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Abstract 

Problem: Approximately 50% of cancer patients experience clinically significant cancer-related 

distress. Unmanaged distress has been linked to decreased medication adherence, increased visits 

to the emergency room and oncology clinic, increased hospital stays, decreased quality of life 

and decreased overall survival. At a university-based cancer center in the mid-Atlantic region, 

informal assessment of patient distress was provider dependent and as a result was inconsistently 

conducted and documented. 

Purpose: The purpose of this quality improvement (QI) project was to implement a systematic 

screening protocol for distress which included a screening tool, staff training, as well as referral 

processes to identify and manage distress in adult patients with metastatic colorectal cancer. 

Methods: The National Comprehensive Cancer Network (NCCN) Distress Thermometer and 

Problem List (DT&PL) was integrated into the patient portal as a questionnaire and sent to 

patients with metastatic colorectal cancer prior to treatment to be completed prior to their 

infusion appointment. Infusion nurses reviewed the distress screening with patients during their 

appointment and made appropriate referrals to clinic-embedded resources such as social work, 

psychiatry, pain and palliative care, and/or pastoral care based on questionnaire results. 

Results: The NCCN DT&PL was successfully integrated into the portal as a questionnaire. 

Overall, 64% of patients completed the questionnaire at least once and 39% of the completed 

screens indicated high distress. All patients who indicated high distress had documented nursing 

interventions and/or referrals.  

Conclusions: Evidence-based distress screening and referral is a feasible practice change to 

improve patient outcomes. Key facilitators were integration into the electronic health record and 

personnel to support to initiative.   
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Introduction 

 Cancer is the second leading cause of death in the US with an estimated 600,000 deaths 

attributed to cancer in 2019 (Centers for Disease Control and Prevention [CDC], 2016; American 

Cancer Society [ACS], 2018). Approximately 50% of cancer patients experience clinically 

significant distress throughout the disease trajectory (NCCN, 2019). The NCCN (2019) defines 

distress as, “a multifactorial unpleasant experience of a psychological (i.e., cognitive, behavioral, 

emotional), social, spiritual, and/or physical nature that may interfere with the ability to cope 

effectively with cancer, its physical symptoms, and its treatment” (p. DIS-2). Unmanaged 

distress is linked to decreased medication adherence, poor communication with the care team, 

and diminished capacity to make treatment-related decisions leading to increased visits to the 

emergency room and oncology clinic, increased hospital stays, and decreased quality of life and 

survival outcomes (NCCN, 2019). The NCCN recommends distress screening and management 

for all oncology patients per the Distress Screening Clinical Practice Guidelines (2019). The 

Commission on Cancer (CoC), which accredits cancer centers across the nation, also requires 

distress screening and management as a prerequisite for accreditation (2020). Both the NCCN 

and CoC leave distress management policy development and implementation to the discretion of 

individual institutions. Common barriers to distress screening in oncology centers in general 

include initiating a distress screening protocol (Pearman et al., 2015). 

At a hospital based, CoC accredited and National Cancer Institute (NCI) designated 

cancer center in the mid-Atlantic region, informal assessment of patient distress was provider 

dependent and inconsistently conducted and documented. Referrals to specialty resources 

including social work, psychiatry liaison nurse, pain and palliative care nurse, and unit chaplain, 

were conducted based on clinician judgement or patient request and not based on a standardized 
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distress screen. Approximately 30,000-40,000 outpatient infusion visits take place annually at 

this cancer center. The purpose of this QI project was to implement a systematic screening 

protocol for distress including a screening tool, staff training, and referral processes to identify 

and manage distress in adult medical oncology outpatients with metastatic colorectal cancer. It 

was anticipated that patients with colorectal cancer would complete distress screening at least 

once and that referrals or interventions to manage high distress would be initiated. Another short-

term goal was for infusion nurses to demonstrate knowledge and skill in the purpose of distress 

screening and in the review of the distress screening questionnaire after this implementation. The 

long-term goal is for distress screening to be implemented throughout the cancer center, thereby 

available to all outpatient oncology patients receiving treatment at this cancer center. 

Evidence Review 

 A review of the current evidence found support for distress screening as a part of the 

standard of care for oncology patients. Many studies have investigated the benefits of screening 

for and managing cancer-related distress. Evidence was rated using Fineout-Overholt & Melnyk 

review criteria. The CoC’s Optimal Resources for Cancer Care: 2020 Standards (Level VII) 

outlines requirements for distress screening at cancer centers in order to maintain CoC 

accreditation. Although CoC does not explicitly state how and how often cancer centers must 

screen for distress, they do require cancer centers to have a protocol in place for screening, 

screen patients at least once, and have on-site resources available to address factors that 

contribute to distress. In “The NCCN Clinical Practice Guidelines in Oncology,” Distress 

Management (Version 3.2019), (Level VII) distress screening and management is strongly 

recommended in order to improve patient outcomes. NCCN recommended use of its own distress 

screening tool, the Distress Thermometer and Problem List (DT&PL).  
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 Carlson et al. (2010) conducted a randomized control trial (RCT) (Level II) to investigate 

the effects of distress screening using the NCCN DT&PL along with tailored interventions on 

subsequent distress scores, anxiety and depression in breast and lung cancer patients. Distress 

screening with personalized interventions to address distressing factors led to decreased 

subsequent distress scores compared to screening and standard of care alone (Carlson et al., 

2010). Another RCT (Level II) conducted by van der Meulen et al. (2018) examined the effect of 

distress screening using the DT&PL and nurse-led interventions on depression, health-related 

quality of life, and worry of cancer recurrence in head and neck cancer patients. This study did 

not find significant differences in the outcome measures between the intervention and control 

group. However, this study was underpowered, had a low number of patients with significant 

distress at baseline, and had a high percentage of patients who were lost to follow up. This study 

did demonstrate feasibility of widespread distress screening and tailored interventions to address 

distress in a population of oncology patients (van der Meulen et al., 2018).  

 Meta-analyses and systematic reviews (Level I) have investigated the sensitivity, 

specificity, reliability and validity of the NCCN DT&PL as well as the optimal cutoff score to 

indicate significantly high distress. Ma et al. (2014) conducted a meta-analysis to investigate the 

diagnostic role of the DT and define an optimal cutoff score to define clinically significant high 

distress in order to maximize specificity and sensitivity. This study identified a cutoff score of 4 

on the DT yielded maximal pooled sensitivity (0.81) and specificity (0.72) (Ma et al., 2014). 

Donovan et al. (2014) conducted a systematic review to investigate the translation and validation 

of the DT in cancer populations of different countries, cultures, and languages. Of all the studies 

included in their review, the majority defined 4 as the optimal cutoff score to indicate clinically 

significant high distress (Donovan et al., 2014).  
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 Review of the literature found distress screening and management for oncology patients 

is widely recommended and even required by some accrediting bodies. Distress screening and 

management was feasible at large cancer centers. Improving distress management can improve 

overall patient outcomes by decreasing hospitalizations, increasing quality of life, and improving 

survival. The DT&PL is a valid and reliable tool which is commonly used for distress screening. 

The DT&PL has demonstrated reliability and validity in a variety of different cancer populations 

and has a high sensitivity and specificity at a cutoff score of 4. See Tables 1 and 2 for full 

evidence review and synthesis. 

Theoretical Framework 

 Lewin’s Change Theory was utilized to guide implementation of this QI project. Change 

Theory describes eliciting change in three stages: unfreezing, change, and refreezing, involving 

overruling previously learned behaviors in exchange for new ones. The Change Theory also 

describes three major concepts to achieve change which are driving forces, equilibrium, and 

restraining forces. Driving forces push towards change while restraining forces resist change. 

Equilibrium is met when driving and restraining forces are equal (Lewin, 1947).  

Infusion nurses’ inability to recognize and understand distress and how it can affect 

patient outcomes represented the old pattern which needed to be unfrozen. Additionally, the 

previous practice protocol did not call for screening and managing distress. To unfreeze this 

ideology and lack of protocol, driving forces were needed. Driving forces included registered 

nurse (RN) education about distress, how it is measured, how it can be managed, and how 

management of clinical distress can improve patient outcomes. Driving forces also included 

robust protocol development and implementation. Restraining forces were reduced through 

improvements to RN workflow as RNs were asked to take on an additional task. This was done 
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through structural changes such as increasing acuity for patients who were screened and by 

developing an easy-to-follow post screening algorithm. The RNs taking on the front-line of 

distress screening were supported by the project leader, providers, and specialty resource 

personnel. Through improvement in patient outcomes as evidenced by decreased distress over 

time, driving forces will fuel change. Further development of best practice advisories and 

automated messages to providers when patients have severe distress will continue to oppose 

restraining forces thus encouraging change and refreezing of the new workflow. 

