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We have fifteen minutes!

1. Why screen for psychological
distress?

2. What process are we using?

3. What do we think we know from
our first 5,198 records?

Why screen for psychological distress?

1. The diagnosis, or the fear of a diagnosis,
of a life-threatening illness creates
immediate distress.

2. Everyone experiences a shift in his or her
level of comfort.

3. Approximately one-third of all cancer
patients experience prolonged high-
distress.

Why screen for psychological distress?
4. Because we cannot see everyone.
5. Not everyone needs to be seen.

6. We cannot rely on the old adage of “build
it and they will come”.

7. To know that people are in distress, and
not at least attempt to identify those who
are most in need, would be professionally
irresponsible.

And if I may, while on this topic. ..

* Screening for psychological distress needs
to be viewed in the same way as we would
view screening for . . . diabetes, say.

* By that, I mean, that while it would not be
appropriate, generally, for me to screen for
diabetes, although I am sure I could, I
ought not to for it is outside the scope of
my practice.




And furthermore, if you will allow me. ..

¢ Given what we know about the existence

of psychological distress in this population:

1. we must assess for those most in need of
having their unmet needs met;

2. we need to think of this as being as routine
a “best practice” as is sending someone up
to the lab; and,

3. we need to think seriously about how that
information (the result) is shared — by
whom and to whom.

And what do I mean?

* Any screening tool is simply that . . . a
tool.

¢ Ideally, certain tools are only used by
certain people.

Although the guidelines for using a
screening tool are generally just that
(guidelines), screening implies that you are
going to do something appropriate in the
event that you identify “a case”.

Ideally ...

* the screening tool is but one bit of
evidence used by a program team; and

* the team decides — perhaps in
consultation with the patient — “to
whom that bit of information goes”
and who it is that will sit with the
patient and pursue the matter.

What tool might you use?

e It think it is fair to say that it is not
so important what tool you use,
but that you do use one; and,

* similarly, it may not be so
important when you use that tool,
but, again, that you at least do
something!

What tool might you use?

¢ And it is probably important that it be recognized
as a screening tool and not a diagnostic tool.

* Why? Two reasons:

1. Diagnostic tools come with labels and biases and
assumptions, and stigma . . . and are lengthy and
subtle and occasionally deceptive.

2. Diagnostic tools reduce the importance of the
person-to-person contact that is essential in initiating
the kind of outreach and connection I would argue as
being a cornerstone to what we need to be doing.

What tool might you use?

* Remember, a screening tool is
merely a “thermometer”.

* The gentleman has an elevated
core temperature, or so it would
appear . . .

1. Could be he has a raging infection.

2. Could be he fell asleep in the sauna!




Requirements of a screening tool

1. It must be easily administered.
2. It must be easily scored.
3. It must be easily interpreted.

4. Tt must be valid and reliable.

The Hospital Anxiety and Depression Scale
(HADS; Zigmond & Snaith, 1983)

1. is an easily administered self-report
measure designed specifically for persons
with a physical illness;

2. is made up of 14 items, each consisting
of a four-point Likert scale ranging from
zero to three, with varying response
categories, that applies to the previous
week;

The Hospital Anxiety and Depression Scale
(HADS; Zigmond & Snaith, 1983)

3. usually takes about three to five minutes
to complete and is very easy to score;
4. is divided into two subscales, with:

a. seven items pertaining to symptoms
associated with anxiety, and

b. seven items pertaining to symptoms
associated with depression;

The Hospital Anxiety and Depression Scale
(HADS; Zigmond & Snaith, 1983)

5. appears to be a suitable instrument for
oncology settings (Razavi, Delvaux,
Farvacques, & Robaye, 1990);

6. contains no somatic items that may
confound results by elevating the scores
of cancer patients; and

7. has good reliability and validity in
physically ill patients.
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Scoring the HADS

* For each subscale, a score ranging from
0-21(7x0=0;7x3=21)is calculated:

1. scores less than eight on either of the two
subscales are deemed to be “non-cases”;

2. scores of eight, nine, or ten are rated as
“borderline”; and

3. scores of eleven or more on either of the two
subscales is indicative of the “probable”
presence of psychological distress.




