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Abstract
Purpose: The American College of Surgeons Commission on
Cancer (CoC) has set psychosocial distress screening as a new
patient care standard to be met by 2015. The standard requires
CoC-accredited cancer centers to integrate and monitor distress
screening and, when needed, refer patients to psychosocial
health care services. We describe the uptake of distress
screening reported by applicants to a distress screening can-
cer education program and the degree of and barriers to imple-
mentation of distress screening programs reported by selected
participants.

Materials and Methods: This cross-sectional study col-
lected quantitative data online from applicants to the program
between August 1 and November 15, 2013, described by fre-
quencies, percentages, and measures of central tendency, and
qualitative data in person from accepted participants on Febru-

ary 13, 2014, analyzed using an integrated approach to open-
ended data.

Results: Applications were received from 70 institutions, 29 of
which had started distress screening. Seven of 18 selected ap-
plicant institutions had not begun screening patients for distress.
Analysis of qualitative data showed that all participants needed to
create buy-in among key cancer center staff, including oncolo-
gists; to decide how to conduct screening in their institution in a
way that complied with the standard; and to pilot test screening
before large-scale rollout.

Conclusion: Fourteen months before the compliance dead-
line, fewer than half of applicant institutions had begun distress
screening. Adding implementation strategies to mandated qual-
ity care standards may reduce uncertainty about how to comply.
Support from key staff members such as oncologists may in-
crease uptake of distress screening.

Introduction
Since 1997, the National Comprehensive Cancer Network
clinical practice guidelines on oncology distress management1

have called for routine psychosocial distress screening of pa-
tients with cancer. Although high levels of psychosocial distress
have been found in patients with cancer,2,3 without distress
screening, primary oncologists are unlikely to identify patients
with clinically significant distress.4 In 2008, the Institute of
Medicine found ample evidence to support a mandate that
routine distress management be instituted across care sites.5 On
the strength of the Institute of Medicine report, the American
College of Surgeons Commission on Cancer (CoC) issued a
new psychosocial distress screening standard to which CoC-
accredited cancer centers must adhere by 2015.6 Standard 3.2
on psychosocial distress screening in the CoC “Cancer Program
Standards 2012: Ensuring Patient-Centered Care” states: “The
cancer committee develops and implements a process to inte-
grate and monitor on-site psychosocial distress screening and
referral for the provision of psychosocial care.”6p77

Time is short for meeting the CoC accreditation standard,
but uptake of routine psychosocial distress screening has been
slow and incomplete.7,8 Two issues affect this uptake. First,
cancer care professionals need to be trained on how to conduct
routine psychosocial distress screening, and second, they need a
system for implementing psychosocial distress screening pro-

grams. To address both issues, we developed a cancer education
program to train cancer care professionals to conduct psychos-
ocial distress screening and to support them over 2 years in the
implementation and maintenance of psychosocial distress
screening programs. The purpose of this article is to describe the
uptake of distress screening reported by applicants to the cancer
education program and to describe the degree of, barriers to,
and goals for implementation of distress screening programs
reported by selected participants at the start of their participa-
tion in the program.

Materials and Methods
This cross-sectional, descriptive study is part of a larger cancer
education program that uses the RE-AIM (Reach Effectiveness
Adoption Implementation Maintenance) framework to assess
the effect of the education program on the reach, effectiveness,
adoption, implementation, and maintenance of psychosocial
distress screening programs at participants’ cancer centers.9 An-
nouncements about the program appeared online (http://apos-
society.org/screening/) and in trade periodicals.10

Two individuals involved in psychosocial care completed
a single application for their cancer setting. Each application
required letters of support from two cancer center adminis-
trators. Applications were received online between August 1
and November 15, 2013.
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Data collected on applications included: type of institution;
type of cancer center; numbers of patients with cancer treated at
the institution; race and ethnicity of population of patients with
cancer served; whether the institution has a psychosocial oncol-
ogy program; whether the cancer center screens patients for
distress and, if so, to what degree; and profession of the two
individuals applying from each institution. These data were
described by frequencies, percentages, and measures of central
tendency. Data were stored in Microsoft Access 7 (http://
products.office.com/en-us/access) and imported to SPSS (ver-
sion 20; SPSS, Chicago, IL) for analysis. A four-member expert
panel reviewed the applications and selected 18 cancer centers
(36 individuals) to participate in the first cohort of the 2-year
training program. Selections were based on administrators’ and
applicants’ demonstration of commitment to the 2-year cancer
education program and on assembling a cohort of participants
from institutions of varying sizes and types, from different geo-
graphic regions, and with different levels of experience in psy-
chosocial distress screening. Applicants were not excluded
based on professional discipline.