Methods 

Distress screening was implemented at an NCI-designated cancer center in the outpatient 

oncology infusion clinic. This QI project focused on gaining stakeholder support, developing a 

protocol, and training nurses in order to successfully administer distress screening to patients and 

manage clinically significant high distress. Patients included in this QI project were patients with 

metastatic colorectal cancer on standard of care infusion treatment, being treated on day-1 of any 

given treatment cycle, excluding cycle-1, day-1 of newly diagnosed patients. For this QI project, 

only patients with patient portal access were included due to the methodology of administering 

the questionnaire. Additionally, due to present unavailability of the questionnaire in different 

languages, non-English-speaking patients were excluded in this project.  

The NCCN DT&PL was used for distress screening for this QI project (see Appendix A). 

The DT asks patients to rate their distress over the past week on a scale of 0 to 10, with 0 

indicating no distress and 10 indicating extreme distress. The PL is adjunctive to the DT and is a 

39-item, yes/no questionnaire of problems encountered over the past week, separated into 

various categories including practical, family, emotional, spiritual/religious, and physical 

problems. This project defined a cutoff score of 4 and higher on the DT to indicate clinically 
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significant distress, based off of recommendations from NCCN. For patients scoring 0 to 3 on 

the DT (low distress) infusion RNs were not required to review the PL with the patients or make 

referrals based off of distress screening alone. For patients scoring 4 to 10 on the DT (high 

distress) infusion RNs were required to review the PL with the patient, address physical 

problems indicated by the patient through routine nursing education, interventions, or through 

consult with the primary physician (MD) or nurse practitioner (NP), and offer the patient 

referrals to specialty resources, based on the problems indicated on the problem list.  

The NCCN DT&PL was integrated into the patient portal, MyChart, as a patient-facing 

questionnaire that is manually deployable through a MyChart message to individual patients. 

This allowed the project leader to individually select which patients received the questionnaire, 

based on eligibility criteria set for the QI project. Patients were sent the DT&PL via a MyChart 

message, 48-72 hours prior to their infusion appointment and were asked to complete the 

questionnaire prior to their scheduled infusion appointment. Clinical evaluation and safety 

nurses, meant to call patients the day before their infusion appointments to evaluate the patient 

for treatment, were asked to remind patients to complete the questionnaire prior to their 

appointment. During the infusion appointment, the infusion RN reviewed the distress screening 

results with the patient, intervened on distressing factors (within the nursing scope of practice), 

alerted the MD or NP of any medical concerns or requests, when necessary, and placed referrals 

to specialty resources within the cancer center including social work, psychiatry, pain and 

palliation, and chaplaincy.   

Each week, details of distress screening distribution and completion were gathered and 

recorded in a main auditing spreadsheet (Appendix B). Additionally, patients’ weekly clinic 

resource utilization (Appendix C), patient demographics (Appendix D), and individual patient 
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distress screening results (Appendix E) were tracked periodically during implementation. Pre-

implementation, the number of clinic nurses who viewed the educational PowerPoint and 

completed the post-presentation assessment were tracked (Appendix F). Unique patient 

identifiers (Appendix G) were recorded throughout implementation. Confidentiality and privacy 

of patients was ensured by de-identifying all patient information. See Appendix H for RN 

educational PowerPoint slides and Appendix I for RN post-presentation assessment. Distress 

screening protocols were printed, laminated, and placed in each nurses’ station for nurses to 

reference (Appendix J). Additionally, detailed protocol packets were printed and disseminated to 

all of the nurses’ stations (Appendix K). 

Results 

 A systematic distress screening protocol was developed which included the incorporation 

of the NCCN DT&PL into the patient portal, staff training, as well as referral processes to 

identify and manage distress in adult oncology outpatients. Through distribution of a recorded 

PowerPoint and two staff meeting presentations, 17 out of 22 clinic nurses were trained on 

distress screening. Out of 22 clinic nurses, 12 nurses successfully completed the post-

presentation assessment, demonstrating appropriate knowledge and skill in executing distress 

screening review. Ten infusion nurses took care of patients and reviewed distress screening 

results with these patients and four clinical evaluation nurses reminded patients to fill out the 

questionnaire, stressing the importance of distress screening.  

The NCCN DT&PL was deployed through the portal to patients with metastatic 

colorectal cancer. Of 42 eligible patients, 27 patients (64%) completed the NCCN DT&PL at 

least once. Of 69 screens sent out to patients, 43 (62%) were returned completed. Of all distress 

screens completed, 39% indicated high distress (defined as 4 or greater on the DT). Of those 
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patients who were identified as having high distress, 100% had documented nursing 

interventions and/or referrals to specialty resource personnel in nursing progress notes. Patients 

with high distress requested a referral to specialty resources 58% of the time and all but one 

patient received same-day consult. Nursing documentation was missing in 38% of patients who 

failed to complete the screening. Nursing documentation was missing in 9% of patients who 

completed the screening, however all of those patients had low distress (defined as less than 4 on 

the DT).  

Patient adherence to completing the screening and nursing adherence to ensuring screen 

completion were unexpected barriers to implementation. Patient utilization of the portal was an 

unpredictable challenge as not all patients viewed the MyChart message containing the distress 

screening questionnaire. Due to the time required to promote distress screening completion and 

review during an infusion appointment, nursing adherence was also a barrier to implementation, 

especially when the screening questionnaire was not completed prior to an infusion appointment. 

Discussion 

A standardized distress screening protocol utilizing the NCCN DT&PL through the 

patient portal was successfully implemented on the outpatient infusion unit. The distress 

screening protocol development was focused on sustainability and workflow. In order to 

decrease the workload of the infusion RNs expected to help intervene on distressing factors and 

triage distressed patients, administration of the distress screening questionnaire was done 

electronically through the patient portal prior to patient infusion appointments. If patients did not 

complete the distress screening questionnaire prior to their infusion appointment, infusion RNs 

were asked to encourage the patients to fill it out via the patients’ own smart phones or tablets, 

during the infusion appointment. To help with RN workflow, smart-phrases (custom designed 
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phrases in the electronic health record [EHR]) were developed for RNs to use when documenting 

distress screening in their nursing progress notes. This allowed for quick and easy documentation 

based on the specific distress screening situation. Furthermore, to help nursing workflow, 

patients screened for distress were assigned additional acuity to account for the increased time 

needed for nurses to assist with distress screening. Lastly, a maximum of one project patient per 

RN each shift was ensured. 

Infusion nurses reported triaging distress during the infusion appointment was time 

consuming, especially if the screening was not completed prior to the appointment. This barrier 

may account for nursing documentation being missing in 38% of patients who failed to complete 

the screening. The project leader helped to promote screening completion and dissemination of 

screening results to infusion nurses and specialty resources, which may have contributed to 

screening success. In the future, it will be important to have a system in place to ensure distress 

screens are completed and patients with elevated distress are referred appropriately. One way this 

could be achieved is through the incorporation of best practice advisories (BPAs) in the EHR. 

BPAs could help to generate automatic EHR messages to the patients’ care teams in order to 

ensure the proper personnel are alerted to the patients’ distress scores and appropriate actions are 

taken.  

Specialty resource personnel were successful in completing same day consultations for 

patients with high distress as long as they received timely notification of the referral request. 

Specialty resource personnel noted more than one referral in a single visit was overwhelming for 

certain patients. Of all specialty resource personnel, social work received the most referrals. Due 

to their high volume of referrals, it may be helpful to have social work spearhead the distress 

screening review process in the future as they have access to many pertinent resources. 
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Alternatively, clinic-embedded nurses could lead distress screening as their primary role is 

patient coordination and navigation.  

In order to expand distress screening to all patients treated at the cancer center, 

incorporation of the distress screening tool in multiple languages must be considered. 

Additionally, distress screening needs to be available to patients without portal access and for 

patients who do not use the patient portal. This may be achieved through implementation of 

distress screening via paper or by using an EHR-linked tablet to promote screening completion in 

the clinic. This QI project may not be generalizable to other settings as the tools and workflows 

were selected and designed to fit the current workflow of this specific clinic. However, other 

settings can use the literature to help develop site-specific protocols. A cutoff score of 4 on the 

DT was utilized to define high distress, per recommendations from the literature (Donovan et al., 

2014; Ma et al., 2014; NCCN, 2019). Tailored nursing interventions and/or referrals were 

utilized to respond to distress, similar to studies reviewed to develop the protocol (Carlson et al., 

2010; van der Meulen et al., 2018).  

