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Abstract
Background It is unknown how many distressed patients receive the additional supportive care recommended by Australian
evidence-based distress management guidelines. The study identifies the (1) distress screening practices of Australian cancer
services; (2) barriers to improving practices; and (3) implementation strategies which are acceptable to service representatives
interested in improving screening practices.
Method Clinic leads from 220 cancer services were asked to nominate an individual involved in daily patient care to complete a
cross-sectional survey on behalf of the service. Questions related to service characteristics; screening and management processes;
and implementation barriers. Respondents indicated which implementation strategies were suitable for their health service.
Results A total of 122 representatives participated from 83 services (51%). The majority of respondents were specialist nurses or
unit managers (60%). Approximately 38% of representatives’ services never or rarely screen; 52% who screen do so for all
patients; 55% use clinical interviewing only; and 34% follow referral protocols. The most common perceived barriers were
resources to action screening results (74%); lack of time (67%); and lack of staff training (66%). Approximately 65% of
representatives were interested in improving practices. Of the 8 implementation strategies, workshops (85%) and educational
materials (69%) were commonly selected. Over half (59%) indicated a multicomponent implementation program was preferable.
Conclusions Although critical gaps across all guideline components were reported, there is a broad support for screening and
willingness to improve. Potential improvements include additional services to manage problems identified by screening, more
staff time for screening, additional staff training, and use of patient-report measures.

Keywords Psycho-oncology . Implementation . Cancer . Psychological distress . Background

* Elizabeth A. Fradgley
Elizabeth.fradgley@newcastle.edu.au

1 University of Newcastle Priority Research Centre for Cancer
Research, Innovation and Translation, Callaghan, New South Wales,
Australia

2 University of Newcastle Priority Research Centre for Health
Behaviour, Callaghan, New South Wales, Australia

3 School of Medicine & Public Health, University Drive,
Callaghan, New South Wales, Australia

4 Hunter New England Population Health, Longworth Ave.,
Wallsend, New South Wales, Australia

5 Cancer Council New South Wales, 153 Dowling St.,
Woolloomooloo, New South Wales, Australia

6 School of Psychology, Faculty of Science, University of Sydney,
Sydney, Australia

7 School of Medicine & Public Health, Locked bag 1 , Hunter
Regional Mail Centre, New South Wales, Australia

8 Psycho-Oncology Service, Calvary Mater Newcastle, Locked Bag
10, Hunter Regional Mail Centre, New South Wales, Australia

9 University of Newcastle Priority Research Centre for Brain and
Mental Health Research, Locked Bag 7, Hunter Regional Mail
Centre, New South Wales, Australia

10 Walcha Multipurpose Service, 11S Middle Street, Walcha, New
South Wales, Australia

https://doi.org/10.1007/s00520-019-04801-5
Supportive Care in Cancer (2020) 28:249–259

Published online: 27 April 2019/

http://crossmark.crossref.org/dialog/?doi=10.1007/s00520-019-04801-5&domain=pdf
http://orcid.org/0000-0003-3535-2885
mailto:Elizabeth.fradgley@newcastle.edu.au


Distress in cancer patients and survivors

Cancer-related distress is defined as a multifactorial unpleas-
ant emotional experience of a psychological, social, or spiri-
tual nature and interferes with the ability to cope effectively
with the disease, its symptoms, and treatment [1]. A system-
atic review of symptom prevalence suggests approximately
40% of patients undergoing treatment will experience clinical-
ly significant distress [2]. Untreated distress is associated with
poor outcomes such as decreased social functioning, more
intense physical symptoms, cognitive impairment, poor ad-
herence to treatment, and reduced length of life [3–6].

Identifying distress in cancer patients

Due to the complex and evolving nature of distress, health
professionals often struggle to detect distress in time- or
resource-poor clinical settings [7–10]. For example, distress
was detected with only a sensitivity of 64% and a specificity
of 65% by oncologists within a sample of 201 advanced can-
cer patients [11]. The distress levels of cancer survivors may
also be poorly identified by health professionals; for example,
a large study (n = 2642) of cancer survivors suggested as few
as 1 in 10 survivors with distress symptoms were correctly
identified by primary care physicians [12]. As health profes-
sionals can be inaccurate in gauging the presence and severity
of distress, guidelines suggest all patients should be directly
asked about emotional wellbeing and offered beneficial sup-
portive care interventions as required [10].