Scoring the HADS

4. However, if a “borderline”
score (i.e., eight, nine, or ten)
is found on both subscales at
the same time, the individual
is considered “at risk™ for
psychological distress.

What process are we using?

1. All new Cancer Centre patients are asked
to complete the HADS as part of the New
Patient Package.

2. Patients complete the HADS while sitting
in the waiting room, prior to seeing
anyone.

3. The receptionists place the completed
HADS in the Supportive Care mail slot.

What process are we using?

4. Twice per day, Alan picks up the
completed HADS, scores them, and,
if required (i.e., if “high”):

a. makes photocopies of the “high-HADS”;

b. prints and attaches “OPIS face sheets” to
the “high-HADS”; and

c. brings the “high-HADS packages” to our
weekly clinical meeting.

What process are we using?

5. At the weekly clinical meeting:
a. we go through each of the “cases”;
b. the team decides how to proceed; and
c. phone calls are placed within 72 hours.
6. Or, if the “high-HADS” are so high they
need to be acted on sooner, Alan takes them
directly to Lori, in which case she will stop

me and we will jointly triage, and not wait
for the Thursday morning meeting.

And what then?

7. Afile is opened if the person is going to
be seen by one of the counsellors in
Supportive Care.

8. A file is not opened if “services are
declined” (i.e., “thanks, but no-thanks”).

9. Regardless, the data are captured and all
HADS forms are kept in a common file.

Some HADS data

* We began collecting HADS data on October 10,
2000; as of May 18, 2007 we have collected
HADS data on 5,198 cancer patients.

* Over the past six-plus years we have collected
“completely completed” HADS from 4,505
patients (RR = 87%).

* If we include the “incomplete” HADS during that
same time frame, our N = 4,800 (RR = 92%).




Some more HADS data We had been worried

* Looking at that larger number of patients * What if, after all this trouble, nobody
(i.e., N = 4,800), the average (mean) scores bothered to take us up on our invitation?

are as follows: « Well, of these (the 26%):

— Anxiety Subscale = 6.73/21(SD =4.52) . .
1. we were successful in contacting 952
— Depression Subscale = 4.39/21 (SD =3.94) patients (78%) by phone; and, of these . . .
— Overall Distress Score = 11.08/42 (SD =7.29) 2. 850 patients (89%) made an appointment
. when called and asked whether they would
* And 1,237 of these patients (26%) have like an appointment with one of the
scored above “threshold”. Counsellors in Supportive Care.
HADS screening data (N = 5,198) Supportive Care clients
by HADS threshold score
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Table 1 - HADS scores by site Table 2 — Percentage above threshold
Primary | Frequency | Percent Anxiety Depression Overall Males Females

Site N) (%) Subscale Subscale Distress Pr:;::ry E‘ret(];;ncy r;-y;r‘::]?;ll; Pr;Tt:ry Fret(]]:;zncy ’ll‘yl';r‘::l::llfi
Breast 1,125 | 23.3 7.41 3.69 11.09 Breast 5 40.0 Breast 1,120 26.3
Prostate 855 17.8 | 5.62 3.61 9.22 Prostate | 855 15.9 Prostate - -
Colorectal 603 12.5 6.35 4.53 10.64 Colorectal | 357 19.0 Colorectal | 246 27.6
Lung 552 11.4 7.76 6.27 14.03 Lung 310 38.1 Lung 242 43.0

Skin 173 3.6 5.38 3.50 8.88 Skin 101 15.8 Skin 72 222

NHL 170 3.6 | 6385 4.63 |[11.48 NHL 85 24.7 NHL 85 341
Bladder [ 106 | 2.2 | 6.19 476 | 10.95 Bladder | 70 257 Bladder | 36 19.4
Kidney | 100 | 2.1 | 6.06 3.59 | 9.65 Kidney | 62 | 16.1 Kidney | 38 | 28.9
TOTAL | 3,684 | 76.6 | 6.68 4.26 10.89 TOTAL | 1,845 | 21.1 TOTAL | 1,839 | 28.8




References

Ballenger IC, Davidson IRT, Lecnbier Y, Nut DI Jons RD, Berard RM
anxiety, and oncology. J Clin Psychol 62: 64-T

Barg FK, Cooley M, Pasacreta J, Senay B, McCorkle R. 1994. Development of a self-administered psychosocial cancer

ening tool. Cancer Pract 2(4): 288-296.

