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Abstract 

Background: Forty percent of adult cancer patients suffer from at least one clinically significant 

episode of anxiety and/or depression during their illness. When these mental health problems are 

untreated, patients will adhere less to their treatment regimens and have weakened immune 

systems thereby leading to more disease- related complications and higher rates of morbidity and 

mortality. Despite the high rate of comorbid emotional distress in cancer and its negative 

sequelae, most patients are not receiving appropriate care. Clinical practice guidelines can direct 

the detection and treatment of mental health problems that can be integrated into the cancer 

setting.  

Purpose: The purpose of this quality improvement project was to develop a best-practice 

guideline to screen, assess and manage patients with depression and cancer and test its feasibility 

in an out-patient oncology practice.  

Procedure: A multi-disciplinary consensus group reviewed recent literature and solicited staff 

opinion to develop a set of eight best practice recommendations adapted from the American 

Society of Clinical Oncology Guidelines for Depression and Anxiety. Based on these 

recommendations, a stepped-care model was developed using a multidisciplinary framework and 

including an algorithm with a clinical pathway to guide treatment and work flow. During a five-

week period all new patients were screened at their first appointments with the Patient Health 

Questionionnre-9, (PHQ-9) a self-administered, nine-item scale to detect presence and severity 

of depression. Based on their scores, they were offered psychosocial education and, if necessary, 

referral to community mental health specialists. Descriptive statistics were computed to calculate 

PHQ-9 scores, frequency of use of tool and success of the stepped care model to direct care.  

Results: Between the times of data collection, 308 patients were admitted to the clinic. Of these, 

240 were successfully screened for depression. One-hundred and eighty-nine of these screenings 
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were reviewed by the patient’s provider. According to the cut-off criteria for mild (5-9), 

moderate (10-14), and severe (>15) depression, 84 (mild), 16 (moderate) and 9 (severe) patients 

were identified as positive cases. Over half of the patients (55%) were negative for depression 

while over a third (35%) reported minimal depression. A small portion of patients had moderate 

(7%) and severe (3%) depression. Of the 109 positive screens (PHQ-9 score ≥5), in 61 cases, the 

appropriate hand-off communication to social work occurred. Of the patients successfully triaged 

to social work, all were provided psychoeducation and moderate and severe cases of depression 

were also provided with at least one community referral. Adherence to protocol was 78% and 

was calculated based on: the number of patients successfully screened over the five-week period 

(240), the number of patient screenings reviewed by the patient provider (189) and the number of 

patients successfully referred to social work (61).  

Conclusion: Strategies to increase adherence include improving handoff interdisciplinary 

communication particularly between the technicians responsible for the screening and the social 

worker completing the advanced assessment. This could be done by streamlining work flow 

processes such as assigning one staff member per shift to complete all screenings which would 

also increase accountability. Clinical guidelines and an algorithm to guide practice should be 

adapted by all clinical facilities. This project increased ability of providers to identify depression 

in cancer patients and successfully directed patients to receiving the level of care appropriate to 

their need.   

  

Keywords: psycho-oncology, psychosocial oncology, anxiety, depression, psychological distress, 

cancer distress, cancer distress guidelines, screening cancer care, psychosocial interventions, 

clinical practice guidelines, modified Delphi 
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Clinical Practice Guideline Implementation and Evaluation in an Oncology Practice 

Rates of cancer in Americans have risen exponentially; 40% of United States adults will 

receive a diagnosis over their life span (National Cancer Institute, 2016). Substantive advances in 

bio-medical cancer treatments have prolonged lives, but are virtually unparalleled with any 

efforts to improve psychosocial care for chronic cancer survivors (Institute of Medicine [IOM], 

2008). Due to early detection and tremendous treatment advances, many people with cancer can 

be cured; survivors of the disease can manage it as a chronic illness (IOM, 2008). After patients 

successfully fight cancers, in the survival phase they experience more psychosocial distress than 

they did 20 years ago (Houts, 1986), and less now than they will in 20 years if practices do not 

effect change (Barg, 2007). 

The incidence of clinically significant depression is 14-16% in patients with cancer, and 

22% or more of cancer patients report moderate depression (Mitchell et al., 2011; Linden, 

Vodermaier, Mackenzie & Greig, 2012). About one-third of these patients report clinically 

significant anxiety (Britzenhofe-Szoc et al., 2009). These figures represent values that exceed 

levels by three times the rate of the general population (Waraich, Goldner, Somers & Hsu, 2015).  

Cancer patients with comorbid mental distress experience poorer outcomes than those 

with good mental health. They report low health-related quality of life (Brown et al., 2012), 

adhere less to prescribed medical treatments, and have more disruptions in care (Shimuzi et al., 

2012) contributing to prolonged and sub-optimal recovery (Greer et al., 2008). Treatment-related 

complications occur with higher frequency than patients without psychiatric distress 

(Brintzenhofe-Szoc, Levin, Li, Kissane, Zabora, 2009). Psychologically distressed patients make 

medical decisions less effectively (Salvo et al., 2012) and experience increased adverse 

medication effects (Grassi et al., 2015), unintended side effects from medications, and weakened 
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immune systems (Miller et al., 2008). These issues lead to an increased demand for resources 

and higher cost utilization (McLaughlin, Khandker, Kruzikas & Tummala, 2006). 

Patients with poor mental health are at a higher risk for cancer recurrence and show 

higher rates of morbidity and mortality (related to both cancer-related and non-related deaths) 

than their mentally healthy counterparts (Kisely, Sadeck, Mackenie, Lawrence & Campbell, 

2008). Their emotional statuses could worsen over time if they are not treated; the earlier the 

detection and response the earlier and better the recovery from distress (Rodin et al., 2008). 

Various reports from the IOM and National Research Council (2004, 2006) and IOM 

(1999) proposed suggestions for “crossing the chasm” between the dramatic growth in medical 

science and technology and provision of quality health care. An initial report published by the 

IOM (1999) in Ensuring Quality Cancer Care recognized that some individuals do not receive 

care that is known to be effective for their disease and recommended provisions of psychosocial 

support across all treatment settings. Later reports released by the IOM and National Research 

Council (2004, 2006) mirrored this idea that there was a lack of high quality psychosocial cancer 

care and made recommended specific methods to improving clinical practice by integrating 

psychosocial care plans in cancer care (IOM, 2004). Despite compelling benefits to the 

integration of mental health care, cancer settings are slow to appreciate the deleterious 

consequence of unmet psychosocial needs in cancer patients (Institute of Medicine, 2008). 

Various cancer organizations have urged local practices to refine evidence-based 

guidelines and to develop new, tailored guidelines to address the IOMs’ many calls of action 

(Canadian Association of Psychosocial Oncology (CAPO), 2010; National Comprehensive 

Cancer Network (NCCN), 2015).  As of 2015, the Commision of Cancer (Coc,2012) mandated  
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that cancer centers implement universal emotional distress screenings and develop policies to 

address patients’ psychosocial concerns. 

The practice is a large outpatient hematology oncology clinic in suburban Maryland 

primarily administering chemo and biotherapy for blood and soft tissue cancer.  They are not 

currently screening for depression and anxiety and are in support of developing a psycho-

oncology program. The purpose of this DNP project was to develop, implement, and evaluate a 

clinical practice guideline based on existing evidence for screening and treating cancer patients 

with depression. The outcomes measured were the number of screenings completed, the number 

of screenngs reviewed by oncologists, the number of patients assessed by social work and the 

number of patients educated and referred to community resources. 

Theoretical Framework 

The theoretical framework used in this project is the Model for Delivery of Psychosocial 

Health Services, developed by the IOM’s psychosocial cancer service’s committee (2008). The 

crux of this framework is effective communication between providers and their patients. The 

model has four key concepts that direct the integration of the physical with the mental health care 

of the patient. The first concept is the identification phase, which is focused on assessing specific 

patient psychosocial complaints. This directs the second component, the planning stage, 

involving collaborative goal development and treatment planning for appropriate psychosocial 

service referral. The third phase, the most significant component, is the intervention phase. It 

involves the integration of patients’ somatic and psychosocial care needs requiring a focus on 

provider collaboration. The final stage, evaluation, includes obtaining feedback from patients 

regarding progress and continuation of psychosocial treatment. 
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In the psycho-oncology clinical guideline development, the identification phase is a needs 

assessment in which all patients who present to the clinic are screened with anxiety and 

depression scales to identify psychosocial needs. Assessment scores and subsequent clinical 

interviews, if warranted, direct development of goals for care through a treatment plan. The care 

pathway and treatment algorithm will determine care integration and requirements for the 

management of patient care needs. Patients identified at high risk will receive psychoeducation 

and, if necessary, community referrals. All patients will be encouraged to participate actively in 

their treatment and to participate in shared decision making with their provider which will 

improve their self-efficacy and decrease their risk for development of depression and anxiety. 

The fourth stage, evaluation of distress treatment, occurs continuously throughout the 

intervention phase to determine progress. Depression and anxiety symptoms can be transient and 

event-dependent during the cancer experience causing the need to frequently measure symptoms. 

Measurement of symptoms is required at critical time periods, such as time of cancer diagnosis 

and prior to the first dose of chemotherapy or radiation treatment. These changing symptoms 

might necessitate adjustment of care plans so that clinicians are addressing appropriate 

symptoms in a stage-specific framework. 

Literature Review 

Because there is growing recognition that psychosocial treatment is an integral part of 

care for patients with cancer, the current literature review focused on the most effective methods 

to identity and manage anxiety and depression in this population. Numerous clinical guidelines 

have been developed internationally to direct practice with this population (Anderson et al., 

2014; Butow et al, 2015; Howell et al., 2012; Li et al., 2015; National Comprehensive Cancer 

Network [NCCN], 2015; Appendix A). Although widely disseminated, these clinical practice 
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guidelines have not been tested for adaptability to local cancer settings (Fann et al., 2012; 

Jacobsen, 2009). 