Distress screening is the standardised assessment of pa-
tients with the intent to inform referral decisions, specifically
if more extensive assessment and psychosocial support ser-
vices are warranted [13]. Randomised controlled trials have
established the importance of screening in reducing emotional
distress and improving quality of life, physical symptoms such
as pain and breathlessness, patient satisfaction, and patient-
professional communication [14, 15]. Evidence from clinical
settings suggests timely identification of distress is only effec-
tive in improving medical management and patient wellbeing
when paired with structured supportive care referrals [10,
16–19].

Distress screening guidelines and evidence
of guideline use

Internationally, there are numerous distress screening and
management guidelines providing evidence-based models
for application within cancer services. Australian examples
include Cancer Australia’s Clinical Guidance for
Responding To Suffering In Adults with Cancer [20] and the
Clinical Pathway for the screening, assessment, and manage-
ment of anxiety and depression in adult cancer patients [21].
International examples are outlined in the National

Collaborative Cancer Network (NCCN) Guidelines [22],
Pan-Canadian Practice Guidelines [23], and by the American
Society of Clinical Oncology [24]. While there are some dif-
ferences, there are four sequential components consistent
across guidelines. Box 1 provides a simplified description of
each step.

Box 1 Essential components of evidence-based distress screening and
management

Screening: Document use of a validated brief screening tool wit clinically
meaningful cut points at pivotal moments on cancer trajectories (i.e.
diagnosis, treatment start, recurrence), with screening completed once
for all patients independent of type/stage ideally within one month of
diagnosis. Example of screening tools include the distress
thermometer, and Edmonton Symptom Assessment Scale

Assessment: Patients who screen positively for distress complete a valid
assessment to identify source, contributing factors, and severity of
distress. Patients are assessed for depressive/anxiety symptomology.
Example include clinical interview, Patient Health
Questionnaire(PHQ-90),and General Anxiety Disorder scale(GAD-7)

Treatment: Based on assessment, patients are referred to low-, moderate-,
or high-intensity psychosocial services. An established referral proto-
col is used, with stepped-care principles applied. Referral actions are
documented.

Follow-up/re-assessment: Referral uptake is confirmed. After service
referral/uptake, patients are reassessed. If distress is unremitting,
additional are offered.

Reassessment/referral is documented.

Although forms of these guidelines have been available for
more than a decade, there is evidence emerging that many
cancer patients still do not receive evidence-based distress
screening and management. Cross-sectional surveys conduct-
ed among US NCCN Institutions, which developed distress
screening guidelines in 1999, reported only 50% routinely
screened all outpatients in 2012 and 30% indicated that rou-
tine screening was not occurring in any form at their institu-
tion [25].

Although previous research has found that very brief
screening takes less than two minutes in an oncology service,
there are a number of barriers to implementation especially
when considering the broader components of screening, as-
sessment, treatment, and reassessment. For example, partici-
pants of a two-year training program in distress management
reported experiencing over 65 barriers; the most common bar-
riers included limited staff, staff turn-over, and competing de-
mands [26]. Other well-documented implementation barriers
include the lack of support services to action distress screening
results [27].

Given these data, it is possible to hypothesise that distress
screening rates are similarly low in Australia and there are
several large barriers preventing implementation or quality
improvement. Surveys of Australian patients receiving care
within a small number of metropolitan cancer services found
that just over half (57%) were asked about their emotional
wellbeing and subsequently offered assistance [28]. Beyond
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this evidence from only a few sites, it is unclear if and how
screening practices may differ for patients across Australian
cancer services.

Improving integration of distress screening in all
Australian services is an opportunity to improve patient out-
comes and experiences and was identified as a top priority by
psycho-oncology researchers and clinicians [29].We conduct-
ed this national cross-sectional survey to provide information
about the extent to which distress screening is currently inte-
grated into Australian cancer services. Furthermore, this study
explored the perceived acceptability of suggested methods for
improvement across the four essential components of distress
screening and management. Specifically, this study aimed to
identify:

1. The distress screening practices of Australian cancer
services;

2. The barriers to improving or implementing distress
screening; and

3. Whether quality improvement techniques, such as
mentoring and bench-marking, are acceptable to service
representatives who wish to improve screening rates.

Methods

Study design

This national cross-sectional survey of Australian cancer ser-
vices’ application of distress screening and management
guidelines followed the Strengthening The Reporting of
Observational Studies in Epidemiology (STROBE) guidelines
[30]. The Hunter New England Human Research Ethics
Committee provided approval. Data collection was conducted
from January 2017 to August 2017.

