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ABSTRACT

Distress has been declared the 6th vital sign in
Canadian cancer care. Accordingly, health care
professionals in Canada are expected to screen for
distress in patients with cancer, for which a toolkit
has been developed. Identifying patients who may
be in need of further resources has the potential to
improve quality of care because those patients are
more likely to have their existing distress identified
and to be referred for appropriate follow-up services.
The present article briefly reviews the background
literature and the validation of the measures in the
toolkit, and highlights future directions for meth-
odologic validation of the toolkit for use according
to the protocol.
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1. INTRODUCTION

Distress has been identified as the 6th vital sign in
cancer care, and cancer programs across Canada
are required to implement appropriate screening
programs (reviewed in Bultz e al.! and Thomas and
Bultz?). In 2008, experts and policymakers in the
field of cancer gathered to revise current practices
and to develop a new Canadian national strategy.
Guidelines were put forth!, with recommendations
about when and how to screen for distress.

Distress is “a multi-factorial unpleasant emo-
tional experience which extends along a continuum,
ranging from common normal feelings of vulner-
ability, sadness, and fear to problems that can be-
come disabling, such as depression, anxiety, panic,
social isolation, and existential and spiritual crisis™>.
Emotional reactions, including distress, are normal
when facing cancer. Distress becomes clinically
significant only when it interferes with the patient’s

general functioning, with their anticancer treatment,
or with their progress in cancer care*. The clinical
significance of distress can be influenced by many
factors, such as disease characteristics (that is, the
type of cancer), individual factors (the patient’s
personality), and other factors (for example, social
supports)*. Treatment can be effective’ if patients in
need are identified.

2. SCREENING FOR DISTRESS

Screening is a quick examination of the domains
of interest to identify patients who might require or
benefit from additional services. Referral, compre-
hensive assessment, or intervention by a more spe-
cialized health care professional can then be arranged
ifnecessary'-%’. It has been found that, when distress
screening is implemented, staff members are enthu-
siastic about screening and appreciate the associated
training’. Staff members report that screening fits
well within their medical role and noted that it allows
for conversations about issues that might have other-
wise been overlooked?®. Staff involved in screening
implementation have been dedicated and collabora-
tive®, and the available psychosocial resources have
not been overwhelmed by positive screening cases!®.
Nonetheless, additional research investigating the
practicalities of adopting such programs in clinical
practice is still needed'!. Carlson et al.® found that,
despite enthusiasm, 38% of clinicians believe that
screening is impractical for routine use, and 43% of
nurses and radiographers rated a screening program
as “not useful.” And yet others argue that screening
has several benefits: it allows for follow-up and co-
ordination of appropriate services, and it increases
outreach to patients!:7%12:13 Accordingly, debate is
ongoing in the literature.

Screening for and treating distress has been
shown to save the health care system 20% of costs for
patients receiving medical care, although it was noted
that improved screening is necessary®. It is estimated
that only 10%—15% of patients would benefit from
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complex psychosocial care, that 35%—-40% could
benefit from a basic psychosocial intervention, and
that 30% could benefit from slightly more resources,
such as education. Screening would help to identify
those patients.

In summary, some argue that screening for
distress can positively influence the well-being of
patients, especially when barriers—for example,
receipt of appropriate aftercare, lack of training or
resources, low acceptability—are overcome. Others
have argued that screening is resource-intensive and
that evidence is lacking that screening programs ac-
tually improve patient outcomes over routine care'*,
Screening for distress should therefore be imple-
mented only if the benefits exceed the costs, at both
the patient and the system levels. Despite the current
debate, screening for distress is mandated in Canada,
and an evaluation of the existing program is therefore
important to highlight potential shortcomings and
possible refinements, which is the current goal.

2.1 Methodologic Considerations

According to the Canadian guidelines', the toolkit
contains at least two tools to use when screening for
distress (although many more are available). The
Edmonton Symptom Assessment System (Esas) and
the Canadian Problem Checklist (cpc) are the mini-
mum measures recommended, although additional
measures can be used’. For example, the Distress
Thermometer (DT) is often completed by patients
because it usually accompanies the cpc.