Identifying Depression and Anxiety 

Depression and anxiety often go undiagnosed in an oncology setting. When symptoms 

are not recognized accurately, it compromises effective symptom assessment and management 

(Chidambaram, DeShields, Potter, Olson & Chen, 2014). Due to a lack of training, non-mental 

health professionals, including oncologists, may not be particularly capable of identifying 

distress in their patients (Keller et al., 2014). Health professionals often only respond to patients’ 

verbal cues but do not accurately identify non-verbal signs of emotional distress (Fallowfield et 

al., 2013). They misinterpret patients’ outward presentation of anxiety and depression one-third 

of the time (Fröjd, Lampic, Larsson, Birgegård & Essen, 2007). Patients confirm that they have 

complained of more symptoms than providers have later acknowledge that they had observed in 

clinical studies (Chidambaram et al., 2014). Patients often do not report symptoms of anxiety and 

depression due to the stigma associated with these conditions or the notion that they are 

irrelevant to their care (Jiwa, McManus & Hewitt, 2012). 

Screening 

Identifying psychosocial distress in patients with cancer involves two separate but related 

processes: screening and referral. Screening is the rapid process of determining referral needs for 

more extensive assessment using brief self-report questionnaires. Several screening tools have 

been developed that can be self-administered in the waiting room of a clinical setting (Mitchel, 

2012; Nicholas, 2016). Many of these tools detect the main components of emotional distress, 

depression, and anxiety (Traeger et al., 2012). 
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 Anxiety and depression can occur in all phases of the cancer trajectory. These time 

periods include the point from which patients identify an initial symptom, the biopsy and 

diagnosis, and continue through treatments, survivorship, recurrence or metastases, palliation and 

end-of-life. (Dunn et al., 2013). These are pivotal points in which screenings should be 

completed (Lethborg, Carrie, Sanchia & David, 2008; Murray, et al., 2007; Li et al., 2015; 

NCCN, 2015). 

 The Primary Care Evaluation of Mental Disorders (PRIME MD) (Spitzer et al., 1994) is 

an instrument developed to screen for common mental conditions that co-occurred in medical 

patients presenting to out-patient clinics. Its subscales were validated first in large primary care 

populations with depression as the Patient Health Questionnaire (PHQ-9) (See Appendix B) 

(Kroenke, Spitzer, Williams, Monahan & Lowe, 2002) and the Generalized Anxiety Disorder 

(GAD-7) (see Appendix C) (Kroenke, Spitzer, Williams, Monahan & Lowe, 2007). The PHQ 

has nine items in which the patient is asked to rate the severity in which he or she has been 

bothered from symptoms over the last 2 weeks. The response set ranges from not at all (0) to 

nearly every day (3). The sum score (range 0 to 27) indicates depression severity and a positive 

score is indicated by any score ≥5 (Kroenke, 2001).  The GAD has seven items which similarly 

rate severity of anxiety symptoms over the past 2 weeks from not at all (0) to nearly every day 

(3). The sum score (range 0-21) indicates anxiety severity and a recommended cutpoint is ≥10 

with scores of ≥5, ≥10 and ≥15 indicating mild, moderate and severe levels, respectively 

(Spitzer, 2006). The PHQ-9 and the GAD-7 have now been used in the cancer population and 

become well validated, reliable measures used for both detecting and monitoring depression and 

anxiety in these patients in varying states of the illness trajectory (Ell et al., 2008; Hinz et al., 

2016, Mitchell et al., 2012). These tools are highly sensitive and specific and as a result of their 
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brevity, have a high completion rate (Gillbody et al., 2006; Mitchel et al., 2010). The GAD-7 and 

PHQ-9 scales exist in the public domain. Other guidelines recommend a visual analogue scale, 

the Distress Thermometer (NCCN, 2015) or combine initial screenings for indicators such as 

hyper-arousal and fatigue (Butow et al., 2015). 

Assessment 

 The assessment is an in-depth clinical interview focused on factors related to coping and 

adaptation. The interview may follow administration of the screening based on the agency’s 

protocol (Nichols, 2006). The Pan Canadian Practice Guideline: Screening: Assessment and 

Care of Psychosocial Distress (Depression, Anxiety) in Adults with Cancer (Howell, et al., 2010) 

details optimum screening and focused assessments, detailed flow diagrams, and subsequent care 

pathways. Other guidelines provide similar information and accompanying algorithms to 

illustrate and explain screening and assessment recommendations and protocols to direct care 

(Anderson et al., 2010; Howell et al., 2010). 

 Tools such as the Problem Checklist (NCCN, 2015) or the Edmonston Symptom Assessment 

Scale (ESAS) (Bruera, Kuenn, Miller, Selmser & Macmillian, 1991) may accompany a structured 

clinical interview to provide insight into the context of patients’ anxiety and depression severity, and 

inform possible treatment strategies for the management of their distress (Traeger et al, 2012). Various 

measures are available that can also identify protective factors such as quality of coping strategies and 

social support. There are specific risk factors that should be identified such as poor social support and 

history of mental illness or substance abuse (Howell et al., 2012). Most clinical practice guidelines 

recommend a suicide risk assessment be completed to determine needs for a higher level of 

psychiatric care (Anderson et al; 2015; NCCN, 2015; Traeger et al., 2012). Other guidelines 

recommend nutritional deficits such as anemia and hormonal abnormalities such as 
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hypothyroidism be corrected before diagnosing a mood disorder (Butow eat al., 2015; Li et al., 

2015).  

Stepped Care 

 A stepped-care delivery model is a framework that guides treatment based on patients’ 

symptom severity. Lower intensity recommendations are initially offered and if patients’ 

symptoms do not improve, they are stepped-up to a higher intensity of support. Universal 

interventions are directed towards patients with no anxiety or depression or those with mild 

symptoms such as informational and supportive services. At the next level, patients with 

moderate to severe distress can be offered more extensive counseling and supportive 

interventions along with universal care. At the most severe levels, pharmacological therapies, 

referrals to out-of-clinic specialists such as cancer therapists, psychologists, and/or psychiatric 

providers and case-conferences augment treatment (Hutchinson, Clutton, Youl, & Chambers, 

2014).  

 The stepped care framework is a recommended best practice intervention in the 

guidelines (Li et al., 2015; Anderson et al., 2014). Since it is adequately matched to patient needs, 

it is cost effective and leads to improved patient outcomes (Krebber et al., 2012).  

Collaborative Care  

 The collaborative care model has been recognized repeatedly as a necessary component 

in the medical setting (Institute of Medicine 2001, 2008, 2011; Institute of Medicine & National 

Research Council, 2006). In a collaborative care model of treatment, psychosocial treatment is 

managed by a patient care manager (e.g. nurse, social worker or other provider) who coordinates 

with the entire cancer team to manage the patient’s distress (Nichols, 2016). The point person 

communicates also with referred community specialists. This staff coordinator also determines 



CLINICAL PRACTICE GUIDELINE DEVELOPMENT                                                           13 

and reviews patients’ psychosocial care plan and determines length and duration of treatment and 

will readminister the PHQ-9 and GAD-7 to monitor treatment response. If scores on the scales 

do not improve over the course of treatment, the plan is modified and case conferences with the 

multidisciplinary team are recommended (Ekers et al., 2013; Sharpe et al., 2014). 

 One randomized trial of a collaborative care approach involved 200 patients with mixed 

types and stages of cancer who were diagnosed with major depression. The seven-session 

manualized intervention was administered by nurses and supervised by psychiatrists. The 

program included education about depression, problem solving therapy, antidepressant 

medications when indicated, and communication with the patient’s primary care physician. 

There was a significant reduction in depression symptoms at 3, 6, and 12 months (Strong et al., 

2012). A randomized trial tested the effectiveness of a collaborative style developed to prevent 

anxiety and depression at high-risk for adjustment problems who had received a diagnosis of 

cancer within the past year. (Pitceathly et al., 2009). The program offered six-sessions of 

cognitive behavioral therapy (CBT). CBT delivered by briefly trained nurses supervised by a 

psychologist. Patients who received the intervention were half as likely than comparison controls 

to develop depression or anxiety after 12 months. 

 Similar collaborative care programs have shown positive results. Randomized controlled 

trials (RCT’s) with these models involving shared care and frequent monitoring of response to 

treatment decreased depression, improved quality of life (Powell et al., 2010), increased patient 

satisfaction (Elle et al; 2008; Elle et al; 2010), improved immunity (Anderson et al., 2007; 

Anderson et al., 2008) and enhanced overall medical outcomes (Thota et al., 2010). The 

collaborative care model has been successfully combined with the stepped care framework 

(Mewes, Steuten, Ijzerman, & van Harten, 2012). The ability to target care where it is needed 
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allows efficient use of healthcare resources which is critically important in the present-day 

system (Aaronson, et al., 2014).  

Psychosocial Therapies  

Psychoeducation. Both patients and their families experience distress during the cancer 

experience and could benefit from psycho-education. It is essential that everyone is adequately 

prepared to make informed decisions regarding care, can communicate effectively with each 

other and their providers, and learn coping skills to manage stress associated with their disease. 

Many cancer patients report unmet informational needs regarding medical and psychosocial self-

care (Langbecker, Janda & Yates, 2013). Cancer patients who feel they have mentally and 

physically adapted to various stages of illness report less suffering and distress than those who 

struggle to adjust to changes (Rodin et al., 2010). Skills training that enhances breast and 

colorectal cancer patient’s ability to communicate their feelings via spoken and written word 

have been shown to improve emotional function and reduce depression, anxiety, and overall 

distress (Yeh et al., 2014). 