Cancer service identification

A list of Australian cancer services was compiled using pub-
licly available information such hospital webpages and
CanRefer, a state-specific directory of cancer services (New
South Wales and Australian Capital Territory only). A total of
220 health services that provided some form of cancer care
were identified. In order to canvas the wide array of services in
which patients may receive care, no exclusion criteria related
to facility size, staffing, location, or funding structure (i.e.
private or public funded) were applied.

Participant recruitment and eligibility

Service managerial or clinical leads were sent a personalised
email with a brief study introduction and asked to nominate a

team member who could provide detailed information on dai-
ly screening practices. If the lead was also the best contact to
provide this information, a copy of the survey was subse-
quently provided. Service leads who did not respond to the
initial email received email and telephone reminders.

Nominated individuals were sent a personalised email
informing them that they have been identified as a potential
respondent on behalf of the health service. The email
contained an embedded survey link. Individuals who did not
respond to the initial email received email and telephone re-
minders. This two-staged recruitment approach was followed
in order to ensure the most appropriate representative was
approached with endorsement from clinical directors.

Study measure

The study-specific survey included three sections:

1. Service characteristics. This included location; availabil-
ity of mental health services; if public- and/or private-
funded; and types of oncology departments if multiple
(i.e. radiation, medical, surgical, or other). Respondents
specified their role within the service. In the case respon-
dents worked across multiple departments, respondents
were asked if screening practices were similar across the
departments and asked to complete the survey on behalf
the department they were most familiar with.

2. Screening practices. Items exploring screening practices
were adapted from a previous US audit with permission
[7]. Respondents were asked if they were aware of guide-
lines and if any patients are screened for distress.
Depending on responses, individuals received additional
items:

a. If distress screening was not conducted in any form,
individuals selected from the following list of poten-
tial reason(s): not considered to be necessary or
worthwhile; would like to but do not have the re-
sources to complete screening; screening completed
in another department; would like to but do not have
the resources needed to treat the patients identified as
distressed; would like to but unsure of how to inte-
grate distress screening into routine care; or other.

b. If distress screening was conducted in any form, indi-
viduals reported if specific patient groups were
screened; when screening was implemented and if
practices had been evaluated; measure use; timing of
screening; which, if any, health professionals are re-
sponsible for screening; rescreening intervals; and
how the services used screening results to inform pa-
tient care.
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3. Preferred strategies to implement or improve screening
practices. Respondents were asked to identify the barriers
to implementing screening in their service from their per-
sonal perspective. To understand which techniques may
be acceptable to service representatives wishing to im-
prove or establish practices, respondents were asked
which of eight specific implementation strategies they
preferred. The strategies were identified from a systematic
review of interventions to improve screening rates [13].

4. This survey was pilot-tested with 10 health professionals.

Statistical analysis

Descriptive statistics were used to report survey data.

Results

Respondent and service characteristics

A total of 122 individuals participated from 83 services (51%
response); 39 respondents provided details on a clinic in a
multi-service site (i.e. medical oncology, radiation oncology).
A total of 21 individuals did not identify their service within
the survey.

Table 1 summarises the characteristics of survey respon-
dents and their services. Briefly, all Australian states and ter-
ritories were represented with the majority of services located
in urban areas (63%). Just over half (53%) of the representa-
tives’ services were publicly funded, and approximately a
third (29%) were privately funded. While most (75%) repre-
sentatives’ services had access to a mental health team, a rel-
atively smaller percentage (34%) reported a dedicated psycho-
oncology service. The most common service represented by
participants was medical oncology (34%), followed by outpa-
tient chemotherapy (19%). The most common type of respon-
dent was oncology or specialist nurses (33%), nurse unit man-
agers (30%), and care coordinators (17%).

Of the 122 representatives, 102 (84%) indicated they were
directly involved in identifying or managing emotional dis-
tress as part of daily patient care. A total of 54 (44%) reported
reading a distress screening guideline prior to survey partici-
pation, of which 13 (24%) reported these guidelines influ-
enced their personal practice to a large degree and 26 (48%)
to a small degree.