Conclusion 

 Distress screening in oncology patients is an evidence-based practice that is feasible to 

integrate into the standard of care practices in oncology treatment. Critical to the success of this 

type of practice change is integration of the screening into the EHR as it allows patients to access 

and complete the screening through the portal. Additionally, linking screening to an infusion 

appointment helped to ensure that patients who screened positive for elevated distress had proper 

and timely follow up. Lastly, personnel resources are essential to monitor and track the 

screenings and provide services and referrals as warranted by screening results. The findings of 

this QI project would be useful to oncology providers because it will offer ideas to how distress 
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screening can be operationalized at a large cancer center. Recommendations for the future 

include building BPAs into the EHR to help automate distress screening triage. This will help to 

streamline the infusion nurses’ role in distress screening. Additionally, education could be built 

into nursing and patient orientation to the clinic. Future projects could focus on expanding 

distress screening to all patients treated at the cancer center, including patients with varying 

cancer types, language preferences, and portal access. Implementation of a distress screening 

program can assist with identification of distress and ensure patients are provided with 

appropriate resources to manage distress, thus improving patient outcomes such as quality of life 

and survival.  
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Tables, Figures, and Appendices 

Table 1 

Evidence Review Table 
Citation: Carlson, L. E., Groff, S. L., Maciejewski, O., & Bultz, B. D. (2010). Screening for distress in lung and breast 

cancer outpatients: A randomized controlled trial. Journal of Clinical Oncology, 28(33), 4884–4891. 

https://doi.org/10.1200/JCO.2009.27.3698 

Level: 2 

 

Purpose/Hypothesis Design Sample Intervention Outcome Results 

Purpose: “Distress has 

been recognized as the 

sixth vital sign in 

cancer care and several 

guidelines recommend 

routine screening. 

Despite this, screening 

for distress is rarely 

conducted and 

infrequently evaluated.” 

 

“Primary 

hypotheses at the 3-

month follow-up were: 

those receiving 

triage would 

have lower distress than 

those receiving full 

screening; and both 

these groups would 

have lower distress than 
those receiving only 

minimal screening. The 

same patterns were 

hypothesized for both 

lung and breast cancer.” 

 

 

 

 

RCT 

Sampling Technique: 

Convenience-based, 

random assignment 

 

Eligible Participants: 

New patients with breast or 

lung cancer older than 18 

years. 

• Eligible: 1,280 

• Accepted: 1,134 

• Control: 365 with 92 

lost to follow up 

• Intervention: 

o Full screening: 391 

with 100 lost to 

follow up 

o Triage: 378 with 86 

lost to follow up 

 

Power analysis: 273; 291; 

and 292 participants 

available across three 

groups for analysis of 

primary outcome, DT 

scores at follow-up, there 

was 97.7% power to detect 

differences of 1 point.   

                                                                      

Group Homogeneity: 

there were no differences 

between the three 

Control: minimal 

screening with DT 

only plus usual care. 

No feedback report 

given to the patient or 

placed on EMR. 

  

Intervention: 

• Full screening: DT, 

problem list, 

fatigue and pain 

thermometers, 

PSSCAN part C, 

printed 

personalized 

feedback report 

and summary 

report placed on 

EMR. 

• Triage: full 

screening plus 

offer to speak to 

member of 

psychosocial team 

about any issues. 

 

Intervention fidelity: 

New patients with 

breast and lung cancer 

randomly assigned to 

three conditions. 

Dependent Variable: 

distress scores, anxiety 

and depression, and 

change in these 

measures over time 

Measure: the DV, 

distress, was measured 

via the DT and Problem 

List, which has been 

shown to have high 

sensitivity and 

specificity for 

identifying distress at 

cut-off score of 4 

(specific reliability data 

not provided). The 

PSSCAN part C was 

used to measure the 

DVs depression and 

anxiety (specific 

reliability data not 

provided). Distress at 

three months was 
measured in all patients 

in three conditions 

using three measures 

including the DT, 

PSSCAN part C anxiety 

and depression 

subscales. Medical 

treatment and 

Protocol found to be feasible with 

retention and referral data present 

in Figure 3. 

 

Distress at follow up: marginally 

significant main effect of study 

condition (p=.094). Triage 

condition showed significantly 

lower distress at 3 months 

compared with minimal screening 

(p=.031). Percentage of patients 

over distress cut-off was 

significantly lower in triage group 

at 36% compared to 46% and 

48.7% in full screening and 

minimal screening, respectively 

(2=10.55; p=.005). 

 

Lung: no effect of study condition 

on DT score. Percentage above 

high distress cut-off in triage group 

was significantly lower at 30.7% 

compared with 50.9% and 51.3% 
in full and minimal screening 

groups, respectively (2=14.51; 

p=.001). 

 

Breast: study condition associated 

with follow-up DT scores 

(p=.039). Both full screening and 

triage groups had lower distress 
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screening conditions on 

any of the baseline 

variables as listed in Table 

1. There were differences 

between patients with lung 

and breast cancer shown in 

Appendix Table A1. 

Patients in all 

conditions received an 

information packet 

and were reassessed 

three months later with 

full screening battery. 

interventions undergone 

since baseline screening 

collected via chart 

reviews. 

than minimal screening (both 

p<.05) but proportions with high 

distress in each group at follow-up 

were not different. 

Abbreviations: DT: Distress Thermometer; PSSCAN: Psychological Screen for Cancer 

Citation: Commission on Cancer. (2020). Optimal resources for cancer care: 2020 standards. Level: 7 

 

Purpose/Hypothesis Design Sample Intervention Outcome Results 

Psychosocial Distress 

Screening 

Requirements:  

“Cancer programs must 

implement a policy and 

procedure for 

psychosocial distress 

screening for cancer 

patients. The process 

identifies 

psychological, social, 

financial, and 

behavioral issues that 

may interfere with a 

patient’s treatment plan 

and adversely affect 

treatment outcomes. 

The process also 

provides patients 

identified with distress 

the appropriate 

resources and/or 

referral for 

psychosocial needs” 

 

 

 

 

American 

College of 

Surgeons 

Optimal 

Resources 

for Cancer 

Care 2020 

Standards 

N/A Availability of on-site 

services to address 

physical, 

psychological, social, 

spiritual and financial 

needs that result from 

cancer diagnosis with 

established policy and 

procedure. 

 

Policy and procedure 

implemented for 

psychosocial distress 

screening. 

 

Screened at least once 

during patient’s first 

course of treatment. 

 

No specific screening 

tool recommended. 

Conglomerate of 

professional 

organizations dedicated 

to improving survival 

and QOL for cancer 

patients through 

standard-setting, 

prevention, research, 

education and 

monitoring of 

comprehensive quality 

care. 

Improve psychosocial care of 

oncology patients by identifying 

causes of significant distress and 

provide resources for referring 

patients to appropriate treatment. 

Abbreviations: QOL: quality of life 
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Citation: Donovan, K., Grassi, L., McGinty, H., & Jacobsen, P. (2014). Validation of the distress thermometer 

worldwide: State of the science. Psycho-Oncology, 23, 241-250. https://doi: 10.1002/pon.3430. 
Level: 1 

 

Purpose/Hypothesis Design Sample Intervention Outcome Results 

“The Distress 

Thermometer (DT) has 

been used in psycho-

oncology research 

across the globe and 

has been recommended 

as a clinical tool to be 

used routinely in cancer 

settings to detect 

clinically significant 

distress. We sought to 

characterize the 

translation and 

validation of the DT in 

cancer patients in 

different countries and 

cultures and summarize 

how the translated 

versions function to 

detect clinically 

significant distress.” 

 

 

 

 

 

 

 

 

 

 

 

 

 

System-

atic 

Review 

Search Strategy: 

• Electronic searches via 

PubMed, PsychINFO, 

and CINAHL 

• Search terms: “cancer” 

and “Distress 

Thermometer.” 

• Included all studies that 

cited the first publication 

of the DT or the 

validation study 

published in 2005. 

 

Sample:  

• 317 article abstracts 

screened 

• 76 further reviewed in 

full text 

• 19 failed to satisfy 

inclusion criteria 

• 57 relevant studies 

• Sample size for included 

studies ranged from 83-

574 patients 

• Nearly all included mix 

of cancer types 

• 81% of studies included 

patients across care 

continuum 

 

Inclusion Criteria: 

• Studies seeking to 

translate DT into target 

language and validate 

DT in that language. 

Timeline: Articles 

published between 

1998 (year the DT was 

published) - January 

2013. 

 

Control:  

• Most studies (95%) 

used HADS 

criterion in ROC 

curve analysis for 

validating the DT 

once translated. 

• BSI-18 and 

psychiatric 

diagnoses through 

clinical interview 

were the next two 

most commonly 

used criteria for 

validating DT. 

 

Studies included in 

systematic review 

sought to translate 

the DT and validate 

the translations. 

Results categorized 

as follows: 

• Published validation 

studies available in 

English or a foreign-

language 

publication. 