Bjelland I, Dahl AA, Haug TT, Neckelmann D. q002 ‘The validity of the Hospital Anxiety and Depression Scale: an updated
literature review. J Psychosom Res 52(2): 69-7

Bukberg J, Penman D, Holland JC. 1984. Dcpru~\on in hospitalized cancer patients. Psychosom Med 46: 199-212.

Carlson LE, Buliz BD. 2003. Cancer distress screening: needs, models, and methods. J Psychosom Res 55: 403-9.

Carroll BT, Kathol RG, Noyes R, Wald TG, Clamon GH. 1993, Sereening for depression and anxiety in cancer patients using
the Hospital Anxiety and Depression Scale. Gen Hosp Psychiatry 15: 69-74.

Cavanaugh S, Weltsten RM. 1983, The rfaionship between severty of depresion,cognitive dysfntion nd age in
medically ill inpatients. Am J Psychiatry 140: 495-496.

Charles K, Sellick S, Montesanto B, Mohide EA. 1996. Priorities of cancer survivors regarding psychosocial needs. J/
Psychosoc Oncol 14(2): 57-72.

Derogatis LR, Abeloff M, McBeth C. 1976. Cancer patients and their physicians in their perception of psychological

symptom. Psychosomatics 17: 197-201

Derogatis LR, Melisaratos N. 1983. The Brief Symptom Inventory: an introductory report. Psychol Med 13: 595-605.

Derogatis LR, Morrow GR, Fetting J, Penman D, Piasetsky S, Schmale AM, Henrichs M, Carnicke CL Jr. 1983. The
prevalence of psychiatric disorders among cancer patients. JAMA 249: 7517

Derogatis LR, Spencer PM. 1984. Psychometric issues in the psychological assessment of the cancer patient. Cancer 53:

2232

2001, Consensus statement on depression,

Farber JM, Weinerman BH, Kuypers JA. 1984, Psychosocial distress of oncology patients. J Psychosoc Oncol 2: 109-18

Fiteh ML 2003. Supportive Care: Rebalancing efforts. In Strengthening the Quality of Care Services in Ontario, Sullivan T,
Evans W, Angus H, Hudson A (eds). Ottawa: CHA Press

Fiteh MI, McGrath PN. 2003. The needs of family members of patients receiving radioactive iodine. Can Oncol Nurs J 13(4):
22031

References (continued)

r\rch vu 2003. Pyehosocial management of parcnts withrecurrent ovarian cancer:reatin the whole atient o improve
of life. Semin Oncol Nurs 19(3 Suppl 1): 40-5

r\rch vu Gm) RE, Megowan T, Brunskill I, Steggles S, Sclllck s, chk A, McLeese D. 2005. Travelling for radiation

cancer treatment: patient satisfaction. Can Oncol Nurs J 15(2): 1

Gray RE, Goel V., Fitch MI, Franssen E, Labrecque M. 2002 Suppom\'c care provided by pl\) siians and nurses to women
with breast cancer. Results from a population-based survey. Support Care Cancer 10(8): 6

Gray RE, James P, Mantorne J, Gould J, Fitch ML 2004. A consultation with Canadian rural women wnh breast cancer.
Health Expect 7(1): 40-50.

Hall A, A"Hern R, Fallowfield L. 1999. Are we using appropriate self- mpnn questionnaires for detecting anxiety and
depression in women with carly breast cancer? Eur J Cancer 35: 79-85

Holland JC. 1989. Anxiety and cancer: The patient and the family. J le Psychiatry 50: 20-25

Tbbotson T, Maguire P, Selby P, Priestman T, Wallace L. 1994, Sercening for anxiety and depression in cancer patients: The
effects of disease and treatment. Eur J Cancer 30A(1): 37-40.

Lloyd-Williams M, Friedman T, Rudd N. 2001. An analysis of the validity o the Hospital Anxiety and Depression scale as a
screening tool in patients with advanced metastatic Symptom Manage 22: 990-6.

Lyneh ME. 1995, The assessment and prevalence of affective disordersin advanced cancer, J Palliat Care 11(1): 10-18.