Patients who receive psychoeducation also have more self-efficacy, a belief that they are 

able to accomplish tasks independently and successfully including into their healthcare. A high 

level of self-efficacy may mitigate the later effects of cancer distress (Hack, Degner, & Parker, 

2006). Other randomized trials have shown that being actively involved in treatment decision 

making is highly correlated with improved quality of life scores (Temel et al., 2010; Zimmerman 

et al., 2014). In a randomized trial, post- surgery breast cancer patients who received weekly 

psycho-education experienced less anger, depression, and anxiety than wait-list controls 

(Dolbeault et al., 2009). 
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 Cognitive Behavioral Therapy.  Cognitive behavioral therapy (CBT) is a broad term 

referring to the notion that thoughts and behaviors can be changed to modify one’s emotions 

through social learning theory (Bandura, 1986). With this basic foundation others have expanded 

the work of Bandura (Barlow, 2008; Beck, Rush & Shaw, 1979; Lazarus & Folkman, 1984) to 

include several therapies modified for cancer patients. This technique has been shown as the 

most developed and effective therapy for this population. Cognitive behavioral therapy is the 

universally recommended therapy in clinical practice guidelines for depression and anxiety 

(Anderson et al., 2014; Butow et al., 2015; Howell et al., 2012; Li et al., 2015; National 

Comprehensive Cancer Network [NCCN], 2015). 

 Some notable contributions in the general field of cancer-specific CBTs were made to 

problem solving therapy (Nezu, Nezu, Felgoise, McClure & Houts, 2003), stress management 

(Kayser, Fedman, Borstelmann, & Daniels, 2010), relaxation and guided imagery (Jacobsen, 

1938, Lewis & Sharp, 2011), and progressive muscle relaxation (Benson, 1975). These therapies 

can be applied in both individual and group settings as well as adapted for families and couples. 

(Baucom et al., 2009). They can be tailored to specific types of cancer and administered in 

various stages of the disease. Cognitive behavioral interventions are often accompanied by 

supplemental materials such as facilitator and participant manuals, worksheets, audiovisual 

materials, and other documents (Lejuz et al., 2011). These materials enhance the therapeutic 

experience and can be self-directed and sustainable as well as cost-effective (Greer et al., 2014; 

Lambert et al., 2013; Manne & Andrykowksi, 2006). 

 In a cluster RCT, manualized CBT, including problem solving therapy (PST) and goal 

setting, alleviated anxiety and depression symptoms in both newly diagnosed cancer patients and 

those being treated for cancer recurrence (Moorey et al., 2009). Savard, Simard and Giguere 
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(2006) developed a three-session intervention in which women with metastatic breast cancer and 

depression used cognitive restructuring and coping strategies to successfully alleviate depression. 

Manne and others (2007) implemented a similar brief therapy intervention consisting of three 

weekly session in which patients were taught positive thought reframing coupled with social 

support. Patients reported improved emotional appraisal associated with the cancer experience. 

 Jacobson and colleagues (2006) evaluated two forms of stress management trainings as 

preparation for chemotherapy, which incorporated deep breathing, progressive muscle relaxation, 

and coping self-statements used as preparation for chemotherapy. The most widely available 

interventions are CBTs, many of which are empirically validated and geared towards the cancer 

patient population (Jacobsen & Jim, 2007). Cognitively-focused problem-solving session and 

behavioral management skills groups were effective for mild and moderate depression and 

moderate anxiety symptoms in lung and breast cancer outpatients (Carlson et al., 2010). When 

CBT was focused on adopting a positive attitude and appraising circumstances with cognitions 

free of distortion, breast cancer participants had significantly less depressive symptoms (Savard, 

Simard & Giguere, 2006).  

 The American Society of Clinical Oncology (ASCO) (Anderson, 2014) recommends that 

group and internet CBT be a core component in psychosocial cancer care. They are effective 

modalities that reduce costs to the agency (Are et al., 2013). Yeh et al. (2014) analyzed results 

from RCTs and found CBT and internet-delivered CBT to be associated with significant 

decreases in emotional distress. Post-surgery breast cancer patients enrolled in weekly group 

CBT to enhance problem solving techniques and communications skills reported less depression, 

anxiety, and general mood disturbance than a comparison group (Dolbeault et al., 2009). A meta-

analysis that evaluated RCTs of group-delivered relaxation and assertiveness training found large 
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effect sizes for anxiety and depression (Tao et al., 2015). Osborn, Demoncada, & Feurstein 

(2006) reported significantly reduced distress, depression, and anxiety outcomes following a 

stress management and problem-solving therapy intervention for patients with cancer who had 

just received chemotherapy or radiation. 

As other cost containment strategies, the type of clinicians to administer CBT can be 

expanded to nurses and assistive personnel using manualized materials to provide care 

(Hammelef. et al., 2014; Hordem et al., 2010). In RCTs, brief nurse-delivered CBT interventions 

are cost-effective and associated with significant decreases in emotional distress (Strong et al., 

2009). The Cancer Journey Action Group and the Canadian Association of Psychosocial 

Oncology recommend coping skills training, psychoeducation, and thought modification 

delivered by specially trained nurses, counselors or clinical social workers to treat mild to 

moderate depression and anxiety (Howell et al., 2009; Anderson et al., 2014; Howell et al., 2012; 

NCCN, 2015). A summary of manualized therapies are in Appendix D. 

Summary 

A brief screening should be administered at the first care encounter to identify those in 

distress. The PHQ-9 and the GAD-7 are reliable and valid measures of depression and anxiety in 

cancer patients. These scales are useful for monitoring initial distress and also able to detect 

change in symptoms over time. Patients who have positive screens should be assessed in-depth 

to determine the nature of their distress and examined for important associated risk factors. 

 Algorithms that treat patients according to the severity of their distress should guide care. 

In most stepped care algorithms, for patients who are not distressed they receive no psychosocial 

care, or standard education. Those who have mild distress receive a relatively brief form of 

intervention which may include one or more counseling sessions or other short-term 
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intervention. As the severity of patients’ depression and/or anxiety increases, the intensity and 

duration of therapy increases accordingly. In this model, a scale to measure symptoms (eg. PHQ-

9) is administered frequently to determine whether the patient should be “stepped” up or down 

from the current level of care.  

 Collaborative care plans are a model of treatment in which a point person such as social 

worker or oncology nurse coordinates and guides the implementation of the multidisciplinary 

care team. She/he is responsible for ensuring adequate communication and updating others, 

including the patients and family, regarding changes in the treatment plan. An important 

component of collaborative care is patient and family education. This will enable them to make 

informed decisions and participate in care planning. This includes deleivering psychosocial 

education regarding physical and mental health maintenance during and after cancer treatment. It 

should be reinforced throughout treatment. Cognitive behavioral therapy is the most effective 

therapy for treating depressed and anxious cancer patients. Specific therapies included in this 

broad category such as PST, BAT, and stress reduction often are accompanied with supplemental 

materials that make them easily adaptable. Treatment can be modifed to be relevant to all phases 

of care. Initial recommendations proposed to the oncology clinic’s working group are presented 

in Table 1. 

Methods 

Setting 

The CPG was developed for a community-based outpatient hematology/oncology 

practice in the Baltimore Washington metropolitan area. The clinic is comprised of 

hematologists/ oncologists, a nurse practitioner, nurses, a social worker, and medical assistants, 
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as well as non-clinical staff. This clinic specializes in the diagnosis and treatment of blood, 

organ, or soft tissue cancers using chemotherapy, bio therapy and infusion therapy. 

Participants 

There were two parts of this project. The development of the guideline and its 

implementation and evaluation. The clinical staff were participants in the guideline development 

and patients were participants in the implementation and evaluation of the guideline. The clinical 

staff included two further divided sub groups: The Psycho-Oncology Working Group (PWG) and 

the Consensus Working Group (CWG). The PWG consisted of the DNP student, a dually-

certified nurse practitioner (psychiatric and family), an oncologist, and a licensed clinical social 

worker. The CWG included a purposive sample set of direct care providers employed at the 

agency that were invited to participate in the two-round online Delphi survey. The group was 

comprised of medical assistants, registered nurses, and oncologists. The group received a one-

round consensus-based survey based on a modified Delphi process. The sample group was 

contacted via a distribution list from the entire agency (N=42). Participants were invited to 

participate via broadcast email. Modifications made throughout PWG collaboration meetings 

were established to enhance provider buy-in and develop a shared motivation to integrate the 

prescribed interventions into the current process of care. Engagement of and input from key 

players in CPG development optimizes clinical buy-in, ensures coordination of care, and 

promotes program sustainability. 

Procedure 

 Guideline Development. Prior to the first meeting, the DNP student generated fifteen 

draft recommendations based on a collection of recent guidelines (Table 1). The 

recommendations were organized according to sub-category, e.g. “screening,” “assessment,” 
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“intervention” and were presented to the PWG. After considering the agency needs and 

resources, the PWG modified the guideline to an eight-recommendation set (see Appendix E) 

and an algorithm (see Appendix F) that would be more feasible for implementation at the 

agency.  During this first meeting, the PWG used the literature review and a feasibility 

questionnaire (see Appendix G) to evaluate each recommendation for level of adaptability and 

applicability to the agency. The feasibility questionnaire allowed the PWG to determine whether 

the practice had the available resources to implement the recommendations. 

The PWG used a modified Delphi approach to achieve provider consensus on the CPG. 

This protocol was adapted from Cancer Care Ontario Program in Evidenced Based Care (2008). 

Possible Likert scale responses ranged from 1  strongly agree to 5  strongly disagree. Prior to 

survey generation, the PWG defined agreement as ≥80% of responses being strongly agree or 

agree in order to achieve consensus for that recommendation (Table 2). There was no cut-off 

recommendation to determine consensus, so the PWG used criteria from similar Delphi 

procedures (American Society for Clinical Oncology, 2015). 

 A mass email via a distribution list was sent to the clinical team at the agency comprising 

a sample set of providers (N=42). Instructions to complete a survey via an electronic survey 

(https://www.esurveycreator.com/) was in the email. Survey respondents were asked to respond 

to the eight-question Likert items that represented the draft clinical guidelines (Appendix H). 