• English or foreign-

language 

Dependent Variable: 

• Primary outcome 

was optimal cut-off 

score for 

determining 

clinically significant 

distress. 

 

 

 

Translation Process: 

• Validation studies conducted 

with 18 non-English language 

versions of DT 

• Forward-translation and back-

translation procedure used in 

44% of non-English studies 

was most common method of 

translating DT. 

• Initial validation studies 

conducted in 24 countries. 

 

Operating characteristics of 

DT: 

• Several instruments used in 

validating DT once translated 

into target language. 

• Most commonly used criterion 

in ROC curve analysis was 

HADS (95% of studies). 

• 20 studies used ROC curves for 

constructing sensitivity and 

specificity for range of possible 

scores on DT. 

• Sensitivity ranged from 0.5 to 

1.0 with median of 0.83 

• Specificity ranged from 0.36-

0.98 with median of 0.68. 

• Estimate of overall 

discriminative accuracy of 

translated DT relative to cut-off 

scores on criterion ranged from 

0.47 to 0.90 with median of 

0.79. 

• Lack of uniformity in how cut-

off scores were reported 
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• Studies whose primary 

purpose was to 

characterize distress in a 

population of cancer 

patients but also 

described validation of 

DT prior to use in target 

population. 

• Studies that validated 

original English 

language DT in an 

English-speaking foreign 

country such as Ireland 

and Australia. 

• Published abstracts and 

manuscripts and 

unpublished papers 

describing use of foreign 

language DT included 

for descriptive purposes 

WHEN they highlighted 

existence of DT in 

foreign language or 

country not previously 

identified. 

• In addition to the 

systematic review, the 

authors developed a 

survey sent out to 

members of national 

psycho-oncology 

societies in 28 different 

countries, asking about 

information regarding 

translated versions of 

DT. 

 

Extraction procedures: 

• 2 authors reviewed 

survey data and 

publications 

describing use of 

non-validated 

foreign-language 

version of DT. 

• Published abstracts 

and manuscripts and 

unpublished papers 

describing use of 

non-validated 

foreign-language 

DT. 

however, scores ranged from 3 

to 5. 

• Scores varied by language, 

country, and clinical setting 

• Most commonly identified cut-

off score was 4 with 52% of 

studies reporting this. 

• Approximately 25% reported 

two numbers without clearly 

identifying a cut-off score. 
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published studies and 

extracted relevant 

information using 

standardized method. 

• Extracted information 

included methods used 

to translate DT, 

characteristics of studies, 

and results of validation 

studies, including ROC 

curve analysis used to 

discover optimal cut-off 

score on translated DT. 

• Discrepancies in 

extraction data resolved 

through consensus 

discussion. 
Abbreviations: BSI-18: Brief Symptom Inventory-18; HADS: Hospital Anxiety and Depression Scale; ROC: receiver operating characteristic 

Citation: Ma, X., Zhang, J., Zhong, W., Shu, C., Wang, F., Wen, J., Zhou, M., Sang, Y., Jiang, Y., & Liu, L. (2014). 

The diagnostic role of a short screening tool – the distress thermometer: A meta-analysis. Support Cancer Care, 22, 

1741-1755. https://doi.org/10.1007/s00520-014-2143-1. 

Level: 1 

 

Purpose/Hypothesis Design Sample Intervention Outcome Results 

Purpose: “The Distress 

Thermometer (the DT) 

is a commonly used 

screening tool to detect 

distress in cancer 

patients. This meta-

analysis aims to 

examine the diagnostic 

role and the optimal 

cut-off score of the DT 

compared with various 

different reference 

standards.” 

Meta-

Analysis 

Search Strategy: 

• Followed developed 

guidelines for 

systematic review and 

meta-analysis of 

diagnostic studies 

• Searched PubMed and 

Embase 

• Search terms: “Distress 

Thermometer” and 

“cancer” 

 

Sample: 

• 243 articles total 

• 116 reviewed in 

abstract 

• 90 further reviewed in 

full text 

Timeline: Articles 

published from 1997-

2013 

 

Interventions: Pooled 

sensitivity, specificity, 

positive and negative 

likelihood ratios, and 

diagnostics odds 

ratios: summary 

receiver operating 

characteristics curves 

to determine optimal 

cut-off score for DT. 

Dependent variable: 

DT balance between 

pooled sensitivity and 

pooled specificity. 

 

DT compared to other 

reference standards. 

Pooled results of 42 studies at a 

cut-off score of 4: 

• Sensitivity: 0.81, 95% CI 0.79-

0.82 

• Specificity: 0.72, 95% CI 0.71-

0.72 

 

4 is optimal cut-off score for DT 

when compared to the most 

commonly used reference 

standards of HADS-A, HADS-D, 

HADS-T, DSM-IV, or ICD-10. 
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• 48 failed to satisfy 

inclusion criteria 

• 42 relevant studies 

• 14808 subjects 

 

Inclusion Criteria: 

• Study population: 

patients with cancer 

• DT used to detect 

psychological disorders 

• One or more reference 

standards used as 

reference standard 

• Sufficient data to 

reconstruct diagnostic 

2x2 table: TP, TN, FP, 

and FN. 

 

Excluded:  

• Unrelated articles, 

abstracts presented at 

scientific meetings, and 

articles lacking 

sufficient data. 
Abbreviations: DSM: Diagnostic and Statistical Manual of Mental Disorders; HADS: Hospital Anxiety and Depression Scale; HADS-A: Anxiety; HADS-D: Depression; HADS-T: Total; ICD: 
International Classification of Diseases; TP: True Positives: TN: True Negatives; FP: False Positives; FN: False Negatives 

Citation: National Comprehensive Cancer Network Clinical Practice Guidelines in Oncology. (2019). Distress 

management (Version 3.2019). 
Level: 7 

 

Purpose/Hypothesis Design Sample Intervention Outcome Results 

“These NCCN 

Guidelines for Distress 

Management discuss 

the identification and 

treatment of 

psychosocial problems 

in patients with cancer. 

They are intended to 

assist oncology teams 

to identify patients who 

Clinical 

Practice 

Guideline 

N/A Recommendation: 

Rapid screening and 

assessment of distress 

and subsequent 

referrals to appropriate 

resources for clinically 

significant distress 

scores. 

 

Panel of experts and 

compilation of evidence 

from numerous clinical 

trials to formulate 

clinical practice 

guideline. 

Screening for and treating distress 

of cancer patients benefits patients 

and families and improves 

efficiency of clinic operations. 
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require referral to 

psychosocial resources 

and to give oncology 

teams guidance on 

interventions for 

patients with mild 

distress. These 

guidelines also provide 

guidance for social 

workers, certified 

chaplains, and mental 

health professionals by 

describing treatments 

and interventions for 

various psychosocial 

problems as they relate 

to patients with 

cancer.” 

Suggest using the 

NCCN DT and 

Problem List for rapid 

screening. 

 

Abbreviations: DT: Distress Thermometer 

Citation: van der Meulen, I., May, A., Koole, R., & Ros, W. (2018). A distress thermometer intervention for patients 

with head and neck cancer. Oncology Nursing Forum, 45 (1), E14-E32. https://doi.org/10.1188/18.ONF.E14-E32. 
Level: 2 

 

Purpose/Hypothesis Design Sample Intervention Outcome Results 

“The aim of this study 

was to investigate the 

feasibility of the 

DT&PL+ intervention 

and its effectiveness on 

depressive symptoms 

(primary outcome), 

HRQOL, and fear of 

cancer recurrence in 

patients with HNC. The 

authors hypothesized 

that, one year after 

inclusion, patients with 

HNC in the intervention 

group would report 

fewer depressive 

symptoms, better 

RCT 

Sampling Technique: 

Convenience 

 

Site: University Medical 

Center Utrecht in the 

Netherlands outpatient 

clinic of oral maxillofacial 

and otorhinolaryngology 

 

Eligible Participants:  

• Patients visiting the 

clinic before and as 

long as six months after 

cancer treatment 

• Diagnosis of squamous 

cell carcinoma of oral 

Control: Usual care 

provided by HNC 

physician at two-

month intervals in the 

first year post 

treatment of cancer 

and two-month 

intervals in the second 

year. Appointments 

were 10-minutes and 

aimed at treatment of 

complications and 

detecting recurrence of 

primary cancer. No 

formal time was 

allotted for 

psychosocial concerns, 

Dependent Variable: 

The primary outcome 

was depressive 

symptoms. HRQOL 

and fear of cancer 

recurrence for HNC 

patients were secondary 

outcomes. 

 

Measures:  

• Depressive 

symptoms: measured 

with the CES-D, 20-

item self-report 

questionnaire. Range 

of 0-60 with higher 

score reflecting 

Sample: Patients who declined 

were significantly older (p<0.05) 

with TNM stages I-II and were 

recruited more often in the first 

three months after end of 

treatment. Patients included were 

mainly men (75%) and mostly 

married or living together (77%).  