Maguire P. 1985. Barriers to psychological care of the dying. Br Med J 291: 1711-1713.

National Comprehensive Cancer Network (NCCN). 2005. Clinical Practice Guidelines in Oncology — Version 1.2005.
http://www.ncen.org/professionals/cms/pdf/distress. pdf.

National Research Corporation Inc. (2003). Ambulatory Oncology Patient Experience Survey. Contact:
http://www.nr er.

Nordin K, Berglund G, Glimelius B, Sjoden PO. 2001. Predicting anxiety and depression among cancer patients: a clinical
model. Eur J Cancer 37: 376-84.

Razavi D, Delvaux N, Farvacques C, Robaye E. 1990. Screening for adjustment disorders and major depressive disorders in
cancer in-patients. Br J Psychiatry 156: 79-83

References (continued)

Razavi D, Delvaux N, Bredart A, Paesmans M, Debusscher L, Bron D, Stryckmans P. 1992. Screening for psychiatric
disorders in a lymphoma out-patient population. Eur J Cancer 28A(11): 1869-72

Rodgers J, Martin CR, Morse RC, Kendell K, Verrill M. 2005. An investigation into the psychometric properties of the
Hospital Anxiety and Depression Scale in patients with breast cancer. Health Qual Life Outcomes 3:

Roth AJ, Komblith AB, Batel-Copel L, Peabody E, Scher HI, Holland JC. 1998. Rapid screening for psychological distress in
men with prostate carcinoma. Cancer 82(10): 1904-1908.

Schulberg HC. Burns BJ. 1988. Mental disorders in primary care: Epidemiologic, diagnostic, and treatment research
directions. Gen Hosp Psychiatry 10:79-87.

Schwab JJ, Bialow M, Brown JM e al. 1967. Diagnosing depression in medical inpatients. Ann Intern Med 67: 695-707.

Sellick SM & Edwardson AD. (2007). Screening new cancer patients for psychosocial distress using the Hospital
Anxiety and Depression Seale. Psycho-Oncology, 16 (in press).

Stefanek ME. Derogatis LP, Shaw A. 1987. Psychological distress among oncology outpatients: prevalence and severity as
‘measured with the Brief Symptom Inventory. Psychosomatics 28(10): 537-9.

Stewart AL, Hays RD, Ware JE. 1988. The MOS short form General Health Survey. Med Care 7: 724-35.

Weisman AD. 1976. Early diagnosis of vulnerability in cancer patients. Am J Med Sci 271: 187-196.

Weisman AD. 1979. A model of psychosocial phasing in cancer. Gen Hosp Psychiatry 1: 187-195.

Weisman AD, Worden JW. 1976. The existential plight in cancer: significance of the first 100 days. Psychiatr Med 7: 1-15.

‘Whelan TJ, Mohide EA, Willan AR, Amold A, Tew M, Sellick S, Gafni A, Levine MN. 1997. The supportive care needs of
newly diagnosed cancer patients attending a regional cancer centre. Cancer 80(8): 1518-1524.

Zabora JR, Smith-Wilson R, Fetting JH, Enterline JP. 1990. An efficient method for psychosocial screening of cancer
patients. Psychosomatics 31(2): 192-196.

Zabora IR, BrintzenhofeSzoc K, Jacobsen P, Curbow B, P
psychosocial screening instrument for use with cancer pa

Zigmond AS, Snaith RP. 1983. The Hospital Anxiety and Depression Scale. Acta Psychiatr S

tadosi S, Hooker C, Owens A, Derogatis L. 2001. A new

and 67: 361-370.

Dr. Scott M. Sellick is an Associate Research
Scientist in Psychosocial Oncology and
Director of Supportive Care at the Thunder
Bay Regional Health Sciences Centre in
Thunder Bay, Ontario, Canada.

Alan D. Edwardson is a Clinical Researcher
with Supportive Care.

For more information please contact: Dr. Scott M. Sellick, Director,
— Supportive Care, Thunder Bay Regional Health Sciences Centre,
Reglonal 980 Oliver Road — Room 3133, Thunder Bay, Ontario, Canada P7B 6V4
Cancer Care phone 807-684-7310; fax 807-684-5805; email sellicks@tbh.net.

Psychological distress among cancer patients
Screening for triage and referral