The Esas (see Bultz ef al.!) is a self-report mea-
sure of distress originally developed for patients in
palliative care's. Patients indicate the severity of
each symptom on a scale ranging from 1 (no experi-
ence of the symptom) to 10 (worst experience of the
symptom). The English version of the Esas has been
validated for use within a palliative population. Only
sparse research has examined the Esas outside of the
palliative care population. For example, in a 15-year
retrospective review of validation articles, Nekolai-
chuk et al.'® found that only two of the eleven studies
in cancer patients were not from palliative popula-
tions, one of which sampled “mostly elderly male pa-
tients with advanced cancer”!!. Additionally, studies
that have been credited for including nonpalliative
populations are often cited erroneously. For example,
Chang et al.'' and Wanatabe et al.'” are both cred-
ited for examining nonpalliative populations when
their samples were, in fact, almost exclusively from
palliative or advanced-stage populations. Validation
outside of those populations is therefore pending.

The Esas anxiety and depression items were
evaluated in a systematic review and found to be
“fair’!8. They were generalizable and had a moderate
criterion measure and moderate validity. Internal
consistency was not applicable because only two items
were being measured, and test-retest reliability was

not considered because mood is a function of disease
trajectory and is inconsistent in patients with cancer.
Several studies have applied the Esas in French
populations, but translations seem to be in-house
rather than validated versions (for example, Pautex
et al.'”). Further independent validation of the Esas
items is necessary if this measure is to be used for
screening distress.

The cpc (see Bultz ef al.!) is a list of 21 items
grouped by domain (emotional, physical, and so
on). Patients indicate any item that has been a
source of difficulty. The cprc was created for the
toolkit as a complement to the Esas; it assesses
the most commonly reported problems with the
minimum number of questions??. It is often ac-
companied by the pT so that the patient’s responses
likely indicate some of the causes of their distress.
Possibly because this measure was only recently
developed, validation studies are not available.
Additionally, validation might be limited given
the yes-or-no output of a checklist (yielding lower
reliability estimates, for example).

Although the bt is not part of the toolkit, it is
reviewed here because it is often included. It is a
single-item self-report measure of global distress.
Patients use a visual analog thermometer to indi-
cate their level of distress, from 1 (no distress) to
10 (extreme distress), during the preceding week.
Clinically significant levels of distress reported in
the literature correspond, on average, to scores of
4 or 5 (for example, see Gessler et al.?!), but actual
cut-off scores ranged up to 722. The psychometric
properties of the pr for use with cancer patients
have largely been investigated?>> and have been
established across cultures???4. Although there are
discrepancies between the studies, consensus about
the predictive validity appears to have been reached:
the negative predictive validity (range: 93.4%—95%)
is greatly superior to the positive predictive validity
(range: 34.2%-39%). Thus, it is better to rule out
distress than to accurately identify it. Because of
overall moderate sensitivity (0.76—0.80) and speci-
ficity (0.6—0.82), the DT is considered an acceptable
screening tool for distress among cancer patients.

Research on the psychometric properties of the
process of distress screening has been limited. It is
recommended that patients be screened for distress
at least when entering the health care system and
when transitioning between critical time points
(that is, diagnosis, treatment, survivorship, pallia-
tive care, end-of-life care)!”’. Several screenings are
recommended, because distress can vary by disease
phase and type®. Little is known about the perfor-
mance of the toolkit across the disease trajectory
because most studies provided only single screen-
ings, usually at diagnosis. The effects of repeated
screening—that is, test—retest validity and incre-
mental validity of repeated screenings compared
with a single screening—have to be examined.
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In sum, validation of the DT, but not the ESAS or
the cpc, is well established in an English Canadian
population at various points in the cancer trajectory.
Validation of all three tools is lacking with respect
to use in French Canadian populations. That valida-
tion is an important area for future research, given
that French is an official language in Canada, that
22% of Canadians completing the 2011 census re-
ported speaking French as their mother tongue, and
that French Canadians reside in every province and
territory?>. As demonstrated by Dolbeault et al.?°,
validation of measures in one population might not be
acceptable across cultural groups, making validation
a salient consideration. These methodologic issues
could be important to consider for future refinement
of this ongoing national screening program.