 

There were significant differences 

between participants who were lost 

to follow-up and completed the 

study (p<0.05). Patients lost to 

follow up had higher depressive 

symptoms, lower HRQOL and 

lower functional status, and 

generally more problems on the 
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HRQOL, fewer 

physical symptoms, and 

less fear of cancer 

recurrence than patients 

with HNC in the 

control group.” 

cavity, oropharynx, 

hypopharynx or larynx 

• Ability to complete 

questionnaires in 

Dutch. 

• Ability to participate in 

intervention. 

 

Sample:  

• Eligible patients: 213 

• Declined: 103 

• Randomized: 100 

o Intervention group: 

53 

 Received 1-2 

sessions: 26 

 Received 3-4 

sessions: 12 

 Received 5 

sessions: 5 

 Did not receive 

intervention: 10 

 Completed 6-

month 

measurement: 38 

 Completed 12-

month 

measurement: 33 

o Control group: 57 

 Completed 6-

month 

measurement: 52 

 Completed 12-

month 

measurement: 45 

 

Power Analysis: Number 

of patients was based on 

change in the CES-D 

scores after one year. 

however if the 

physician felt the 

patient had 

psychosocial needs, 

they could refer to 

psychosocial care. 

 

Intervention: 

Screening for distress 

with DT&PL with 

short, nurse-led 

follow-up to identify 

distress and provide 

immediate support, 

advice, information or 

referral if necessary. 

DT is validated and 

sensitive and specific 

in Dutch patients with 

cancer. A score of 5 or 

more on the DT was 

considered significant 

distress for this study. 

The PL is a 47-item 

list that assesses 

physical, emotional, 

spiritual, practical, and 

family issues is 

validated with strong 

internal consistency 

(Cronbach alpha = 

0.9). The patient can 

indicate if they would 

like professional help 

with their problems. 

Interventions included 

3-4 20-minute sessions 

throughout one year. 

Sessions included 

appointment with a 

higher depression. A 

score of 16 or higher 

is the cut-off 

indicating significant 

depression. 

• HRQOL: measured 

with EORTC QLQ-

C30 and tumor-

specific EORTC 

Head and Neck 

module. Scores range 

from 0-100 where 

high score reflects 

high level of 

functioning or high 

level of problems 

• Fear of cancer 

recurrence: Worry of 

Cancer Scale, which 

includes 4 items on a 

scale of 0-10 with 

higher score 

indicating higher 

concern. 

problem scales. They were more 

frequently unemployed and more 

frequently in the intervention 

group. 

 

Intervention: The mean DT score 

remained stable over time, 

throughout the intervention. 

Approximately 1/3 of participants 

in the intervention group indicated 

a 5 or higher on the DT at each 

session. Problems indicated: 

• Emotional problems 40-60% 

• Physical problems: 64-90% 

• Other problems: 24-41% 

• Desired to talk with an expert: 

3-21% 

Overall, patients in the intervention 

group were satisfied with nursing 

knowledge, attention to physical, 

emotional and social problems, 

personal attention, support and 

information received, human 

qualities, and duration of 

conversations. 

 

Group Comparisons:  

No significant between-group 

differences were noted in 

depressive symptoms at 6 and 12 

months. The variable of pain at 6 

months and speech at 12 months 

showed significant differences 

between groups in favor of the 

control. No significant differences 

found for worry about cancer 

between groups and at both time 

points. 
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Previous studies found 

significant differences in 

depressive symptoms in 

the intervention group 

corresponded to an effect 

size of 0.29. A two-sided t 

test with an alpha of 0.05 

and power of 80% was 

used to find a sample of 

144 patients per group to 

be adequate. 

 

Group Homogeneity: 

Baseline characteristics of 

patients in the control and 

intervention groups were 

comparable as shown in 

Table 1. 

trained nurse to 

discuss the outcome of 

the screening and 

specific problems, 

regardless of the DT 

score. Basic 

psychosocial care, 

nursing interventions, 

or referrals to 

specialists or patient 

programs could then 

be provided, if 

indicated. 

 

Treatment Fidelity: 

Six oncology nurses 

were recruited to 

provide the 

intervention. The 

nurses attended a 

three-hour training to 

gain skills needed for 

systematic 

intervention delivery. 

Training included 

background 

information on the 

DT&PL. Role playing 

was used. The pilot 

was carried out with 

selected patients to 

gather feedback. 

During the study, 

regular consultations 

took place to review 

difficulties and make 

sure the intervention 

was offered uniformly.  
Abbreviations: CES-D: Center for Epidemiologic Studies-Depression scale; DT&PL: Distress Thermometer and Problem List; EORTC QLQ-C30: European Organization for Research and 
Treatment of Cancer Core Quality of Life Questionnaire version 3.0; HNC: head and neck cancer; HRQOL: health-related quality of life 
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Table 2 

Synthesis Table 

Evidence Based Practice Question (PICO): Does implementation of systematic distress screening via either the National Comprehensive Cancer Network (NCCN) 

Distress Thermometer and Problem List (DT&PL) or the National Institutes of Health (NIH) Patient Reported Outcomes Measurement Information System (PROMIS) 

Global Health 10 question short form identify clinically significant distress and contributors of distress in order to adequately develop interventions to manage distress in 

adult, oncology outpatients at the same level? 

Level of 

Evidence 

# of 

Studies 
Summary of Findings Overall Quality 

I 

 

2 

 

1. Ma et al., (2014) conducted a meta-analysis to 

determine the diagnostic role of the DT and define an 

optimal cut-off score to be used to identify clinically 

significant distress that maximizes sensitivity and 

specificity. Study results support a cut-off score of 4 

on the DT yielded maximal pooled sensitivity (0.81) 

and specificity (0.72) when compared to other 

common reference standards.  

 

 

 

2. Donovan et al., (2014) conducted a systematic review 

to investigate the translation and validation of the DT 

in cancer populations of different countries, languages 

and cultures. The results indicated that 52% of studies 

analyzed used a cut-off score of 4 or higher to detect 

clinically significant distress.  

(A) This study represents a meta-analysis of a limited number of studies. 

The authors reported clear and reproducible search strategies and 

assess quality of studies using Quality Assessment for Studies of 

Diagnostic Accuracy (QUADAS) tool. Publication bias was assessed. 

Almost half of the studies reviewed did not recommend 4 as the 

optimal cut-off for the DT. However, the total number of patients 

collectively assessed is very large. Of the studies included, only 8 of 

the 42 used the real standard of psychological interviewing to evaluate 

the performance of the DT.  

 

 

(B) This study represents a systematic review of 57 articles that yielded a 

total of 21 non-English translations of the DT, 18 of which were 

validated in studies designed for that purpose. This study had clear and 

reproducible search strategies. They did not describe a method for 

assessing quality of studies or publication bias. They used the earliest 

translations of the DT and associated validation studies, causing newer 

more robust studies to potentially be left out. The authors sent out 

surveys to members of the IPOS Federation, however not all 

participated in the survey and not all national psycho-oncology 

societies worldwide were represented.   

 

Both of these studies were evaluating cut-off points for the DT that maximized 

specificity and sensitivity. Both studies concluded that a cut-off score of 4 was 

the most common and maximized sensitivity and specificity in relation to 

established criterion.  

II 2 

1. Carlson et al., (2010) conducted a randomized 

controlled trial to investigate the effect that distress 

screening and tailored interventions had on subsequent 

distress scores, anxiety and depression for patients 

with lung and breast cancer. Patients that received the 

(A) Adequately powered, double-blinded, randomized controlled trial with 

intervention that offered optional, personalized phone triage with 

referrals. Included three study conditions and were able to measure 

relationships and outcomes across all three. Patients were always able 
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triage level intervention, which included screening via 

the DT&PL plus personalized feedback and an offer to 

speak to psychosocial specialists had significantly 

lower distress at three month follow up compared to 

the control group, which included screening with the 

DT&PL alone with usual care. There was a 

significantly lower percentage of patients over the 

distress cut-off score of 4 in the triage group post 

intervention.  

2. van der Meulen et al., (2018) conducted a randomized 

controlled trial to investigate the effect that screening 

via the NCCN DT&PL and subsequent, 3-4 over one 

year, 20-minute, tailored, nurse-led interventions had 

on depression, health-related quality of life (HRQOL) 

and worry about cancer recurrence in patients with 

head and neck cancers compared to usual care. 

Patients who received the intervention reported 

satisfaction with nursing care. Depressive symptoms, 

HRQOL, and worry about cancer did not differ 

significantly between the treatment and control group.  

to request for psychosocial referral, which may have impacted 

predictive validity.  