Selected participants met on February 13, 2014, for an in-
person workshop. The curriculum was taught by expert faculty
and focused on the history of psychosocial distress screening,
the five-step distress management process, distress screening
tools, and communication and implementation strategies. The
five-step distress management process consists of the following:
(1) a brief screening to identify patients with distress; (2) clinical
assessment of patients who screen positive for distress; (3)
referral to psychosocial health care resources, if needed; (4)
follow-up with primary oncology team and family/primary
caregivers; and (5) documentation of steps one to four in the
medical record and auditing of medical records for quality
improvement.1

At the end of the workshop, participants decided on short-
and long-term implementation goals for implementing psycho-
social distress screening in their practice environment. They
wrote these goals down on a data collection form developed by
an author (M.G.) that allowed for a short paragraph of free text
for each goal. Participants were instructed that goals were to be
timed and measurable. These goals were analyzed using the
integrated approach to analyzing open-ended data described by
Bradley et al.11 The process included immersion in the details of
the data and, using predetermined codes that reflected the five-
step distress screening process, identification of important pat-
terns and themes. Identified themes were compared. Similar
themes were combined, and definitions for the categories of
themes were developed and refined. Coding of transcripts was
performed independently three authors (M.L., E.E., R.M.),
discrepancies were discussed, and final coding was agreed on by
all authors. Themes were analyzed by institution size and type,
whether the institution had a psychosocial oncology program,
professional disciplines, and institutional level of implementa-
tion. Representative participant quotes were identified accord-
ing to institutional level of implementation: (1) no experience
with distress screening, (2) experience with distress screening in
one clinic or patient population, or (3) experience with distress

screening in � two clinics or patient populations. Transcripts
of themes were stored in Microsoft Access 7 and imported into
Microsoft Word 7 (http://products.office.com/en-us/Word)
for analysis.

Results
Applications were received from 70 institutions across the
United States (Table 1). The majority (96%) of applications
were from not-for-profit institutions. Twenty-five applications
(36%) were received from institutions that categorized them-
selves as community cancer centers, and 24 (34%) were from
institutions that were National Cancer Institute (NCI) –desig-
nated cancer centers. Thirty-seven applicant institutions (53%)
had a psychosocial oncology program, but only 29 (41%) had
started screening. The majority (49%) of the individuals who
submitted an institutional application were social workers, fol-
lowed by nurses (32%). Applications were received from all
regions of the United States.

The characteristics of applicant institutions accepted to en-
roll in the cancer education program (Figure 1) closely mirror
those of received applications (Table 1). Seven (41.2%) ac-
cepted applicant institutions were community cancer centers,
and six (35%) were NCI-designated cancer centers. Seven
(46.7%) of the selected applicant institutions had not begun
screening patients for distress. One accepted dyad included a
medical oncologist who left his position before the cancer edu-
cation program; the other dyad member and institution admin-
istrators replaced the medical oncologist with an advanced
practice nurse.

Analysis of the goals of participant institutions for imple-
mentation revealed three themes among all participant institu-
tions: creating buy-in, deciding on and developing specifics,
and pilot testing and beginning. Representative quotes differ
depending on level of implementation at the participant insti-
tution. Analysis did not reveal differences in themes by institu-
tion size or type, whether the institution had a psychosocial
oncology program, or professional disciplines of dyadic mem-
bers; however, themes differed depending on level of imple-
mentation. Description of major themes and representative
quotes by level of implementation are listed in Table 2.

Creating Buy-In
Regardless of the level of implementation of distress screening,
participant institutions expressed the need to engender support
among key stakeholders. These stakeholders included adminis-
trators and patient care professionals. Some participant institu-
tions with no distress screening experience planned to create
buy-in by developing multidisciplinary steering committees or
task forces to plan implementation. Members of the multidis-
ciplinary committee would have some so-called skin in the
game and thus be champions for distress screening within their
respective disciplines. Participant institutions that were screen-
ing in at least one clinic or patient population planned to create
buy-in in clinics where they wished to expand by attending
clinic meetings and educating clinic staff, particularly nurses, to
allay fears of increased workload from screening. Participant
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institutions with more distress screening experience planned to
partner with cancer nurses by offering in-service training to
increase their knowledge and distress management skills.