3. SUMMARY AND CONCLUSIONS

Screening for distress has the potential to reduce the
difficulties that patients face during the cancer expe-
rience by identifying those who could benefit from
additional resources. Once identified, patients can re-
ceive additional information, referrals, or appropriate
follow-up to help them cope. Screening programs have
been mandated in cancer programs across Canada
and a minimal toolkit has been developed. The toolkit
includes the Esas, a measure that is well validated for
English-speaking patients, mostly those in palliative
care. The cpc was created for the toolkit, but its valida-
tion is pending, possibly because of its novelty. Neither
measure is validated for French Canadian populations,
and additional psychometric properties will have to be
evaluated for their proposed repetitive use in screening
programs. With ongoing psychometric validation and
with the further development of screening programs
according to outcomes data, screening for distress
could potentially reduce a portion of the unnecessary
burden both for patients and for the health care system.

4. ACKNOWLEDGMENTS

This manuscript was presented at the 2013 confer-
ence of the Canadian Association of Psychosocial
Oncology.

5. CONFLICT OF INTEREST DISCLOSURES

The authors declare that they have no financial con-
flicts of interest.

6. REFERENCES

1. BultzBD, Groff SL, Fitch M, et al. Implementing screening for
distress, the 6th vital sign: a Canadian strategy for changing
practice. Psychooncology 2011;20:463-9.

2. Thomas BC, Bultz BD. The future in psychosocial oncology:
screening for emotional distress—the sixth vital sign. Future
Oncol 2008;4:779-84.

10.

11.

12.

13.

14.

15.

17.

18.

19.

20.

21.

CURRENT ONCOLOGY—VOLUME 21, NUMBER 2, AprIL 2014

Holland JC, Anderson B, Breitbart WS, ez al. Distress manage-
ment. J Natl Compr Canc Netw 2007;5:66-98.

Levenson JL. Psychiatric issues in oncology. Prim Psychiatry
2006;13:31-4.

Jacobsen PB, Donovan KA, Swaine Z, Watson [S. Manage-
ment of anxiety and depression in adult cancer patients:
toward an evidence-based approach. In: Chang A, Hayes
D, Pass H, et al., eds. Oncology. New York, NY: Springer;
2006: 1561-88.

Holland JC, Bultz BD on behalf of the National Comprehen-
sive Cancer Network (Ncen). The ncen guideline for distress
management: a case for making distress the sixth vital sign.
J Natl Compr Canc Netw 2007;5:3—7.

Fillion L, Cook S, Blais MC, et al. Implementation of screen-
ing for distress with professional cancer navigators. Oncologie
2011;13:277-89.

Chiles JA, Lambert MJ, Hatch AL. The impact of psycho-
logical interventions on medical cost offset: a meta-analytic
review. Clin Psychol (New York) 1999;6:204-20.

Carlson LE, Waller A, Mitchell AJ. Screening for distress
and unmet needs in patients with cancer: review and recom-
mendations. J Clin Oncol 2012;30:1160-77.

Carlson LE, Groff SL, Maciejewski O, Bultz BD. Screening
for distress in lung and breast cancer outpatients: a random-
ized controlled trial. J Clin Oncol 2010;28:4884-91.

Chang VT, Hwang SS, Feuerman M. Validation of the Edmon-
ton Symptom Assessment Scale. Cancer 2000;88:2164-71.
Bultz BD, Carlson LE. A commentary on “Effects of screen-
ing for psychological distress on patient outcomes in cancer:
a systematic review.” J Psychosom Res 2013;75:18—19.
Mitchell AJ. Screening for cancer-related distress: when is
implementation successful and when is it unsuccessful? Acta
Oncol 2013;52:216-24.

Coyne JC. Benefits of screening cancer patients for distress
still not demonstrated. Br J Cancer 2013;108:736-7.