Distress screening practices

Although 22 (19%) representatives indicated their service
never screened and 22 (19%) rarely screened cancer outpa-
tients, the majority indicated their service usually or always
screened (39% and 23%, respectively). Of the services that

never screened, the most common reasons provided by repre-
sentatives were uncertainty on how to integrate screening into
routine workflows (37%), lack of time or resources to screen
(27%), and lack of time or resources to action screening results

Table 1 Respondent and service characteristics (n = 122)

Characteristics Number (%)

Service characteristics

State or territory:

New South Wales 42 (34)

Queensland 27 (22)

Victoria 22 (18)

Western Australia 8 (7)

Prefer not to answer 6 (5)

Northern Territory 5 (4)

Australian Capital Territory 4 (3)

South Australia 4 (3)

Tasmania 3 (2)

Funding structure

Publicly funded only 65 (53)

Privately funded only 35 (29)

Both publicly and privately funded 16 (13)

Prefer not to answer 6 (5)

Located in:

Urban setting (population > 100,000) 77 (63)

Regional or rural setting (population < 100,000) 35 (29)

Unsure 4 (3)

Prefer not to answer 6 (5)

Available mental health services 92 (75)

Available psycho-oncology service 41 (34)

Service representative characteristics

Representing:

Medical oncology department 41 (34)

Outpatient chemotherapy only 23 (19)

Other (including prefer not to answer) 19 (16)

Radiation oncology department 18 (15)

An oncology specific inpatient department 9 (7)

Palliative care department 5 (4)

Psycho-oncology or mental health department 3 (25)

Social work department 2 (2)

Surgical oncology department 2 (2)

Role within the service

Oncology or specialist nurse 40 (33)

Nurse unit manager 36 (30)

Care coordinator 21 (17)

Social worker 10 (8)

Service director 7 (6)

Physician 5 (4)

Administrator 4 (3)

Nurse 3 (2)
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(14%). Two service representatives indicated that the screen-
ing was done in a different department only, but neither had
access to the screening results. None of the 22 service repre-
sentatives indicated a lack of evidence of the benefits of
screening as a reason for non-screening.

Of the 89 service representatives who reported some form of
screening, the majority of representatives reported that the pro-
cesses were not implemented as part of research studies (80%)
but rather as a result of a service directive. According to most
service representatives, screeningpracticeshadbeen implemented
more than 12 months prior to survey completion (78%).
Approximately 23%of representatives indicated that the process-
es had been evaluated since implementation. A complete descrip-
tion of screening processes reported by the 89 service representa-
tives is included in Table 2with a brief summary provided below:

Screening and assessment: Approximately 50%of representa-
tives indicated their service screen all patients regardless of clinic
or demographic characteristics, with 26% indicating only those
patients who seem to be distressed are screened. A small propor-
tion of representatives (13%) reported only those patientswho see
specific health professionals are screened. The most common
screening techniquewasclinicalconversation (55%)byamember
of the treating team (e.g. nurse or oncologist) during a standard
consultation, followedbya two-stage survey screen and interview
assessment (29%). The common survey used was the Distress
Thermometer and Problem Checklist.

Treatment: When asked what occurs to distressed cancer out-
patients, representatives indicated support materials (63%) and a
range of referrals were offered including community-based
Cancer Council services (48%), pastoral care (30%), and mental
health professionals (82%) of which the majority were social
workers (53%). The results were also reviewed by the treating
team as part of a standard consultation (36%). For the majority
of services, representatives reported referrals were generated by
health professionals without an available formalised protocol
(66%).

Reassessment: Just over half (54%)of representatives reported
rescreening cancer outpatients. Most service representatives re-
ported completing this second screen at various times throughout
the patient journey (69%).

Barriers to implementing or improving distress
screening

All service representatives were asked to indicate the minor and
major barriers to implementing or improving distress screening
practices (Fig. 1).Minor barrierswere defined as those thatwould
pose a challenge, whereas major barriers would prevent imple-
mentation. The lack of resources to action the screening results
was themost commonly reportedbarrier (38%majorbarrier; 36%
minor barrier) followed by lack of time to screen patients (24%
major barrier; 39%minor barrier) and inadequate staff training to
complete distress screening (19% major barrier; 44% minor

barrier). The least common barriers were lack of evidence about
the value of distress screening (5% major barrier; 27% minor
barrier) and inability to record results in medical records (4%
major barrier; 29%minor barrier).