Deciding and Developing
Institutions, regardless of prior experience with distress screen-
ing, had to make implementation decisions about the five-step
distress screening process, either for initial implementation or
for scaling up of existing distress screening programs.

Step one: brief screening. Participants had two decisions to
make regarding the first step in the distress screening process:
which brief screening tool to use and when to conduct the
brief screening.

Regardless of level of implementation, participants were not
settled on a distress screening tool, and their considerations
focused on the fit of the tool with the institutional environ-
ment. For example, participants from a large academic cancer
center that had not yet begun to screen patients for distress
indicated that they would use a literature search to identify the
best screening tool for their setting. Participating institutions
that came with distress screening experience were all using the
National Comprehensive Cancer Network Distress Thermom-
eter (DT), but not all were using the problem list that accom-
panies the DT. For example, some institutions found that the
problem list overlapped with other reviews of symptoms that
cancer care professionals (mostly nurses) were already taking.
The goals of these institutions focused on adapting the DT
problem list to institutional needs.

It was unclear to participants with no or some distress
screening experience which visit is a pivotal visit, for both the

Table 1. Characteristics of Applicant and Accepted Institutions

Characteristic

Applicant
Institutions

(n � 70)

Accepted
Institutions

(n � 18)

No. % No. %

Type of institution

Not for profit 67 96 18 100

For profit 1 1 0 0

Government 2 2 0 0

Type of cancer center

Community 25 36 8 44

NCI designated 24 34 6 33

NCI designated and community
general

4 6 1 6

Advocacy organization 4 6 1 6

Ambulatory/physician office 3 4 0 0

Academic teaching 3 4 0 0

Veterans Administration 0 0 0 0

Other 4 6 0 0

Ambulatory 3 4 2 11

Has psychosocial oncology program 37 53 13 77

Screens patients with cancer for distress
in � one clinic or population

29 41 7 47

Region

Mid Atlantic 19 27 2 12

Northeast 17 24 3 16

West 13 19 4 22

South 13 19 4 22

Midwest 8 11 5 28

Applicant
Individuals
(n � 140)

Accepted
Individuals

(n � 36)

No. % No. %

Discipline

Social work 69 49 21 58

Nursing 32 23 9 25

Psychiatry/psychology 12 9 5 14

Administrative (nonclinical) 10 7 0 0

Medicine/oncology 5 4 0 0

Other 6 4 1 3

Applicant
Individuals
(n � 140)

Accepted
Individuals

(n � 36)

Race of treated patients with cancer

White

Mean 6,618 7,750

SD* 16,676 18,320

Range 27 to 109,980 135 to 77,564

Black or African American

Mean 765 1,384

SD* 2,147 3,877

Range 0 to 16,329 0 to 16,329

continued on next column

Table 1. (continued)

Characteristic

Applicant
Individuals
(n � 140)

Accepted
Individuals

(n � 36)

Asian

Mean 233 347

SD* 497 245

Range 0 to 3,062 0 to 3,062

American Indian/Alaskan Native

Mean 186 107

SD* 1,209 245

Range 0 to 1,095 0 to 1,021

Native Hawaiian/Pacific Islander

Mean 48 81

SD* 166 245

Range 0 to 1,021 0 to 1,021

Ethnicity of treated patients with cancer

Hispanic/Latino

Mean 512 554

SD* 788 967

Range 0 to 3,740 1 to 3,739

Abbreviations: NCI, National Cancer Institute; SD, standard deviation.
* Large SDs reflect unevenness of range, with high end of range representing
outliers from mean.
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initial screen, which is required by the CoC standard, and for
reassessment screens. A strategy for identifying good times to
screen patients for distress was to include patient care staff in the
decision-making process, because patient care staff “knew when

patients would be most responsive to distress screening” and
when screening would work best in clinic flow. Participating
institutions with more experience did not mention timing of
screening.

Institutional applications received (n = 70)
Individual applicants (n = 140)

Institutional applications (n = 52)
  not accepted into program
Individual applicants not (n = 104)
  accepted into program

Institutional applications accepted (n = 18)
  to participate in cancer education 
  program
Individual applicants accepted (n = 36)

Accepted individual applicants  (n = 36)
  who attended first educational 
  workshop and completed goals for 
  implementation (from 18 institutions) 

Analyzed 
  Institutional applications (n = 18)
  Goal statements from individual (n = 36)
    applicants

Figure 1. Study flow chart.