Bruera E, Kuehn N, Miller MJ, Selmser P, Macmillan K.
The Edmonton Symptom Assessment System (Esas): a simple
method for the assessment of palliative care patients. J Palliat
Care 1991;7:6-9.

. Nekolaichuk C, Watanabe S, Beaumont C. The Edmonton

Symptom Assessment System: a 15-year retrospective review
of validation studies (1991-2006). Palliat Med 2008;22:111-22.
Watanabe SM, Nekolaichuk CL, Beaumont C. The Edmonton
Symptom Assessment System, a proposed tool for distress
screening in cancer patients: development and refinement.
Psychooncology 2012;21:977-85.

Vodermaier A, Linden W, Siu C. Screening for emotional
distress in cancer patients: a systematic review of assessment
instruments. J Natl Cancer Inst 2009;101:1464—88.

Pautex S, Berger A, Chatelain C, Herrmann F, Zulian GB.
Symptom assessment in elderly cancer patients receiving
palliative care. Crit Rev Oncol Hematol 2003;47:281-6.
Cancer Journey Action Group. Guide to Implementing Screen-
ing for Distress, the 6th Vital Sign: Moving Towards Person-
Centered Care. Part A. Background, recommendations and
implementations. Toronto, ON: Canadian Partnership Against
Cancer; 2009.

Gessler S, Low J, Daniells E, et al. Screening for distress in
cancer patients: is the distress thermometer a valid measure in

Copyright © 2014 Multimed Inc. Following publication in Current Oncology, the full text of each article is available immediately and archived in PubMed Central (PMC).



22.

23.

24.

25.

FELDSTAIN et al.

the UK and does it measure change over time? A prospective
validation study. Psychooncology 2008;17:538—47.

Bulli F, Miccinesi G, Maruelli A, Katz M, Paci E. The measure
of psychological distress in cancer patients: the use of Distress
Thermometer in the Oncological Rehabilitation Center of
Florence. Support Care Cancer 2009;17:771-9.

Mitchell AJ, Coyne JC. Do ultra-short screening instruments
accurately detect depression in primary care? A pooled
analysis and meta-analysis of 22 studies. Br J Gen Pract
2007;57:144-51.

Ozalp E, Cankurtaran ES, Soygiir H, Geyik PO, Jacobsen
PB. Screening for psychological distress in Turkish cancer
patients. Psychooncology 2007;16:304—11.

Statistics Canada. Census in Brief: French and the Fran-
cophonie in Canada. Ottawa, ON: Statistics Canada; 2012.
[Available online at: http:/www12.statcan.gc.ca/census-
recensement/2011/as-sa/98-314-x/98-314-x2011003_1-eng.
pdf; cited September 3, 2013]

26. Dolbeault S, Bredart A, Mignot V, et al. Screening for psy-

chological distress in two French cancer centers: feasibility
and performance of the adapted Distress Thermometer. Palliat
Support Care 2008;6:107-17.

Correspondence to: Andrea Feldstain, 136 Jean-
Jacques Lussier, Room 3002, Ottawa, Ontario
KIN 6NS5.

E-mail: afeldO48@uottawa.ca

ES

School of Psychology, University of Ottawa, Ot-
tawa, ON.

Division of Palliative Medicine, Elisabeth-
Bruyere Hospital, Ottawa, ON.

CURRENT ONCOLOGY—VOLUME 21, NUMBER 2, AprIL 2014

Copyright © 2014 Multimed Inc. Following publication in Current Oncology, the full text of each article is available immediately and archived in PubMed Central (PMC).


http://www12.statcan.gc.ca/census-recensement/2011/as-sa/98-314-x/98-314-x2011003_1-eng.pdf
http://www12.statcan.gc.ca/census-recensement/2011/as-sa/98-314-x/98-314-x2011003_1-eng.pdf
http://www12.statcan.gc.ca/census-recensement/2011/as-sa/98-314-x/98-314-x2011003_1-eng.pdf
mailto:afeld048@uottawa.ca

