work is very intensive. It does happen
from time to time, but usually we don't have time. We are so busy with all
the things ‘around’ the patient and not with the patient, so we see less of
the patient.”

Therefore, identification of distress was based on experience
rather than formal training.

Finally, nurses reported that a major barrier to identifying
mental health distress was a lack of time to sit and listen to
patients. Nurses also reported being so overburdened with
practical care responsibilities that they rarely had time to
get to know patients and talk to them about their emotional
well-being.

Discussion

This study explored oncology nurses’ identification of mental
health distress in patients. Previous studies have surveyed nurses
about their abilities to identify distress or examined the concor-
dance rate between patients’ assessment of their psychosocial
needs and nurses’ abilities to accurately identify these needs
(Kaneko et al., 2013; McDonald et al., 1999; Nakaguchi et al.,
2013). To the authors’ knowledge, this is one of the few studies to
explore in-depth what nurses look for when identifying distress
and what challenges they face in this task. The authors found
that nurses relied on a number of indicators to assess emotional
distress. These included emotional indicators, such as symp-
toms of major depressive disorder, anger and irritation, anxiety
or fear, and avoidance or depersonalization. Behavioral indica-
tors included crying, physical appearance, and social isolation.
Finally, nurses reported that indicators of mental health distress
often came directly from patients or their caregivers. Strategies
for identifying mental health distress were limited, with nurses
directly asking patients as their only approach. Finally, barriers
to identification of distress included patients concealing distress,
nurses’ lack of training, and time constraints.

These findings help illustrate nurses’ abilities to correctly
name indicators of distress. For example, symptoms of major
depressive disorder (e.g., poor appetite, apathy, sleepiness,
seeming depressed) are appropriate cues to follow up on in
patients with cancer. Other indicators reported, such as crying,
physical appearance, anger, and social isolation, are more
ambiguous and may or may not indicate emotional distress in
patients. Nonetheless, the naming of these indicators suggests
that oncology nurses are highly attuned to patients’ affective and
physical state and rely on a number of cues to help them assess
whether a patient is in distress. Conducting direct observations
using explicit diagnostic questions provides more reliable diag-
nostic information and reduces bias (Nakash & Alegria, 2013).

However, more concerning findings from this study pertain to
the limited strategies in identifying distress and the barriers listed
in attending to this task. Asking patients directly is one effective
way to assess distress, but it is limited in scope, particularly when
administered in an inconsistent and unstructured manner. Some
patients may be reluctant to answer these personal questions,
and asking patients in an ad hoc way about their distress may not
generate an accurate assessment of their emotional state. Other
research, primarily among patients receiving psychiatric care,
suggests that using ad hoc strategies for assessment can result in
missing information and misdiagnosis (Nakash & Nagar, 2018).

Barriers to identification of distress, including lack of training
and the perception that patients are concealing their distress,
also can be addressed. A few studies have evaluated the efficacy
of communication skills training for oncology nurses to improve
detection of mental health distress in patients (Brown et al,
2009; Fukui, Ogawa, Ohtsuka, & Fukui, 2009). For example, one
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randomized controlled trial found that nurses who received com-
munication skills training were better able to detect distress in
newly diagnosed patients with cancer compared to those who did
not receive the training (Fukui et al., 2009).

Limitations

For this study, selection bias may pose a risk to generalizabil-
ity, because it is possible that nurses who agreed to participate
in the study were those who felt more comfortable with and
skilled in managing issues related to emotional distress among
patients. It is plausible that the challenge of making correct
diagnostic decisions and recognizing emotional distress may be
even more prominent among the oncology nursing community
at large. Further research could include surveying the patients
themselves to see whether a treatment gap exists between
patients’ needs and nurses’ ability to identify them. In addition,
the data presented in this study can be supplemented by record-
ing clinical encounters and analyzing what transpires in these
interactions and where nurses may miss opportunities to iden-
tify patients’ distress.