 

 

 

 

 

 

 

(B) Underpowered, randomized controlled trial, with intervention group 

offered in-person, 20-minute, personalized nurse-led assessments and 

interventions with possible referral. It is unknown whether participants 

were blinded or not. They had high percentage of patients that were 

lost to follow up. They also had low percentage of patients that were 

significantly distressed at baseline, decreasing the number of patients 

in need of additional care. Because the sample was mostly male, 

generalizability may be affected. 

 

 

The two studies disagreed on their final findings.   

VII 2 

1. The Commission on Cancer (CoC) consists of a 

conglomerate of professional organizations tasked 

with improving quality of life and survival of cancer 

patients by setting standards and monitoring 

comprehensive cancer care. The CoC sets standards 

for CoC accreditation for cancer centers. In its latest 

2020 standards, the CoC continues to require cancer 

centers to put policy in place for monitoring and 

intervening on distress through screening and referrals 

to care. 

2. The NCCN published its latest distress screening 

clinical practice guidelines in 2019, recommending 

routine distress screening and subsequent management 

of clinically significant distress. This practice 

guideline was developed using a compilation of strong 

evidence to support the integration of distress 

screening and management into standard of care for 

cancer patients. 

(A) Both of these documents represent grade 7 evidence as they are 

intended to guide practice and not constitute as standard of care or 

replace professional judgement. Both documents were completed by 

groups of experts in the field of oncology and distress. Both documents 

agree in the need for systematic distress screening and identification 

and management of clinically significant distress in order to improve 

patient outcomes. Neither document demands use of a particular 

screening tool or protocol. The NCCN document does present its tool, 

the NCCN DT&PL, along with data to support its usefulness in 

detecting distress and factors contributing to distress. Neither 

document outlines specific protocols that are to be put in place. Both 

documents state that screening for distress alone is inadequate and 

procedures need to be in place for management of identified distress. 

Both documents agree that clinically significant distress is detrimental 

to oncology patients.  
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Appendix A:  
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Week 1 Week 2 Week 3 Week 4 Week 5 Week 6 Week 7 Week 8 Week 9 Week 10

Number of patients identified for enrollment

Number of patients sent the DT and PL tool via MyChart 

out of number of eligible patients

Number of patients who completed DT and PL via 

MyChart prior to infusion appointment out of the 

number of patients who were sent the DT and PL via 

MyChart 

Number of patients who completed DT and PL via 

MyChart during infusion

Total screens completed

Number of patients who scored 0-3 on on DT out of 

number of patients who completed DT and PL

Number of patients who scored 4 or higher on DT out 

of number of patients who completed DT and PL

Number of patients who did not complete DT and PL

Number of patients who were sent DT and PL, did not 

complete it, and could not complete it in infusion due to 

lack of MyChart access on smart phone (documented in 

note with .nodistressscreen)

Number of patients who were sent DT and PL, did not 

complete it, and could not complete it in infusion due to 

emergency event in infusion

Number of patients who staff offered to aid in filling out 

screening tool in clinic who ultimately refused to participate 

(documented refusal in note with .distressrefusal)

Number of patients who were sent DT and PL who did not 

complete the tool and treatment was then cancelled (no 

documentation in note because pt was not seen in clinic)

Number of patients who were sent DT and PL who did not 

complete the tool and had no RN documentation (RN 

adherence)

Number of patients were sent and completed DT and PL 

but treatment was cancelled so no documentation

Number of patients who were sent and completed DT and 

PL but had no RN documentation (RN adherence)

Number of patients who scored 4 or higher on DT who 

had documented nursing interventions, specialty 

referrals/offer of referral, or alert/communication to 

NP/MD in nursing infusion progress note via use of 

smartphrase

Number of patients who scored 4 or higher on DT who 

requested a referral (determined via progress note)

Number of patients who scored 4-6 on DT who were seen 

same day by specialty resources if referral requested by the 

patient (determined via progress note)

Number of patients who scored 7 or higher on DT who 

were seen same day by specialty resources if referral 

requested by the patient (determined via progress note)

Appendix B: NCCN Distress Thermometer (DT) and Problem List (PL) Weekly Chart Audit Tool
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Distress score

Number of 

triage calls

Number of 

MyChart 

messages to 

provider

Number of urgent 

care visits

Number of 

hospitalizations

Seen by psych 

liaison, SW, Pain 

and Palliative or 

Chaplain

Patient 1

Patient 2

Patient 3

Patient 4

Patient 5

Patient 6

Patient 7

Patient 8

Patient 9

Patient 10-50

Week 1-10

Appendix C: Distress Scores and Resource Utilization
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Age Race Gender Marital Status Education Lives alone? Type of Home Type of Treatment

Previously seen by 

psych, SW, pain and 

palliative or chaplain? Time Since Diagnosis (Months)

Patient 1

Patient 2

Patient 3

Patient 4

Patient 5

Patient 6

Patient 7

Patient 8

Patient 9

Patient 10-50

Appendix D: Patient Demographics
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Child Care Housing
Insurance/ 

Financial
Transportation Work/School

Treatment 

Decisions

Dealing with 

Children

Practical Problems Family Problems Emotional Problems

Patient 1

Patient 2

Patient 3-50

Dealing with 

Partner

Ability to Have 

Children

Family Health 

Issues
Depression Fears Nervousness Sadness Worry

Loss of Interest in 

Usual Activities

Appendix E: DT&PL Individual Results

Date of Enrollment Date of Screening Number of Screens Distress Score

Problem List Results: ✓=Yes; ✕=No Problem List Results: ✓=Yes; ✕=No Problem List Results: ✓=Yes; ✕=No
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Verbal Acknowledgement 

of Watching PowerPoint
Date

One-on-One 

Discussion Partipation
Date

Received Education Packet with 

Protocol Workflow and Script
Date

RN1

RN2

RN3

RN4

RN5

RN6

Appendix F: Provider Education Tracking
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Patient MRN Pseudo-Identifyer 

JH****** Patient 1

JH****** Patient 2-50

Appendix G: Patient Identifiers
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1

Distress Screening Implementation 

for Metastatic Colorectal Cancer 
Outpatients

Allison Uzupus, BSN, RN, OCN

1

What is Cancer Distress?

The NCCN (2019) defines distress as, “a multifactorial 

unpleasant experience of a psychological (i.e., cognitive, 
behavioral, emotional), social, spiritual, and/or physical 

nature that may interfere with the ability to cope 

effectively with cancer, its physical symptoms, and its 

treatment” (p. DIS-2). 

2

Purpose Statement

The purpose of this quality improvement project 
is to implement a systematic screening protocol 

for distress including a screening tool, staff 
training, and referral processes to identify and 

manage distress in adult medical oncology 
outpatients with metastatic colorectal cancer. 

3

Background

• Up to 50% of cancer patients experience clinically significant cancer-
related distress, which may cause:

– Decreased medication adherence

– Poor care team communication and decreased treatment-related 
decision-making capacity

– Increased hospitalizations, decreased quality of life, and decreased 
survival

• Distress screening and management for oncology patients:

– Recommended by National Comprehensive Cancer Network (NCCN) 

– Required by Commission on Cancer (CoC)

4

When?

GO-LIVE IS MONDAY, 
SEPTEMBER 21ST

END DATE IS FRIDAY, 
NOVEMBER 20TH

5

Who Gets Screened?

• Metastatic colorectal cancer patients receiving 

standard of care treatment

• Day 1 of any given treatment cycle

• Excludes cycle 1 day 1 of newly diagnosed patients

• Excludes patients without MyChart access

6

Appendix H: Educational PowerPoint Slides 
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2

How?

• The NCCN Distress 

Thermometer and Problem 
List will be imbedded into 

the patient portal, MyChart

• Project patients will be 

identified by project leader

• Distress screening tool will 

be sent out via MyChart 48-

72 hours prior to the 

patient’s infusion 
appointment

7

NCCN Guidelines Version 2.2018 

Distress Management

NCCN Guidelines Index

Table of Contents

Discussion

Version 2.2018, 02/23/18 © National Comprehensive Cancer Network, Inc. 2018, All rights reserved. The NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN ®.

Please indicate if any of the following has been a problem for you in 

the past week including today. 

Be sure to check YES or NO for each.

DIS-A

NCCN DISTRESS THERMOMETER

Instructions: Please circle the number (0–10) that best 

describes how much distress you have been experiencing in 

the past week including today.