Respondents were given one week to submit their surveys via the automated link. The survey 

expired after one use so participants could not respond more than once. Respondents could not 

proceed to the subsequent question before selecting a response. After each item was a free text 

box asking respondents to indicate how they would modify the question based on the resources 

of the agency and the feasibility of the adapted guidelines. 
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 The PWG evaluated results from one round of responses on a Likert scale survey 

assessing agreement with the recommendations. For each recommendation, Excel was used to 

measure the overall response rate. The frequency of each point of the Likert scale and the median 

were also calculated (which determined consensus status). The frequencies of aggregated scale 

ratings were calculated to measure central tendency through a median calculation. The median 

respondents’ ratings on that particular item must be less than or equal to two on the Likert scale. 

If both frequency and median criteria were met, the recommendation was included in the 

guideline.  

Guideline Implementation. In a post guideline development meeting prior to rollout of 

screening, a portion of the PWG, the DNP and social worker, determined that it would be most 

feasible to implement the first, second and third recommendations of the final guidelines (see 

Appendix I). These included screening to identify depression and further assessment to identify 

nature of distress. These initial implementations would serve as first actions to test feasibility of 

the protocol because they could easily be linked with measurable outcomes. The third 

recommendation, to use a stepped care algorithm, would guide the process in directing the care. 

We decided that depending on number assessments social worker referrals that were warranted, 

the social worker could complete these via telephone follow-up, and if necessary, schedule a 

formal in-patient visit during the telephone call.                                                                                             

 The guideline was implemented in the clinic over a five-week time period. Clinic 

providers first received education by the DNP student on using the PHQ-9 and referral 

recommendations (See outline of teaching plan in Appendix J). After the five- week 

implementation period, the DNP student collected data on 1) total number of new patients at the 
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clinic, 2) number of screening questionnaires completed, 3) number of patients receiving social 

work referrals, and 4) number of patients referred for psychiatric treatment. 

 The new patient arrived in the waiting room and was given new patient forms to 

complete which included the PHQ-9. The patient then returned the forms to the secretary and 

waited to be called. The technician responsible for this patient put the new patient forms into a 

new patient chart along with the patient face sheet (per usual protocol). The technician reviewed 

the PHQ-9 for completion, totaled the score and printed the total at the top of the page. He/she 

noted the total.  If the technician noted that the total PHQ-9 score is ≥5, he/she completed 

another step: He/she will make a copy of the completed screen.                                                                                                       

 The technician then brought the patient and the patient chart to the exam room, 

completed vital signs and prepared the patient for the visit with the clinician. The PHQ-9 was 

placed in the front of the chart, immediately behind the face sheet. This was positioned so that it 

was visible for the oncologist. Since the technician had prepared the patient for the visit with the 

provider, the following step was only necessary if the patient scored a positive on the screening 

tool (≥5). If this was the case, he/she placed the second copy in the appropriate bin outside of the 

social worker’s office. This process is outlined in the clinical flow diagram (Appendix K).                                                               

                                                                                                                                    

Human Subjects Protection 

 The design of this DNP project is the development, implementation, and evaluation of a 

clinical practice guideline for an oncology clinic. A query was submitted to the University of 

Maryland Baltimore Institutional Review Board (IRB) for a non-human subjects research 

determination. The respondents completing surveys did so voluntarily and the purpose of the 

data collection was explicitly described. They were assured that their responses would remain 
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anonymous and that the protocol was planned specifically to assure maintenance of privacy. This 

information was given to them prior to their participation in writing in which they had to confirm 

consent prior to continuing to the survey questions (See Appendix L). Survey data was protected 

at all times and respondents remain de-identified. To protect and maintain anonymity, all data 

was de-identified and transferred to Excel. No patient or staff identifiers were included in the 

aggregate results including information from protocol roll-out. This quality improvement project 

is specific to this clinic and is not generalizable to other settings. 

      Results 

 Statistical analyses were based on frequency and median of responses. The DNP student 

analyzed the survey results and median scores were calculated as measures of central tendency. 

The combination of these indices was used to determine the consensus for each item. The 

consensus of round one recommendations was “strong agreement” for seven recommendations 

and one recommendation for “agreement” (Table 3). Therefore, eight of the recommendations 

were included in the final CPG. There were no comments indicated in the area that was provided 

for suggestions and/or feedback. 

Protocol Adherence 

 In the 5 weeks of implementation, 308 patients were admitted to the clinic. There were 

240 completed screenings; a 78% protocol adherence rate. According to the cut-off criteria for 

mild (5-9), moderate (10-14), and severe (>15) depression, 84 (mild), 16 (moderate) and 9 

(severe) patients were identified as positive cases. Over half of the patients (55%) were negative 

for depression while over a third (35%) reported minimal depression. A small portion of patients 

had moderate (7%) and severe (3%) depression (Table 4). The frequency distribution is depicted 

in figure 1. Of the screened patients, 189 were reviewed by the patient’s primary oncologist (as 
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indicated by practitioner initial on the paper tool in the chart). Of the 109 positive screens, 61 

were triaged to social work per protocol (Table 5). Of the patients referred to social work, all 

were provided psychoeducation (n = 61) and moderate and severe cases of depression were also 

provided with at least one community referral (n = 12). 

Discussion 

 In a modified Delphi approach, peers receive continuous feedback on the responses of 

their coworkers regarding recommendations so a consensus, building process is possible (Falston 

et al., 2009). This approach encourages group collaboration, in which the anonymity of the 

process allows respondents to express candid opinions without pressure of others (Saxena, 

Kumar, Rana & Shah, 2012). The strengths of this quality improvement project were that eight 

recommendations were developed based on a high rate of agreement from the CWG, with a 

frequency of agreement ratings from 80 to 100% (one & two on the Likert scale). Over half of 

these recommendations had 100% agreement. (eight out of eight).                                                                          

 The sixty-one positive assessments (approximately twelve per week/ two to three per 

day) was a manageable number of patients for social work to see on the patient’s first visit. This 

eliminated any need for a follow-up phone call or sequential visit to conduct the psychosocial 

assessment, education and, if necessary community referral. Similarly, since there were twelve 

community referrals (approximately two-three per day), this would total to only two-three per 

week on average and could be completed on a same-day appointment.   

 The limitations were that there was significant loss to attrition and two-thirds did not 

complete the survey. The recommended sample size for the modified Delphi is thirty to forty 

members. Of forty-two emails that were distributed, fourteen surveys were returned. A low 

purposive sample size with high attrition limits methodological quality. However, only one 
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round of the survey was completed due to the high agreement rate to the questions, which may 

demonstrate a response bias. A low survey response rate may be attributed to several factors. In 

many other modified Delphi research protocols, more than one week is given for response time. 

In most consensus surveys, where respondents are asked to comment and rate clinical practice 

guidelines, they are experts in the field and more informed in the clinical practice. 

  The development of a screening and response protocol in this setting was an iterative 

process requiring consideration of issues on multiple levels. This included selecting the 

screening tools to use, when and how to screen patients and establishing documentation, 

workflow and handoff. In order to implement a successful screening protocol, it is essential to 

acknowledge the role that all treatment team members have in the process. The multidisciplinary 

protocol development meetings, the modified Delphi protocol and the education sessions that 

were conducted prior to the program roll out were key facilitators in the success of the 

implementation. This facilitates the process of clinical buy-in and provides the opportunity for all 

staff members to provide input for process implementation so as to not significantly increase 

burden or inefficiency.  

 A key breakdown in system communication was between the initial screening point and 

the social work handoff when advanced assessment was required. Only 61 of 109 patients were 

triaged to social work. Consequently, 79% of patients in the program who were successfully 

screened were never provided psychoeducation or referral. 

Improvements to Process 

 Modifications to the modified Delphi process involve the calculation of mean ranks to 

determine whether a subject’s response to an item in the first round has a relationship with the 

round two response. This ensures a higher degree of fidelity in which participants have not 
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randomly selected responses. To develop an adapted clinical guideline, a needs assessment is 

often conducted a priori. This provides a method by which an idea of the important concerns is 

met specific to this population. 

Holding a series of focus groups may be useful prior to the development of clinical 

guidelines. Such groups are often held with the providers and may include patients and family 

members. This provides a forum in which feedback and ideas can be initially used to inform 

guideline development. These procedures would not only assist in enhancing the quality, 

applicability, and feasibility of the guidelines as they pertain to the clinical practice, but also 

improve stakeholder buy-in. Patient and family focus group participation improves likelihood to 

engage in treatment and enhances understanding of cancer distress. Using process maps and 

identifying systematic breakdowns in communication and targeting areas where changes could 

be made could lead to improved communication between disciplines. Such an opportunity is 

identified in this program between the technician and social work discipline during the hand off 

with positive screenings (See Appendix K). 

Opportunities for improvement would lead to improved outcomes and an increased 

adherence to the screening protocol over time. Improvements to the process would increase 

frequency of successful triage to social work and thereby more depressed patients would receive 

psychoeducation and referral. More effective handoff communication could be accomplished 

through streamlining documentation, identifying one point person to complete all new patient 

screenings or high-risk referrals, through the initiation of regular multidisciplinary huddles or 

with the use of a constantly updated (manually or electronically) white board that would list 

patients with high screenings to which social work could frequently refer. 

Future Actions and Research 
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 Further actions to promote guideline use include incorporating flowcharts and scripts to 

accompany guideline implementation. Case studies and conferences can also be used to discuss 

solutions for overcoming barriers that may arise during implementation of the program. A 

psychiatrist and psychologist, as well as a survivorship nurse, should be identified as 

consultative-liaisons. Multiple cancer sites should collaborate to use the same screening and 

assessment tools so that quality efforts can be compared across agencies. Cost utilization and 

cost-benefit ratios are important process and outcome indicators and identify opportunities for 

improvement and measure success in psycho-oncology programs. Although scores on routinely 

administered anxiety and depression scales are important measures of the efficacy of particular 

treatments success, self-reported quality of life and patient satisfaction scores are major 

indicators of program success (NCCN, 2015).  

 The modified Delphi approach is a feasible method for consensus building in developing 

an adapted clinical practice guideline. This process provides an opportunity to incorporate 

feedback into procedural development. This survey method eliminates social pressures that 

distract respondents from otherwise providing honest and transparent feedback. Developing an 

adapted psych-oncology CPG to a specific setting is feasible. An integral component of effective 

psychosocial treatment is the involvement of a multi-disciplinary team and includes regular 

communication between providers as well as with the patient.  