Table 2. Themes and Representative Quotes of Participants’ Goals for Implementation of Distress Screening

Theme No Experience
Experience in One Clinic or Patient
Population

Experience in > Two Clinics or
Patient Populations

Creating buy-in

Engendering support among
key stakeholders

“Recruit a distress screening steering
committee, including
representatives from social work,
nursing, physicians, and
administration.”

“Attend radiation oncology operational meetings
to discuss and educate staff regarding the
importance of screening and follow up with
staff regarding any difficulties.”

“Use in-services to increase staff’s
knowledge of psychosocial
oncology and use of strategies to
address patient distress.”

Deciding/developing specifics

Deciding on specifics of five
steps of distress
screening and developing
implementation systems

Step one: brief screening “Conduct a literature review to
identify the best distress screening
tool for our clinical setting.”

“Compare the NCCN Distress Thermometer
problem list to the current nursing review of
systems/symptoms form and remove areas
of duplication from the problem list.”

“Review existing measures for
comprehensive wellness
assessment with professionals
offering supportive care.”

“Connect with coordinators . . . to
identify time to administer the
tool.”

“Choose a pivotal time for distress screen
reassessment.”

Step two: clinical
assessment

“Patients [who screened positive for distress]
will be followed up within 48 hours by a
member of the psychosocial support team.”

Step three: referral network “Create a list of current psychosocial
healthcare services provided by
our behavioral health department.

“Create an electronic community referral
database and make it available to staff on the
shared drive and to patients via a Web-based
education portal.”

“To develop a referral and resource
network based on specific needs
identified in screening, both at the
institution and in the community.”

Step four: follow-up “The clinical psychologist or oncology nurse
manager will report back to referring provider
of the outcome of the distress management.”

Step five: documentation/
quality improvement

“Complete baseline audit of 50 new
patients (breast, lung, and colon
cancer clinics) to identify
frequency of distress screening,
referral for psychosocial support
and follow-up.”

“All newly diagnosed cancer patients will be
invited to participate in a phone survey at two
time points (ie, three months after initial
distress screening and one year post
diagnosis) to solicit feedback regarding the
distress screening process.”

Piloting/beginning

Taking steps to implement
distress screening
elements for first time or
in new clinic or patient
population

“Complete pilot distress screening of
250 patients and survey seven
participating providers. Present
findings to stakeholder.”

“To begin screening all patients
entering a clinical trial.”
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Step two: clinical assessment. Only participating institutions
with some screening experience mentioned clinical assessment.
Individuals from one such institution identified the goal of
having a member of the psychosocial team assess patients within
48 hours of a positive screen.

Step three: referral. Participating institutions from all levels of
experience identified developing referral networks as a task they
had to complete. A large nonacademic cancer center with no
distress screening experience had to identify psychosocial health
care services provided within the institution itself. Participating
institutions with more experience had to develop referral net-
works of community-based psychosocial health care services
and develop processes for disseminating these networks to pa-
tient care staff.

Step four: follow-up. Only one participating institution identi-
fied the need to follow up with the primary oncology team on
patient outcomes vis-á-vis distress management.

Step five: documentation and quality improvement. Only partic-
ipating institutions with no or little experience with screening
indicated the importance of documenting the process in pa-
tients’ medical records and auditing for documentation of, or
for patient satisfaction with, distress management.

Pilot Testing and Beginning
Participating institutions at both ends of the experience spec-
trum said they would implement distress screening for the first
time in a new clinic or patient population. For those with no
experience, this took the form of pilot testing distress screening
and reporting the results of the pilot to key stakeholders. For
those with more experience, this took the form of rolling out the
distress screening process in a clinic or patient population they
had yet to screen.

Discussion
On the basis of the strength of the evidence, the CoC6 has
mandated distress screening and psychosocial referral as a stan-
dard that accredited cancer centers must meet by 2015. This
approaching deadline notwithstanding, only 53% of applicants
to our cancer education program in 2013 had a psychosocial
oncology program, and only 41% had begun distress screening
at all. Size (large or small), geographic location, type of cancer
center (community or NCI designated), and whether the insti-
tution had a psychosocial oncology program had little bearing
on whether applicant cancer centers had started the process of
implementing distress screening. Such low uptake of distress
screening only 2 years before the CoC standard becomes man-
dated suggests that cancer centers need guidance concerning the
elements involved in meeting the standard and support at all
stages of implementation.