Extreme distress

No distress

 YES NO Practical Problems

  Child care

  Housing

 

  Transportation

  Work/school

  Treatment decisions

   Family Problems

  Dealing with children

  Dealing with partner

  Ability to have children

  Family health issues

   Emotional Problems

  Depression

  Fears

  Nervousness

  Sadness

  Worry

  

usual activities

   Spiritual/religious  

concerns

YES NO Physical Problems

  Appearance

 

 

  Changes in urination

  Constipation

  Diarrhea

  Eating

  Fatigue

  Feeling swollen

  Fevers

  Getting around

  Indigestion

  Memory/concentration

  Mouth sores

  Nausea

  Nose dry/congested

 

  Sexual

  Skin dry/itchy

  Sleep

  Substance use

  Tingling in hands/feet

Other Problems: _________________________________________

________________________________________________________

10

9

8

7

6

5

4

3

2

1

0

PROBLEM LIST

Version 2.2018, 02/23/18. The NCCN Clinical Practice Guidelines (NCCN Guideline s® ) are a statement of evidence and consensus of the authors r egar ding their views of curr ently accepted appr oaches to tr eatment. Any clinician 

seeking to apply or consult the NCCN Guidelines is expected to use independent medical judgment in the context of ind ividual clinical cir cumstances to determine any patient’ s car e or tr eatment. The National Compr ehensive  

Cancer Network ® (NCCN ®) makes no r epresentations or warranties of any kind r egar ding their content, use or application and d isclaims any r esponsib ility for their application or use in any way . The NCCN Guidelines ar e copyrighted 

by National Compr ehensive Cancer Network ® . All rights r eserved. The NCCN Guidelines and the illustrations her ein may not be r eproduced in any form without the expr ess written permission of NCCN. © 2018.

NCCN Distr ess Thermometer and Pr oblem List for Patients

8

How to Review?

• All Viragh oncology infusion nurses will be able to review the 
screening results with the patients during their infusion visits

• Issues that can be fielded through the routine nursing assessment, 
education and interventions will be addressed (largely physical 

concerns relating to treatment)

• Referrals offered for issues outside the nursing specialty: psych, 

SW, chaplaincy, and pain/palliation

• Standard practice for alerting MD/NP of patient or RN concerns

9

How to Find Results in Epic:
1. Click “Oncology” and then 
“Treatment Synopsis

10

How to Find Results in Epic:
2. Click “Open Synopsis”

11

How to Find Results in Epic:
3. Click Arrows

12
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3

How to Find 
Results in Epic:
4. Click “NCCN 
Distress Therm
and Problem 
List”

13

Patient 
Assistance

• If distress screening tool is not 

completed in Epic, ask patient if they 
need assistance completing the tool

• Please help the patient pull up the 
screening tool on MyChart on their 

phone and help them fill it out

14

Patient Refusal

• For patients without a completed distress 
screening tool in Epic who decline assistance 
in completing the tool (therefore declining to 
participate), no further intervention required

– Document refusal using smartphrase in progress 
note

.distressrefusal

15

Patient Complies: Low Distress Scores

• For patients with completed distress screening tool in Epic 
(regardless if RN assisted or not), review the score on the distress 
thermometer

• For patients scoring 0-3 on the Distress Thermometer, you do not 
need to review Problem List

• Acknowledge screening results with patient and let them know to 
reach out if anything changes
– Document using smartphrase in progress note

– Smartphrase asks whether patient required assistance or not

.lowdistress

16

Patient 
Complies: 

High Distress 
Scores

• For patients scoring 4-10 on the 
Distress Thermometer, 
intervention is required

– Review the Problem List with 
the patient when you have 
time

– Focus on the physical 
components contributing to 
distress

– It is OK to ask the patient 
which issues are most 
distressing since you do not 
have the time to review 
everything they may indicate

– Consult primary MD/NP or RRT 
NP as you normally would for 
concerns outside of your scope 
or time-limit

17

High 
Distress: 
Referrals

• For patients with problems 

indicated under practical, 
family, emotional, and 

spiritual, or for significant pain 

issues, please ask the patient if 

they would like a referral to:

– Social Worker: Nicole 
Garbarino OR SW on-call

– Psych Liaison: Laura 
Hoofring

– Pain and Palliative Care RN: 
Lynn Billing

– Chaplain: Rhonda Cooper

18
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4

High Distress: 
Referrals

For patients requesting 
referrals to any specialty 
resources, send a CORUS to 
the appropriate person

All specialty resource 
colleagues are on board and 
aware of this project

Please note in the CORUS that 
this patient is a part of the 
Distress Screening QI Project 
and reflect their distress score

19

High Distress: 
Notifications

Please email primary MD/NP of patients 
concerns and referral requests

20

High Distress: 
Documentation

• Document using smartphrase in 
progress note

– Smartphrase asks if patient 
needed assistance

– Smartphrase uses smartlist for 
you to indicate the physical 
problems you addressed with 
the patient

– Smartphrase includes 
whether a referral was 
requested and to whom

– Smartphrase includes 
whether same-day referral 
was possible

– Smartphrase includes 
whether MD/NP was notified

21

High Distress: Documentation

.highdistress

22

Sample 
Documentation: 

Refusal

.distressrefusal: This patient did 

not complete the NCCN Distress 

Thermometer and Problem List 
via MyChart. The patient was 

offered but refused to complete 

the NCCN Distress Thermometer 
and Problem List during their 

infusion today.

23

Sample 
Documentation: 

Low Distress

.lowdistress: This patient filled out 

the NCCN Distress Thermometer 
and Problem List via MyChart. 

Patient required assistance? (yes; 

no). See synopsis for full screening 

results.

This patient scored x/10 on the 

Distress Thermometer, indicating 
non-clinical distress level. No 

further screening or management 

indicated at this time. Patient 
aware to notify clinic if anything 

changes or if they have any 

questions

24
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5

Sample 
Documentation: 

High Distress

.highdistress: This patient filled out the NCCN Distress 
Thermometer and Problem List via MyChart. Patient 
required assistance? (yes; no). See synopsis for full 
screening results.

This patient scored x/10 on the Distress Thermometer, 
indicating moderate-severe clinical distress. 

The Problem List was reviewed with the patient. 
Nursing education provided for most distressing items, 
as identified by the patient. This included education on 
[select all that apply] (appearance; bathing/dressing; 
breathing; changes in urination; constipation; diarrhea; 
eating; fatigue; feeling swollen; fevers; getting around; 
indigestion; memory/concentration; mouth sores; 
nausea; nose dry/congested; pain; sexual; skin 
dry/itchy; sleep; substance use; tingling in hands/feet). 

Patient requested referral? (yes; no); 

If so, referral provided (N/A; social work; psych liaison; 

pain and palliative care; chaplain);

Specialist able to see patient same day? (N/A; yes; no); 

MD/NP notified? (yes; no); 

Patient aware to notify clinic or seek emergency care if 
they have worsening symptoms or a medical or 
psychological emergency.

25

Changes to RN 
Flow

• Project patients will be assigned an 
additional acuity point to account 
for increased time spent with 
patient during infusion visit

• Please allot similar time to project 
patients as you would a C1D1 as 
they are given the same acuity

• Only one project patient per RN 
per day

26

Wrap Up

• For all project patients, 
regardless of distress score:

– Reiterate patients can 
call if there are any 

changes, questions or 
concerns

– Reiterate triage number

– Explain that patient will 

be screened again on the 
next day 1 of their next 
cycle

27

Conclusion

• Remember, I will be right there 
with you, screening patients myself

• Most of this is what we do already, 
just more structured

• This is a way for us to standardize 
referral and use of our specialty 
resource personnel

• Data from this may help advocate 
for expansion of resources at our 
clinic

• Most large cancer centers offer 
distress screening to all of their 
patients

• This is meant to help our patients 

28

Concerns/Questions?