 The recommendations that suggested outcomes be identified as part of the guidelines are 

necessary for successful implementation of successful protocols. Use of outcome measures should 

gauge the efficacy of treatment for the individual patient, monitor treatment adherence, and evaluate 

practitioner competence. Staff members should also be held accountable for their adherence to the 

screening protocol and their role be tracked through regular audit. These outcomes should be 
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regularly reviewed and exist as part of a dashboard. Changes in PHQ-9 scores could serve as 

initial outcome indicators as treatment progress and also program success as well as serve as help 

assess the success of the pscyho-oncology program when it is evaluated. Ideally quality of life, 

patient satisfaction surveys should be outcome indicators that should be measured and linked to 

measurement of effectiveness of program and to determine program revisions. 
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       Tables  

Table 1. Initial Recommendation Summary Matrix 

 

General Topic Draft Recommendation Guideline References 

Screening   

All new patients should be screened for anxiety and depression using scales with 

empirically supported cut-offs to identify positive cases which have the ability to 

monitor progress over time.  

Anderson et al., 2014; Butow et al., 2015; 

Howell et al., 2012; Howes, 2015; Li et al., 

2015; NCCN, 2015; Yu et al., 2010 

Patients should be screened periodically during their treatment at clinically 

appropriate intervals such as when disease progresses.  

Anderson et al., 2014; Howell et al., 2012; 

Howes, 2015; Li et al., 2015; NCCN, 2015 

Assessment   

Patients with positive screening results should be further assessed to identify their 

specific risk factors. 

Anderson et al., 2014; Butow et al., 2015; 

2015; NCCN, 2015;  

Patients from diverse cultural backgrounds should be screened with a culturally 

sensitive assessment tool  

Howell et al., 2012; Li et al., 2015 

Frameworks   

Treatment should be based on a stepped-care model in which interventions are 

based on level of illness severity.  

Anderson et al., 2014, Li et al., 2015 

A stepped care model should be used to tailor intervention to severity of the 

patient’s symptoms and the patient’s preference for therapy. 

Howell et al., 2012 

Collaboration & 

Consultations  

  

Collaborative care models should be used to plan, enact and evaluate 

multidisciplinary care and to communicate between the treatment team.  

Butow et al., 2015; Li et al., 2015; NCCN, 

2015  

Collaborative care interventions should be provided to patients with moderate to 

severe depression and should include both patient education as well as some 

psychosocial interventions. 

Howell et al., 2012 

Interventions   

Patients with mild and moderate depression and anxiety should receive standardized 

cognitive behavioral therapies such as problem-solving therapy, behavioral 

activation therapy and stress management training.  

Anderson et al.,2014; Butow et al., 2105; 2014, 

Li et al., 2015 

Psychosocial interventions should be developed from empirically supported 

interventions and should be highly structured. 

NCCN, 2015 

Education & 

Symptom 

Management 
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Patient Education All patients and caregivers should receive education regarding depression and 

anxiety and information regarding symptom identification and management.  

Butow et al., 2015; Howell et al., 2012; Li et 

al., 2015; NCCN, 2015 

Referrals & Care 

Planning 

  

All patients should receive a survivorship plan at discharge.  Anderson et al., 2014; Howes et al., 2015; 

NCCN, 2017 

Palliative care should be integrated into all treatment phases to address unmet 

psychosocial needs.  

Anderson, 2014; Butow et al., 2015; NCCN, 

2014; Rayner et al., 2011 

Program Evaluation   

Outcome measures should guide efficacy of patient’s treatment (readminister 

screening tool) and patient’s treatment adherence (medication levels, treatment 

attendance) 

Anderson, 2015; NCCN, 2014 

Regular chart audits should determine whether screenings and documentation of 

interventions are being completed.  

Howell et al., 2012; Howes et al., 2015 

 

  

Table 2. Consensus Criteria  

 

 

 

 

Note. Decision criteria for accepting or rejecting Likert item. 

 

 

 

Likert Response (%) Likert Response Consensus Decision Consensus Decision 

Consensus Decision 
Consensus for 

Recommendation 
No Consensus 

Consensus Against 

Recommendation 

Action 
Recommendation 

Accepted 

Neither Accept or 

Reject 

Recommendation 

Rejected 
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Table 3. Delphi Survey Results 

 

 

 

 

 

 

 

 Item 
Total # of 

Respondents 

Strongly 

Agree 
Agree 

Neither Agree 

or Disagree 
Disagree 

Strongly 

Disagree 
Median 

1 SCREEN_ ALL 14 14 0 0 0 0 1 

2 ASSESS 14 14 0 0 0 0 1 

3 STEP_CARE 14 13 1 0 0 0 1 

4 COLLAB 14 13 1 0 0 0 1 

5 COG_BEH 14 13 1 0 0 0 1 

6 PSYC_ED 14 14 0 0 0 0 1 

7 SURVIV 14 14 0 0 0 0 1 

8 PALL_CARE 14 14 0 0 0 0 1 
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Table 4. Distribution of PHQ-9 Scores 

PHQ-9 Score Number of Screens Frequency (%)  

None (≤5) 131 55 

Mild  (5-9) 84 35 

Moderate (10-14) 16 7 

Severe (>15)  9 3 
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Table 5. Protocol Adherence Measured by Triaged Screenings 

 

 

 

 

 

 

        Figures  

 

 

 

 

 

 

 

 

 

Depression Level 

(PHQ-9 score) 

Positive Screens Screens Appropriately 

Triaged 

Adherence (%) 

None (0-4) 131 N/A N/A 

Mild  (5-9) 84 49 71% 

Moderate (10-14) 16 11 69% 

Severe (>15) 9 1 11% 

Total 109 61 79% 
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Figure 1. Frequency Distribution of PHQ-9 Scores  

 

 

 

 

 

 

 

 

 

No Depression
55%

Mild Depression 35%

Moderate Depression 7%

Severe Depression 3% 

PHQ-9 scores
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        Appendix A 

Recommendations Table 

 

Note. BSI: Brief Symptom Inventory. Measures Psychological Distress. IES: Impact of Events Scale: Fifteen-item scale measuring intrusive and avoidant ca-

related stressors. PTGI: Post Traumatic Growth Inventory: Perceived positive feelings re: life since cancer diagnosis. HAM-A: Hamilton Anxiety Rating Scale: 

Fourteen-item scale measuring symptoms of anxiety. HAM-D: Hamilton Depression Rating Scale: 14-item scale measuring sx f anxiety HADS: Hospital 

Anxiety and Depression Scale: 2 subscales measuring past-week self-report of anxiety & depression. FACT-G: Functional Assessment of Cancer Therapy-

General: Questionnaire with subscales measuring physical, functional, emotional and social well-being. PCL-C: PTSD Checklist-Civilian Version. Previously 

used with HSCT survivors w/ 4 subscales: intrusive thoughts, avoidance, numbing & hyperarousal. CAPS: Clinician Administered PTSD Scale for DSM-IV-TR: 

structured diagnostic interview based on DSM; sensitive to short-term PTSD changes. DT: Distress Thermometer: Digital analogue scaled from 0-10. PSSCAN-

A: Psychological Scan for Cancer Part C-A/D Psychological Scan for Cancer part C (Depression and Anxiety subscales): Part C of tool that measures depression 

& anxiety w 5 questions each on five-point Likert scales. 

Author, year 

(design) 

Objective/Intervention Sample & Outcomes  Results (Implications) Rating 

Anderson et 

al., 2008) 

(RCT)  

To test whether patients receiving a 

psychosocial intervention with stress 

management, PMR and taught coping 

skills to improve mood and maintain 

adherence to treatment and would 

survive longer a control group.  

N=227 patients with breast ca s/p 

surgery and currently receiving 

adjuvant tx.  Assessment only 

screening control group: (n= 113) 

Psychological intervention 

following screening: (n=114). 

Survival outcomes: 

1.Recurrence-free survival 

2.Death from breast ca  

3 Death from all causes 

EG had lower risk of disease recurrence (HR = 

0.55, p=0.034), breast cancer- related death 

(HR =0.44, p=0.016) and all-cause mortality 

(HR = 0.51, p=0.005). 68% reduced risk of 

death from breast cancer patients receiving the 

intervention. 

Overall tx effect on survival (RR=0.24, CI 95% 

[0.08-0.73], p=0.012. The EG had increased 

overall psychological health and immunity than 

the CG Seventeen months before detection of 

recurrence, patients had significantly decreased 

immunity. 

1A 

 

Anderson et 

al., 2007, 

(RCT) 

To test whether patients with cancer 

receiving a multicomponent bio 

behavioral intervention was effective in 

improving emotional (decreased 

depression) and physical health 

(increased health behavior and 

increased adherence to chemotherapy) 

 

Sample: 

 

Outcomes: 

1.BDI 

2. Health Status 

3. Emotional Distress  

 

EG had improvements in health status (path 

weight = .26; z=3.21, p=-0.002) and emotional 

distress (path weight = 0.32; z=4.67, p=0.01)  

 Four month improvements in emotional 

distress and physical health status predicted 

positive improvements in mood and decrease in 

depression severity.  

1A 
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Note. CG: Control Group. EG: Experimental Group. BCEI: Breast Cancer Education Intervention Study: QOL intervention using psychoeducational support 

model to improve breast Ca pts’ QOL. Sequence of BCEI sessions (each 60-90 mins): 1. Health education re: changes post treatment, e.g. fatigue, lymphedema. 

2. Person and emotional changes (e.g. menopause, insomnia fertility, sex) and health maintenance. Social: Family, other relationships as well as work and finance 

3. Psychological distress re: mood swings, anxiety, depression, recurrence fear, spirituality (e.g., uncertainty and deeper meaning of illness. BCT-SET: The 

Breast Cancer Treatment and Sociodemographic Data Tools: 32-item with tx variables and demographic factors. QOL-BC: Quality of Life –Breast Cancer 30 

item QOL scale with physical, psychological, social and spiritual subdomains. Lower scores=better QOL>e.g. HR-QOL: Health-Related Quality of Life: 

 

 

 

 

Author, year 

(design) 

Objective/Intervention Sample & Outcomes  Results (Implications) Rating 

Meneses et al., 

2007 (RCT) 

Examine the effect of the BCEI overall 

quality of life domain as well as the 

specific subdomains. 