Implications for Practice and Research

A cost-effective solution to address time limitations is conduct-
ing a short systematic screening for emotional distress (Adler
& Page, 2007; Institute of Medicine, 2008). Diagnostic deter-
minations of mental health distress in the oncology context are
frequently made in environments that are low on resources and
high on demands. Therefore, the use of any diagnostic system
must address missing information. One potential approach
to increasing diagnostic efficiency is using question probes to
make an accurate psychiatric diagnosis. Probes to identify major
depressive disorder can include questions assessing mood (low
or depressed) and interest or pleasure (diminished or reduced).
A study conducted among patients in outpatient mental health
clinics showed that using these probes can significantly improve
the accuracy of diagnostic decisions (Nakash, Nagar, & Kanat-
Maymon, 2015). Future research can examine whether these
probes or other screening questions can improve diagnostic deci-
sions in oncology care.

A different approach to facilitating a time-efficient assess-
ment of emotional distress can include using reliable and valid
screening measures for prevalent mental health disorders, such
as anxiety and depression. Implementing such an approach will
require a systematic screening of all patients to avoid bias in
evaluation. Patients who meet the cutoff points can be followed
up with by a thorough assessment by an oncology nurse or a
social worker. Systematic screening for emotional distress fos-
ters a holistic and comprehensive approach to care for patients
with cancer (Adler & Page, 2007; Institute of Medicine, 2008).
One commonly used measure for emotional distress screening
is the Distress Thermometer (Holland & Bultz, 2007). This is a

IMPLICATIONS FOR PRACTICE

one-item self-report measure that is simple to administer and has
been recommended for clinical use in oncology care (Donovan
et al,, 2014; O’Donnell, 2013), including by oncology nurses
(Vitek et al., 2007). To date, there is limited empirical research
that has examined outcomes of systematic screening for mental
health disorders among patients with cancer (Carlson, Waller, &
Mitchell, 2012).

This study’s findings emphasize the need to allocate appro-
priate resources (primarily dedicated effort time) to help nurses
identify and address the mental health concerns of patients. In
addition, to provide integrative care, nurses can receive basic
training to systematically identify mental health distress and,
perhaps more importantly, to provide initial response to alle-
viate the emotional suffering of patients. Such training can
provide a foundation about mental health concerns, as well as
tools to address these concerns. Nurses have a critical role as
gatekeepers in recognizing emotional distress and providing
initial response and, when needed, appropriate referral to spe-
cialized care.

Stepped Care

To facilitate a stepped care model, nurses can receive training
to provide low-intensity psychological interventions (Bennet-
Levy, Richards, & Farrand, 2010), which generally are based on
cognitive behavioral therapy and delivered via written materials
or information technology with limited professional guidance.
Implementing low-intensity interventions in the general popula-
tion (e.g., school counseling) can reduce anxiety and depressive
symptoms. In addition, studies among primary care physicians
showed that they can be trained to deliver initial care of common
mental disorders, particularly for uncomplicated cases (Andrews,
Cuijpers, Craske, McEvoy, & Titov, 2010; Araya et al., 2003;
Cuijpers, Donker, van Straten, Li, & Andersson, 2010; Osborn,
Demoncada, & Feuerstein, 2006; Tatrow & Montgomery, 2006).
Therefore, stepped care can significantly improve the accessibility
and availability of services and provide a model for holistic care
for comorbid mental health disorders for patients with chronic
illnesses. The American Society of Clinical Oncology has rec-
ommended that different care options be offered, depending on
symptom presentation and general clinical information. Across
these different options, the role of HCPs is critical in mitigating
the severe consequences of comorbid mental health disorders
(Andersen et al., 2014). Being able to provide integrated care
will not only improve patient care but also will improve oncol-
ogy nurses’ knowledge and competency in identifying emotional
distress.
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MENTAL HEALTH DISTRESS

Conclusion

Identifying emotional distress among patients with cancer is only
the first step to providing holistic psychosocial care and dimin-
ishing the mental health treatment gap. Attention can be given to
implementing training models that help nurses improve their com-
munication skills in general and their recognition of potentially
treatable anxiety and depression. Referral to specialized mental
health care should be offered to patients for whom an increased
risk is identified. This stepped care can ensure the delivery of
evidence-based treatment (psychotherapy and psychopharmacol-
ogy) to patients who need treatment for their emotional distress.
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