New standards can be seen as hurdles for cancer centers at all
stages of implementation. For example, cancer centers may be-
lieve that adopting a new standard will require more resources,
which may not be forthcoming in an era of financial con-
straints. Clinic staff may think that adopting a new standard

will slow down the flow of their clinics; patient care staff, either
from lack of knowledge or from the belief that the standard is
superfluous, may not see the need for the new standard. It was
clear across all participating institutions, regardless of the level
of experience with distress screening, that buy-in needed to be
created among key stakeholders—from administrators to pa-
tient care staff.

It was also apparent that participating institutions were un-
clear about specific elements of the new distress screening stan-
dard. For example, which screening tool to use, how to adapt it
to the clinic environment, and what is considered a pivotal visit
perplexed participants. Surprisingly, few institutions men-
tioned the need to determine how to integrate clinical assess-
ment of patients who screened positive for distress. This may be
a result of level of implementation. Institutions with no expe-
rience first had to determine which tool to use and when to
screen before they decided who would assess patients who
screened positive for psychosocial distress. Institutions with
more experience had already adopted a screening tool, but they
remained uncertain about when to screen and which clinician
would clinically assess patients with positive screens. Few
institutions mentioned the need to follow up with patients’
primary care team on distress management, even though
follow-up is key.12,13

The linear approach of requiring distress screening in every-
day practice begins with the standard itself rather than the end
goals of adoption, implementation, and maintenance of distress
screening programs. This approach creates uncertainty about
the relevance of the five-step distress screening process to local
institutional environments and results in slow uptake.

Uptake of the distress screening standard may be improved,
however, if it were accompanied with an implementation
framework such as the evidence integration triangle (EIT;
Figure 2)14-16 and consensus-based recommendations.17 The
EIT would help cancer centers to understand the implementa-
tion process, including which key stakeholders may need to be

Key
stakeholders

Evidence supporting the five-step 
distress screening process, such 
as the 2008 IOM report and the 
randomized controlled trial by 

Carlson et al (2012)

Participatory 
implementation 
process using a 

multidisciplinary team 
and a psychosocial 

committee

Practical progress 
measures, such as No. 
of patients screened, 

referrals made, 
follow-ups completed, 

and charts audited for QI

Figure 2. Example of evidence integration triangle for distress screen-
ing implementation. Data adapted.14 IOM, Institute of Medicine; QI,
quality improvement.
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included in the process. Enumerating the evidence for distress
screening as part of the standard itself could be used to convince
key stakeholders of improvements in quality of care achieved
through implementing the standard. Giving evidence-based ex-
amples of elements of the five-step distress screening process,
such as identifying evidence-based screening tools and how to
conduct clinical assessments of patients with positive screens,
may enable cancer centers to identify screening tools adaptable
to their practice environments and the best clinicians to assess
patients with positive screens.15 Finally, the EIT would give
examples of practical progress or quality improvement measures
by which to judge implementation and efficacy of distress
screening.18

Nearly three quarters (72%) of individuals submitting ap-
plications on behalf of their institutions were social workers and
nurses. No oncologic surgeon was part of an application dyad.
Yet surgeons may be the first clinicians to inform patients of
a cancer diagnosis, information that begins a period of ap-
proximately 100 days known as existential plight,19-21 dur-
ing which patients ask questions about life and death. These
questions may be distressing to patients, who thus may need
psychosocial care. Distress screening programs, if they are to
be successful, need the support of the entire cancer care
team, which includes oncologic surgeons, to identify pa-
tients who may need psychosocial care, even near the time of
diagnosis.22

Our findings may not fully represent the state of distress
screening implementation across the country, given possible
selection bias resulting from our data being drawn from
applications to a cancer education program on implementa-
tion and maintenance of distress screening programs. The
small sample also limits our study. However, the diverse size,
type, and location of the cancer centers represented in our
applicant pool and in our participating cancer centers do
present a snapshot of uptake of distress screening across the
United States.

In conclusion, the results of this cross-sectional study of
applicants to a cancer education program focused on psychos-
ocial distress screening programs suggest that cancer centers

need guidance in developing the five-step distress screening
process and support during the rollout of their distress screen-
ing programs. Fewer than half of applicants had not begun
screening patients for distress in their cancer centers, and only
slightly more than half had a psychosocial oncology program.
Analysis of selected participants’ goals for implementation
suggests that participants were not familiar with all five steps
of the distress screening process (eg, which distress screening
tool to use, when to screen, which clinician to conduct
screening, and which clinician to evaluate results). Imple-
mentation strategies and consensus-based recommendations
may elucidate the five-step distress screening process and
reduce uncertainty about the elements involved in each step.
Support from oncologists would strengthen implementation
of distress screening programs.
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