In person sessions provide information 

to formulate content of the subsequent 

individual sessions. 

 

N=406 EG: n=125breast Ca 

survivors with eight individual 

sessions CG=25) received four 

brief telephone calls and the 

intervention following the study) 

Outcomes 

1.BCT-SET 

2.QOL-BC 

3. BCSDT-Tool 

 

 

 

 

 

 

 

Improvements in QOL at three months:  

For Control Group: Decline in EG scores on 

mean QOL ratings at three-month assessment.  

X=-0.-309(0.834), t= -4.14, p<0.001which 

differed significantly superior when compared 

to all baseline scores. The two-sample t test 

from the EG significantly differed from the 

control group as well by month 3 (t=-28.420, 

p<0.001. The difference was maintained at 6-

month measurement (from baseline) QOL 

increased significantly even more from three 

months to six months (two-tailed t-test X=-

0.18.95, p<0.001 

The interventions were also effective for 

Overall quality of life (t=-4.356, p<0.001, 

psychological well-being (t= -4.924, p<0.001 

and social well-being (t= -2.974. p=0.003)  

 

1A 
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Note. GDS: Geriatric Depression Scale-Short Version: Fifteen-item instrument with yes/no format with high scores indicating more depression; discriminates 

between depression symptoms and somatic/illness related complaints. SICPA: 38-item Stanford Inventory of Cancer Patient Adjustment. Items are rates from 

0(not at all confident) to 10(completely condiment) in capability in functioning with specific problems related to communication, activity, self-satisfaction, 

medical treatment, etc. Ratings of sub-domains are summed and higher scores indicate higher self-efficacy. MISSB: 41-iitem Modified Inventory of Socially 

Supportive Behaviors. Measures four social support dimensions (i.e. tangible, integrational, informational and emotional) Level of support is rates from 0 (never) 

to 4 (very often) and high summed response total is associated greater social support.  BSI-18: Brief Symptom Inventory-18. Cut offs= Score ≤12= “low” stress, 

13=moderate, ≥ 13=” high “stress. 

 

 

 

 

 

 

 

 

Author, year  

(Design) 

Objective/ 

Intervention 

Sample & Outcome  Results (Implications) Rating 

Duhamel et 

al., 2010 

(RCT) 

To test the ability of a manualized, ten-

session telephone-based CBT HSCT-

related trauma, depression and general 

distress over a one-year period. 

N=89 (n=47 in T- CBT group, 

n=34 in assessment only group) 

PCL-C 

BSI 

CAPS  

CBT-T participation significantly reduced post-

traumatic distress symptoms and  time-by-

group ANCOVA indicated a significant decline 

in CBT-T depression scores (F(4,80) =4.05, 

p=.005).  T-CBT recipients were also less 

likely (z= -2.67, p=0.07) to be diagnosed with 

PTSD even one yr. post-tx (OR 0.046, (95% CI 

[0.004-0.43]).  

1A 
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Note.  SMaRt Oncology 2: A Depression Care for People with Cancer: manualized treatment program based on collaborative care model; psychiatric nurse 

practitioner, social worker, oncologist, and/or other providers as well provide care that is nurse navigator or supervisor/coordinator to provide systematic 

proactive treatment and follow-up. Also, often includes collaboration with patient’s primary care doctor.  SCL-20: Self-Rated Symptom Checklist version B: has 

20 items which are rated from 0-4; overall score is an average of total 20 items with higher scores indicate more severe symptoms. Fifty percent reduction is 

shown to be comparably to now longer meeting criteria for clinical depression. SCL-10: as above, but measures anxiety.  EORTC-QLQ-30: European 

Organization for Research & Treatment of Cancer Quality of Life Questionnaire: measures pain fiature, physical, social and role functioning and overall health 

and quality of life. Perceived quality of depression care is measured on a five-point score from poor to excellent. 

 

 

 

 

 

 

 

 

Author, year  

(Design) 

Objective/ 

Intervention 

Sample & Outcome  Results (Implications) Rating 

Duhamel et 

al., (2010) 

RCT 

To test telephone-administered CBT 

intervention designed for HSCT 

survivors.  

 

Sample: N=81 (n= assessment only 

vs n=T-CBT 

Outcomes 

1.PCL-C 

2.BSI 

Total PCL-C Screening: T-CBT group 

Baseline:  M= 32.05, (95%CI [28.60 - 35.5]); 

T-CBT group post-treatment:  M=25.38, (95% 

CI [21.69 -29.07]) Global BSI Distress: T-CBT 

group Baseline M=34.87, (95% CI [26.67- 

43.07]); T-CBT group post-treatment M= 

21.36, (95% CI [12.56 - 30.17]) The 

intervention reduces general distress in 

Hematopoietic cancer patients after HSCT. 

1A 
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Author, year  

(Design) 

Objective/ 

Intervention 

Sample & Outcome  Results (Implications) Rating 

Zernicke et 

al., 2014 

(RCT)  

Online MBCR vs TAU Waitlist control 

(Must have at least moderate distress at 

study entry (DT score ≥4)  

 Sample”  

Outcomes:  

1.POMS 

2. DT 

 

Online MBCR group Baseline:M) =39.57, SE= 

3.67. Online MBCR group Post-treatment: 

Mean(SE)= 18.31(4.10) Group Effect: F= 5.25, 

113, p= 0.024 Time Effect F= 13.89, 1,113, p 

=0.000 Group × Time Interaction:  F = (1, 113) 

=3.95, p =0.049. Online MBCR group 

Baseline: M=37.43, SE=35.69.  Online MBCR 

group Posttreatment: Unadjusted M= 17.16, 

SE= 30.72, d = 0.44. Bas Online MBCR group 

Baseline: M=62.49, SE = 3.12.  Online MBCR 

group Posttreatment: M = 40.29, SE =3.49. 

MBCR intervention could be effective on total 

mood and stress symptom scores and spiritual 

well-being after 8 weeks.  

 

1A 

Duhamel et 

al., (2010) 

RCT 

Must have significant distress as defined 

by 3 or 4 symptoms in dsm or exceeding 

clinical cut off of BSI or BSI Global 

Index 

Sample: N=81 (n= assessment only 

vs n=T-CBT 

Outcomes 

1.PCL-C 

2.BSI 

3.? 

Total PCL-C Screening: T-CBT group 

Baseline:  M= 32.05, (95%CI [28.60 - 35.5]); 

T-CBT group post-treatment:  M=25.38, (95% 

CI [21.69 -29.07]. Global BSI Distress: T-CBT 

group Baseline M=34.87, (95% CI [26.67- 

43.07]); T-CBT group post-treatment M= 

21.36, (95% CI [12.56 - 30.17]). Adjusted: T-

CBT group Baseline M=40.97, 95% CI [30.70 

-51.25); T-CBT group Posttreatment M=7.74, 

95% CI [16.83 - 38.65]. A brief, telephone-

administered CBT intervention designed for 

HSCT survivors reduces general distress in 

Hematopoietic cancer patients after HSCT. 

 

1A 
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Carpenter, et 

al 2014 (2 

group × Time 

3 RCT) 

To evaluate the effectiveness of an 

online cognitive behavioral stress 

management workbook (The Coping 

with Cancer Online Workbook) 

intervention.  

Sample: N=132 early stage breast 

cancer survivors  

EG:  

CG:  

Outcomes:  

1.DT 

2. PSS 

3. POMS 

Results indicate that at 10 weeks intervention 

participants showed improved self-efficacy for 

coping with their cancer and for regulating 

negative mood and lower levels of cancer-

related post-traumatic symptoms as compared 

to the control group, suggesting that an internet 

stress management intervention could be 

effective for helping breast cancer patients 

increase their confidence in their ability to cope 

with stress. Baseline intervention group:  M= – 

2.5, SE = 0.2.  Condition × time F (1,101) = 

10.4, P=0.002 Partial n2= 0.093 Implications: 

an empirically supported cognitive behavioral 

stress management intervention could improve 

the breast cancer patient’s confidence and 

enhance ability to cope with stress. 
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Author, 

year 

(Design) 

Objective/ Intervention Sample & Outcome  Results (Implications) Rating 

Ashing 

et al., 

2014 

(RCT)  

Measure the effect of a 

telephonic based psychoed. 

intervention.  

Sample: N=199 patients in at least moderate 

distress Outcomes: CED-D 

Main effects: F = 4.73 p <0.005., t= --7.73 

(p<0.0001) Post tx ELP:  CG: M=10.7, SE= 

6.9, t- = -2.65 (p<0.05). Psychoeducational 

intervention significantly reduced depression 

in patients with breast cancer.  

1A 

Kangas, 

2013 

(RCT) 

Test the effectiveness of a brief 

CBT intervention to decrease 

traumatic distress during head 

and neck ca tx cancer 

Sample N=35 pts with head & neck CaCBT, n = 

SC 

CAPS                . BDI-II               SCID 
CBT group: Main time effect significance 

(Ti-T2), t = -2.65, p =0.0008, SC group Main 

time effect significance (T1-T2: t= -2.65, 

p=0.008). Implications: Both CBT and SC 

interventions were effective and improve 

PTSD, depressive and general anxiety 

symptoms. The results demonstrate the 

utility of administering briefer CBT 

interventions early in the course of patients’ 

cancer treatments for individuals at risk of 

experiencing more prolonged psychosocial 

problems. 