29
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Appendix I 

Distress Screening RN Post PowerPoint Assessment 

 

1. According to the National Comprehensive Cancer Network (NCCN), cancer distress may 

interfere with the ability to cope effectively with cancer, its physical symptoms and 

treatment. It is a multifactorial unpleasant experience involving… 

a. Psychological (i.e. cognitive, behavioral, emotional) 

b. Social 

c. Spiritual 

d. Physical 

e. All of the above 

2. What population will be included in the QI project distress screening implementation? 

a. All ambulatory oncology patients treated at the site 

b. All GI oncology outpatients 

c. All colorectal cancer patients 

d. Metastatic colorectal cancer patients on standard of care treatment 

3. Clinically significant, unmanaged, cancer-related distress can lead to which of the 

following? 

a. Decreased medication adherence 

b. Poor care team communication 

c. Decreased treatment-related decision-making capacity 

d. Increased hospitalizations 

e. Decreased quality of life and decreased survival 

f. All of the above 

4. Which tool will be used to screen patients for distress in the QI project? 

a. The PROMIS global short 

b. PHQ-9 

c. NCCN Distress Thermometer and Problem List 

d. The ESAS tool 

5. How will patients be screened for distress in the QI project? 

a. Paper forms of the tool will be handed out to patients in clinic 

b. Paper forms of the tool will be mailed to patients at home 

c. RNs will verbally screen patients for distress in clinic 

d. Patients will receive the tool through MyChart prior to infusion visits 

6. What number (and higher) on the Distress Thermometer indicates clinically significant 

cancer-related distress? 

a. 4 

b. 3 

c. 5 

d. 7 

7. When will patients be screened for distress in the QI project? 

a. Every infusion visit regardless of what the patient is in for 

b. Every chemotherapy infusion visit 

c. Once per month 
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d. Every day 1 of each treatment cycle, excluding cycle 1 day 1 of newly diagnosed 

patients 

8. Who will be reviewing the distress screening tool with the patients and when? 

a. MDs or NPs during office visits 

b. RNs during infusion visits 

c. Clinical evaluation during clin-eval calls 

d. Social work during infusion visits 

9. What resources are available for referrals should the patient have concerns outside of the 

nursing specialty? 

a. Social Work 

b. Psych Liaison 

c. Pain and Palliative Care RN 

d. Chaplain 

e. All of the above 

10. True or False. If the patient indicates low or non-significant distress on the Distress 

Thermometer, the RN does not have to review the Problem List with the patient. 

a. True 

b. False 
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Appendix J: Workflow 
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Appendix K: RN Protocol 

Distress Screening for Metastatic Colorectal 

Cancer Patients on Standard of Care Infusion 

Treatment Go-Live is  

Monday, September 21st!!  

 

If you have not yet viewed the educational 

PowerPoint, please do!  

Let’s all help improve patient outcomes through 

distress screening! 

See attached for the written protocol!  

Thank you for your help and for all that you do! 

~Allison  
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Suggested Script/Events for Reviewing Distress Screening Tool 
 

You were sent a questionnaire through a MyChart message called the NCCN Distress Thermometer and 
Problem List. This is a way for you to tell us what you might need so we can get you hooked up with the right 
resources.  

 
Completed Distress Thermometer and Problem List (DT&PL) in EPIC via MyChart? 

• Yes: Thank you so much for completing the distress screening tool prior to your visit. This is a standard 
of care tool used in many cancer centers that we are working on implementing here. If it’s okay with 
you, I wanted to talk about your screening results 

• No: I did not see you filled out the distress screening tool. Did you want help accessing it and 
completing it out now? 

o No: document refusal 
o Yes: help patient pull up tool on their phone or tablet, if applicable 
o If patient does not have MyChart on their phone and cannot pull it up in clinic, document in 

note 
 
For participating patients, when you have time, please allot about 15 minutes in with the patient to 

review the completed screening form. 
 

Distress <4: So you rated yourself a ___ on the Distress Thermometer, which is good because it 
indicates low distress. This low score suggests that we are hopefully working well with you to help you manage 
your symptoms. If you have any other concerns or questions regarding this screening tool, please let me know. 
If anything changes, please call triage or let your physician or NP know. We do not need to go over the 
Problem List portion of the tool unless you have something specific you want to bring up or address. 

 
Patients who score 0-3 on the Distress Thermometer, i.e. low distress, are not mandated to fill out 

the Problem List (however, they still can fill out the Problem List if they wish) whereas patients scoring 4-10, 
i.e. high distress, ARE mandated to fill out the Problem List. 

 
Distress 4-10: So you rated yourself a ___ on the Distress Thermometer. This is considered to be 

significant distress so I wanted to go over the Problem List with you to see if we can help address some of the 
distressing factors.  

• The PL has 39 items broken down into practical problems, family problems, emotional problems, 
spiritual problems and physical problems. 

• If a patient indicates an overwhelming amount of problems on the PL, it is OK that you cannot address 
them. Explain to the patient that you have limited time to address all of these in one sitting and ask 
what problems they feel they need addressed most urgently. 

• Review the PL and help address the physical problems indicated on the PL as you would in normal 
practice. 

o Consult with primary NP, MD, Lynn Billing, or RRT NP for any physical concerns outside your 
scope (i.e. not involving education, lifestyle modification, medication adherence or use, etc.)  

o Physical concerns such as appearance, bathing/dressing, getting around, 
memory/concentration, sexual and substance use can be addressed based on your comfort 
level and time available. If these cannot be addressed, please ask if the patient would like to 
see Lynn or Laura. Let Lynn and Laura know this patient is a part of the QI project! 
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• Review the PL and if the patient indicates emotional, family or practical problems, ask if they would be 
interested in a referral to our social worker or psych liaison to help better manage these symptoms.  

o If no, hand them the community cancer support resource information and state that they can 
request a referral at any time. 

o If yes, explain that it might not be possible to get a same-day referral, but you will let their 
providers, Laura, and Nicole know about this request. Hand the patients the cancer support 
resource sheet anyway. Email primary NP/MD and CORUS Nicole or Laura to alert them of this 
request for follow up for psych consult. Let Nicole and Laura know this patient is a part of the 
QI project! 

• Review the PL and if the patient indicates spiritual problems, ask if they would be interested in talking 
with our unit chaplain or if they have any other support at their church or elsewhere that they can go. 

o If not interested in talking to a chaplain, let them know that if they ever change their mind, we 
can request our chaplain come and see them. 

o If they are interested in speaking with a chaplain, please explain it may not be possible to get a 
same-day referral, but you will alert the unit chaplain. CORUS Rhonda Cooper regarding this 
request. Let Rhonda know that the patient is part of the QI project! 

• All specialty providers including social worker (Nicole Garbarino or if she is out, SW on call), Laura 
Hoofring, Lynn Billing, and Rhonda Cooper prefer CORUS as their primary method of communication.  
 

For distress score of 7-10: If making referrals, please note to the MD, NPs, psych, pain, social work, or Rhonda 
that the patient has a distress score of 7-10/10 and that you need some aid in addressing this. This can help 
them prioritize patients if they are asked to see multiple project patients in a day. 

 
After reviewing the PL and making necessary communication: 

 
“Thank you so much for your willingness to participate. You may receive this screening through MyChart again 
over the next few weeks.” 
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How to Access the Results of the Distress 
Thermometer and Problem List 

 

1. Open patient’s chart 
2. Navigate to the “oncology” button in Epic 
3. Click “tx synopsis” on the left-hand side 
4. Click “open synopsis” 
5. Click the drop-down arrows 
6. Click NCCN Distress Therm and Problem List 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

OR: view the MyChart message sent from me (Allison Uzupus) in “Chart Review.” 
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Please document in your progress note using the following 
smartphrases: 

 
Patients who refused: 
.distressrefusal : This patient did not complete the NCCN Distress Thermometer and Problem List via MyChart. 
The patient was offered but refused to complete the NCCN Distress Thermometer and Problem List during 
their infusion today. 

 
Patients who do not have MyChart on their phone/could not fill out in infusion for technical reasons: 
.nodistressscreen : The patient was sent the NCCN Distress Thermometer and Problem List through MyChart 
but did not complete the questionnaire prior to infusion. Patient was unable to access the questionnaire 
through MyChart while in the infusion area. Patient was informed on the purpose of the screening and asked 
to complete the questionnaire next cycle when it is sent out again. Patient verbalized understanding 

 
Patients who complied with low distress: 
.lowdistress : This patient filled out the NCCN Distress Thermometer and Problem List via MyChart. Patient 
required assistance? (yes; no). See synopsis for full screening results.  

 
This patient scored x/10 on the Distress Thermometer, indicating non-clinical distress level. No further 
screening or management indicated at this time. Patient aware to notify clinic if anything changes or if they 
have any questions 

 
Patients who complied with elevated distress: 
.highdistress : This patient filled out the NCCN Distress Thermometer and Problem List via MyChart. Patient 
required assistance? (yes; no). See synopsis for full screening results. 

 
This patient scored x/10 on the Distress Thermometer, indicating moderate-severe clinical distress.  

 
The Problem List was reviewed with the patient. Nursing education provided for most distressing items, as 
identified by the patient. This included education on [select all that apply] (appearance; bathing/dressing; 
breathing; changes in urination; constipation; diarrhea; eating; fatigue; feeling swollen; fevers; getting around; 
indigestion; memory/concentration; mouth sores; nausea; nose dry/congested; pain; sexual; skin dry/itchy; 
sleep; substance use; tingling in hands/feet).  

 
Patient requested referral? (yes; no);  

 
If so, referral provided (N/A; social work; psych liaison; pain and palliative care; chaplain); 

 
Specialist able to see patient same day? (N/A; yes; no);  

 
MD/NP notified? (yes; no);  
 
Patient aware to notify clinic or seek emergency care if they have worsening symptoms or a medical or 
psychological emergency. 
 