1A 

Author, 

year  

(Design) 

Objective/ 

Intervention 

Sample & Outcome  Results (Implications) Rating 

Velikova 

et al., 

2010 

(RCT) 

N = N= 

HADS 

HR-QOL 

1. Feedback provided by both RNs and 

MDs regarding positive screen for anxiety 

effectively reduced pre-and post-

intervention anxiety over time and 

improved Health Related Quality of Life 

(HrQOL) 

2. Effective psycho-oncology care can be 

delivered by multiple members of the health 

care team 

 

1A 
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Powell 

et al., 

2010 

(RCT)  

Measures effectiveness of a 

CCM 

1.HR-OOL 

2.PHQ-9 

CCM is effective in reducing depression 

and effectively managing psychosocial 

distress  

 

Weber et 

al., 2007  

(RCT)  

 

To determine effect of one-

on-one peer support dyads           

1. Depression (GDS) 

2. SICPA (Social 

Adjustment/Self efficacy 

 

N=72 pairs of post-prostatectomy patients 

CG: n= 37 dyads 

EG: n=35 

One on one peer support  

Discussed concerns and coping strategies 

over 8 weekly visits 

EG compared to CG:  Higher mean scores 

of self-efficacy in (t=-.2.905, p=0.06, 

(d=0.721)       

Lower mean scores of depression (t= 2.424, 

p =0.05 (d=0.831) 

 

Elle et 

al., 2010 

(RCT)  

To determine Effects of 

stepped care treatment on 

depression 

 

N= (stepped care group) vs N= 

(collaborative care group) vs N = (enhanced care 

group 

PHQ-9 

BSI 

SE distress 

 

Depression scores significantly decreased at 

6, 9 and 12 months’ post follow up. 

Decreased anxiety and socioeconomic 

distress 

 

Author, 

year 

Objective/intervention Design Sample Outcomes Results Rating 

Anderson 

et al., 

2014 

Create adapted guideline 

using a compilation of 

existing guidelines for 

treating depression and 

anxiety in cancer patients.  

Practice-guideline Sample 

size N/A—

Guideline 

based on 

five 

previous 

clinical 

practice 

guidelines, 

1. Anxiety 

(Generalized Anxiety 

Disorder-7 Scale) 

2. Depression (Patient 

Health Questionaiire-

9)  

Content review performed 

by American Society of 

Clinical Oncology 

(ASCO) panel which 

determined guidelines 

were clear, thorough, 

emblematic of current 

evidence and options for 

treatment interventions 

1C-7C 
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practice 

beliefs of 

ad hoc 

panel 

members, 

meta-

analyses 

and 

systematic 

reviews 

would be patient-

acceptable.  

Butow et 

al., 2015 

 

 

 

 

 

 

 

 

 

 

To develop an evidence-

based clinical pathway to 

identify and mange cancer 

patients with anxiety and 

depression. 

 

Practice Guideline Sample 

size-N/A 

Guidelines 

based on 

existing 

guidelines, 

expert 

review 

panel, meta 

analyses 

and 

systematic 

reviews 

Recommendations:     

1.Distress 

Thermometer with 

2. Problem Checklist 

3. Hospital Anxiety 

and Depression Scale 

if positive on #1. or #2. 

Interventions are proposed 

based on a stepped care 

framework in which 

treatments differ according 

to level of distress. 

Provider role in 

implementing each level 

of care are indicated based 

on degree of skill. The role 

of particular providers in 

implementing care are 

suggested. 

Recommendations for 

treatment duration and 

time frame for follow up 

assessments are indicated.  

1C-7C 

Carlson 

et al., 

2010 

RCT) 

To compare distress, anxiety 

and depression outcomes 

using three levels of 

psychosocial interventions 

(i.e.) including distress 

screening only versus 

screening that is linked to an 

appropriate intervention  

N=1134. Patients with lung Ca 

(n=549) vs.  breast cancer (n=585) 

screened for depression and anxiety 

(control group) (n= 585)  

 

 1. Cancer distress 

(Distress thermometer) 

(DT) 

2. Anxiety 

3. Depression  

(Anxiety and 

depression measured 

by Psychological Scan 

for Cancer (PSSCAN) 

Part C  

Patients in the intervention 

group had significantly 

decreased levels of distress 

(t=-2.17, p<.0.001, 

depression, t=-4.91, p 

=0.03, and anxiety (t=-3. 

69, p=0.016) when 

compared to the screening-

only control. Twenty 

percent fewer lung cancer 

patients continue to report 

elevated distress at follow-

up then comparator groups 

who did not receive 

2A 
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screening and triage or 

who received minimal 

screening. Breast cancer 

patients in the full 

screening and triage 

conditions had lower 

distress than those who 

received minimal 

screening. In full 

screening and triage 

groups, the best predictor 

of decreased depression 

and anxiety was 

psychosocial service 

referral. 

Howell 

et al., 

2012 

To develop an evidenced-

based guideline for the 

management of anxiety and 

depression in cancer.  

Practice-guideline Sample 

size N/A—

Guideline 

based on 9 

clinical 

practice 

guidelines,  

3 

systematic 

reviews, 14 

primary 

studies and 

expert 

opinion 

Varied; study-specific; 

cancer related-distress 

(Distress thermometer) 

patient self-efficacy 

(Cancer Self-efficacy 

scale), Anxiety 

(Generalized Anxiety 

Disorder-7 Scale) and 

Depression (Patient 

Health Questionaire-9) 

Routine assessment of 

cancer-related 

psychosocial distress and 

subsequent referral to 

psycho-oncological 

services when appropriate 

influences study-specific 

outcomes. Based on 

interpreted data, twelve 

recommendations for 

implementation of psycho-

oncology program 

developed.  

1C-7C 

Li et al., 

2015 

To summarize the best 

available evidence of 

psychosocial interventions to 

reduce depression in cancer 

patients and subsequently 

improve quality of care.  

Practice guideline Clinical 

and 

practice 

guidelines, 

consensus 

based 

opinion of 

working 

group, 

meta-

analyses of 

Recommended 

measures: depression 

severity using one of 

the five recommended 

scales in guideline 

(e.g. Patient Health 

Questionnaire-9) 

Eight recommendations 

were developed for 

practice guideline. 

Evidence was also 

synthesized to develop an 

algorithm for clinicians to 

implement screening and 

treatment for depression in 

cancer practices. 

1C-7C 
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RCT’s 

NCCN, 

2015 

To provide standards and 

guidelines to encourage 

implementation of distress 

management protocols in 

cancer treatment facilities. 

Practice Guideline RCT’s and 

expert 

panel 

Recommended 

measures 

1.NCCN Distress 

thermometer 

2. Problem list 

Developed practice 

guidelines based on 11 

standards that guide 

implementation of psycho-

oncology programs in 

community cancer centers 

Recommended immediate 

and universal screening 

with distress thermometer 

and suggested that a 

concurrently administered 

problem list direct referral 

to specialized treatment. \  

2A-

7C 

Osborne 

et al., 

2006 

(Meta-

analysis)  

To analyze the effects of 

patient education and 

cognitive behavioral therapy 

on commonly reported 

symptoms in cancer patients 

(quality of life, anxiety, 

physical functioning, 

depression and pain).  

Meta-analysis N= 1,492 

adult 

cancer 

patients.  

EG=790 

CG=702 

 

1. Anxiety (State-Trait 

Anxiety Inventory) 

2. Depression (Profile 

of Mood States) 

3. QOL (Functional 

Assessment of Cancer 

Treatment) 

 

CBT administered 

individually was more 

effective than when 

delivered in a group 

format. It significantly 

improved short-term 

outcomes for depression, 

anxiety and quality of life. 

Patient education was not 

significantly related to 

improved outcomes.   

1A 

Tao et 

al., 2015 

 

To analyze effect of psycho-

oncologic interventions in 

cancer patients with anxiety 

and depression.  

Meta-analysis 

 

 

 

 

 

N=3007     

(31 RCT’s) 

Most common:  

1. Anxiety (Self-rating 

Anxiety Scale), 2. 

Depression (Self-rating 

Depression Scale)  

3. Emotional distress 

(Distress 

Thermometer) 

 

Psychosocial interventions 

significantly reduce 

distress, anxiety and 

depression assessment 

scores in cancer patients.  

 

1B 

Yeh et 

al., 2014  

To analyze results from 

RCT’s on effectiveness of 

interventions to reduce 

psychological and emotional 

distress in cancer patients.  

Systematic review N=2,543    

(19 RCT’s) 

1. Psychological 

distress (Profile of 

Mood States-Short 

Form, Hospital 

Anxiety and 

Depression Scale)  

CBT and internet-

delivered CBT, meeting 

with a psychologist, and a 

combination of journal 

writing and peer 

counseling were 

1B 



CLINICAL PRACTICE GUIDELINE DEVELOPMENT                                                           67 

 

 

         

 2. Emotional distress  

(Distress thermometer) 

associated with significant 

decreases in psychological 

and emotional distress.  
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Appendix B 

Patient Health Questionnaire (PHQ) 9
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Appendix C 

Generalized Anxiety Disorder (GAD-7) Scale 

 

 

 

 

 

 

 

 

 

 

 



CLINICAL PRACTICE GUIDELINE DEVELOPMENT                                                           70 

Appendix D 

Manualized Evidence-Based Therapies 

Cognitive 

Behavioral Therapy 

(CBT)  

Behavioral 

Activation Therapy 

(BAT) 

1. Facilitator 

treatment manual 

2. Participant 

worksheets 

Lejuz & Hopko 

(2011). 

Complementary 

from chief 

investigator 

CBT Problem Solving 

Therapy (PST)  

1.Facilitator 

treatment manual 

2. Participant 

worksheets 

Hopko (2011).  Complementary 

from chief 

investigator  

Psychoeducation  

(PE) and CBT 

Cancer Education 

Intervention (CEI) 

1.Adaption 

guidelines 

2. Procedure manual 

3. Participant 

manual  

4. Tip sheets 

5. Audio Files 

Meneses (2007). Free upon request 

(additional materials 

downloadable from 

website)  

Stress management 

training  

(SMT)/CBT  

Coping with 

Chemotherapy 

1.DVD  

2. Instructional 

Booklet 

3. Diary workbook 

4. Progressive 

Muscle Relaxation 

CD 

Jacobsen (2002). Complementary 

from chief 

investigator 

CBT Alleviating 

Depression Among 

Patients with Cancer 

(ADAPT-C)  

1. Provider-

Therapist training 

manual 

2.Intervention 

assessment and 

tracking Materials 

3. Patient materials 

Ell (2011). Freely available for 

download or upon 

request for hard 

copy from RTIPS 

website  

CBT Bright IDEAS: 

Problem Solving 

Skills Training 

1. Adaption 

guidelines 

1.Instructor manual 

2. Patient pocket 

workbook 

3. Patient pocket 

worksheets 

4. Patient handouts 

5. Current problems 

inventory 

Sahler (2005). Freely available for 

download or upon 

request for hard 

copy from RTIPS 

website  

Psychoeducation 

advance care 

planning 

Project Enable II 

(Educate, Nurture, 

Advise Before Life 

Ends) 

1.Nurse educator 

interventional 

manual 

2 Implementation 

Guide 

3. Charting Your 

Course Patient 

manual 

4. Fidelity Checklist 

Bakitas (2009). Freely available for 

download or upon 

request for hard 

copy from RTIPS 

website  

CBT, PE and SMT The FOCUS 1.Protocol Manual Northouse (2007). Freely 
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Program (Family 

Based Intervention 

for Patients with 

Cancer and their 

Partners)  

2. Training Manual 

3. Patient booklets 

4. Symptom 

management cards 

5. Audiotape 

“Letting Go Of 

Stress Relaxation” 

6. Web-based 

program in 

development 

downloadable, audio 

streaming online and 

patient materials 

provided free upon 

request 

PE The Touch, Care 

and Cancer Program 

1.Instructional 

DVD/online 

streaming 

2. Facilitator manual 

3. Instruction book  

Collinge (2013)  Freely available for 

download, DVD is 

now available as 

online stream. Hard 

copy of materials 

requested from 

RTIPS.  

CBT Healthy-Steps 

Program 

1.Implementation 

Guide 

2. DVD 

3. Patient materials 

Menesis (2006). Freely available for 

download or upon 

request for hard 

copy from RTIPS 

website  

CBT and Family 

Systems Therapy  

Surviving Cancer 

Completely 

Intervention 

Program (SCCIP)  

1.Program Manual 

2.Staff Training 

manual 

3. Training module 

4. Flip chart  

5. “Video Family 

Discussion Group” 

tool-virtual proxy 

support discussion 

Kazak (2004). Freely available for 

download or upon 

request for hard 

copy from RTIPS 

website  
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Appendix E 

PWG Revision Matrix 

Recommendation PWG Consensus Decisions Questionnaire Item  

1.Administer a brief screening at the 

first care encounter to determine 

those in distress.  

Simplify; replace “screening” with 

“survey.” 

1.Patients should be given a survey 

when they present to the clinic to 

determine whether they are 

depressed and/or anxious. 

2.Further screen and assess patients 

with screening scores positive for 

distress to determine the nature of 

the distress. 

Clarify a “positive screening score.” 2. Patients who are depressed 

and/or anxious should be given a 

further assessment to determine the 

nature of their concerns. 

3. Use a stepped-care algorithm to 

direct treatment for distress. 

Replace “stepped-care algorithm” 

with its definition.  

3.Patients who require treatment 

for their depression and anxiety 

should be offered different levels 

of treatment according to the 

severity of their emotional distress. 

4. Implement collaborative care 

plans that include the patient in 

treatment planning. 

Define a “collaborative care plan.” 4.All members of the treatment 

team, including the patient, should 

have input into the development of 

the patient’s care plan for 

managing his/her emotional 

distress. 

5. Use cognitive behavioral 

strategies with supplemental 

materials to guide psychosocial care.  

Replace “cognitive behavioral 

strategies” with the treatment that it 

includes; this simplifies concept.   

5.To help patients manage 

emotional distress, treatment 

programs offered by the clinic 

should include such as stress 

management, coping skills training 

and problem-solving skills 

development. 

6. Offer psychoeducation to patients 

and families.  

Clarify “psychoeducation.”  6.All patients and families should 

be offered education regarding the 

nature of depression and anxiety 

and management strategies. 

7. Develop a survivorship plan at 

discharge to assist successful 

transition. 

Define/clarify “survivorship.” 7.Patients should be given a 

survivorship plan to help manage 

their emotional and physical health 

following cancer treatment.  

8. Include specific care interventions 

for palliation and end-of-life. 

Clarifies “palliation” and “end-of-

life.” 

8.Patients who are in of advanced 

cancer stages should be therapy 

that incorporate palliative care and 

attend to end-of life concerns. 
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Appendix F 

Multidisciplinary Stepped Care Algorithm 

 

 

 

 

 

 
Based on empirically validated cut off scores of ≥5 (mild), ≥10, (moderate), and ≥15 (severe) depression.  
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Appendix G 

Feasibility Questionnaire Response Summary 

Acceptability and Applicability Questionnaire Facts Supporting Affirmative Decision  

Is this recommendation compatible with the 

culture and values in the setting where it is to 

be used? 

Multicultural groups in supporting RCT’s.  

Does the benefit to be gained from 

implemented this recommendation make it 

worth implementing?  

Medium to large effect size in outcomes from 

RCT’s; similar patient populations. 

Are the interventions and/or equipment 

available in the context of use? 

Free resources obtainable from Research 

Tested Interventions Protocols (RTIPS) (all 

available in Spanish) website, paper screening 

tool.  

Does the population described for eligibility 

match the population to which the 

recommendation is targeted in the local 

setting? 

Similar patient populations in RCT’s (some 

ethnic minorities and lower income). 

Are there any constraints, organizational 

barriers, legislation policies and/or resources in 

the health care setting that would impede the 

implementation of the recommendations?  

Organizational support, multidisciplinary buy-

in. 

Is the necessary expertise (knowledge and 

skills) available in the context of use? 

Screening is self-administered, SW clinicians 

well-qualified to complete further assessment 

and implement basic psychosocial education 

and referral.  

Adapted from The ADAPTE Collaboration, 

2010.  
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Appendix H 

Likert Survey Questionnaire Items 

1. Patients should be given a survey when they present to the clinic to determine whether 

they are depressed and/or anxious. 

2. Patients who are depressed and/or anxious should be given a further assessment to 

determine the nature of their concerns.  

3. Patients who require treatment for their depression and anxiety should be offered 

different levels of treatment according to the severity of their emotional distress. 

4. All members of the treatment team, including the patient, should have input into the 

development of the patient’s care plan for managing his/her emotional distress.  

5. To help patients manage emotional distress, treatment programs offered by the clinic 

should include such as stress management, coping skills training and problem-solving 

skills development.  

6. All patients and families should be offered education regarding the nature of depression 

and anxiety and management strategies. 

7. Patients should be given a survivorship plan to help manage their emotional and 

physical health following cancer treatment.  

8. Patients who are in of advanced cancer stages should be therapy that incorporate 

palliative care and attend to end-of life concerns.  
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Appendix I 

Final Clinical Practice Recommendations 

1. Administer a brief screening at the first care encounter to determine those in distress. 

2. Further screen and assess patients with screening scores positive for distress to 

determine the nature of the distress 

3. Use a stepped-care algorithm to direct treatment for distress. 

4. Implement collaborative care plans that include the patient in treatment planning. 

5. Use cognitive behavioral strategies with supplemental materials to guide psychosocial 

care. 

6. Offer psychoeducation to patients and families. 

7. Develop a survivorship plan at discharge to assist successful transition. 

8. Include specific care interventions for palliation and end-of-life. 
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      Appendix J 

Education Outline for Staff  

I. Overview/Significance of psycho-oncology program 

A.  Psychosocial distress in patients  

a. depression  

b. anxiety 

B. Presenting signs 

II. Tools 

A. Patient Health Questionnaire (PHQ-9) 

B. Generalized Anxiety Disorder (GAD-7) 

C. Scoring  

a. positive screens 

b. negative screens 

c. cut-offs  

d. defining mild to severe categories  

III. Protocol  

A. Algorithm 

a. screening 

b. education 

c. referral 

B. Work flow  

C. Staff roles 

a. technicians-distribute and triage screenings 
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b. providers-review all screenings 

c. Social Work-assess and respond to all positive screenings 

IV. Breakout-individual information specific to roles presented 

V. Questions/Comments 
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Patient care technician (PCT) give 

PHQ-9 to patient for self- 

administration in waiting room 

Patient care technician (PCT) give 

PHQ-9 to patient for self- 

administration in waiting room 

Appendix K 

Workflow Diagram 

 

 

 

 

 

 

Workflow Diagram for Screening Protocol 

PHQ-9 
≥10? 

SW provide at least one community referral 

SW provide appropriate 

psychoeducation 

*(Indicates positive response for desire to self-harm) 

PCT reviews total PHQ-
9score and place screening 
in front of paper chart 

communication 
breakdown 

PCT places paper chart in 
provider slot with flagged 
result for provider review 

Place a duplicate copy of 
screening in SW “in-bin” 

Provider reviews screening score 
and initials paper screen 

Refer for higher level of 
psychiatric care immediately Patient care technician (PCT) 

give PHQ-9 to patient for self- 

administration in waiting room 

Notify provider immediately 

Question #9* Yes? 

PHQ-9 ≥5? 

SW administer advanced assessment 
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      Appendix L 

     Voluntary Consent Statement  

 Please indicate your agreement with this statement of consent before you begin this 

survey. I understand that all responses to this survey are anonymous and I will not be asked to 

identify myself or my position in the agency at any time. I understand that participation in this 

project is voluntary and I have the option to drop out- at any time without explanation. I will not 

be monetarily, or otherwise, compensated. My responses, i.e. the data gathered will be used only 

internally for quality improvement. This is not clinical research but rather a project designed to 

improve the quality of patient care in my organization. The members of the Psycho-Oncology 

Working Group who have developed this survey indicate no potential conflict of interest. 

 

 

 