Preferred strategies to implement or improve
screening practices

Of the 122 service representatives, 78 (64%) indicated interest in
improving or implementing screening practices. Commonly pre-
ferred implementationstrategiesamongthose78service represen-
tatives included workshops or educational meetings (85%); writ-
ten educational materials (69%); computerised support (51%);
additional financial resources (50%); audit or feedback (45%);
reminders or prompts (41%); academic detailing (35%); and re-
wards or incentives (29%). Furthermore, 59% preferred to use
multiple concurrent strategies as opposed to a single implementa-
tion strategy. There were no significant associations between re-
spondents’ preferred implementation strategies or interest in im-
provement and the services’ current screening frequency (e.g.
never, rarely, usually, or always).

Discussion

This cross-sectional survey study summarised distress screening
andmanagement practices reported by a range of cancer services
representatives across Australia. Across the guideline compo-
nents, there are key areas to improve the comprehensiveness and
consistency of this practice for Australian cancer outpatients. At
the most basic level, there were 22 services who have not yet
started distress screening and a further 22 services who acknowl-
edge only rarely screening patients—this represented 38%of par-
ticipating service representatives. However, the results indicate
that there is general support for screening by service representa-
tives, with a small proportion of services regularly engaging in
screening, referringpatientswhoaredistressed, and rescreening at
least once during the patient journey.Additionally, themajority of
service representatives reported that processes had been imple-
mentedasaninternal service initiativeat leastayearprior tosurvey
completion suggesting that distress screening is both a service
priority and has been sustained. Reassuringly, in recognising the
gaps across guideline components andwithmany representatives
acknowledging the benefits of distress screening, a high propor-
tion of service representatives reported interest in improving cur-
rent practices.

Comparison of reported screening practices to other
international audits

Other audits demonstrate similar opportunities for improve-
ment [14, 31, 32]. Zebrack et al. [14] reviewed the electronic
medical records of seven multidisciplinary cancer clinics to
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Table 2 Detailed distress
screening and management
practices reported by the 89
service representatives involved
in screening, by guideline
component

Guideline component Number (%)

Screening and assessment

Which cancer patients are screened:

All patients (universal screening) 46 (52)

Only patients seeing specific health professionals 12 (13)

Only patients who seem to be experiencing distress 23 (26)

Only patients with specific demographic/clinical characteristics 8 (9)

How are cancer patients screened:

Patient survey only 14 (16)

Interview between patient and health professional only 49 (55)

Combination of survey and interview 26 (29)

Which screening tools are used (n = 40)a:

Distress thermometer and problem checklist 36 (90)

Edmonton Symptom Assessment Scale 0 (0)

Functional Assessment of Cancer Therapy—general (any version) 1 (3)

General Anxiety Disorder scale (any version) 0 (0)

Hospital Anxiety and Depression Scale 1 (3)

Patient Health Questionnaires (any version) 7 (18)

Unable to recall 2 (5)

Other, including service-specific tool 5 (13)

When are cancer outpatients first screened*:

It varies according to each patient 39 (44)

Whenever staff is available to screen 6 (7)

Within the first month of their first appointment 26 (29)

Within 1–3 months of their first appointment 3 (3)

When they receive a diagnosis 12 (13)

When they start treatment 33 (37)

When they go into remission 1 (1)

Unsure 4 (4)

Who is responsible for conducting screening*:

This responsibility is not dedicated to an individual 31 (35)

Care coordinators 32 (36)

Oncology or specialist nurse 52 (58)

Nurse 6 (7)

Physicians 16 (18)

Social workers 23 (26)

Mental health professionals 9 (10)

Unable to recall 4 (4)

Treatment

What happens to cancer outpatients who are identified as distresseda:

Nothing. The information is not used for clinical purposes 1 (1)

Patients are seen by treating team as part of standard consultation 32 (36)

Patients are referred to a mental health professional 73 (82)

Psychiatrist 7 (10)

Psychology 29 (40)

Social work 39 (53)

Counsellor 8 (11)

Patients are referred to the Cancer Council or a similar services 43 (48)

Patients are provided information on pastoral services 27 (30)

Patients are provided with support materials and information 56 (63)
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determine adherence to previously established screening and
referral protocols. While adherence differed across clinics,
approximately 48–73% of patients had screening results
scanned into their records. Lazenby et al. [31] reported only
41% of cancer centres applying to be in an education program
were screening prior to participating. A similar screening rate
of 49% in the US Quality Oncology Practice Initiative within
outpatient cancer services was reported by Chiang et al. [33].

First-stage screening with a patient self-report
distress tool is needed

Our study results suggest that of the Australian services who
screen with a survey tool, the majority use valid distress mea-
sures particularly the Distress Thermometer (90%). However,
more than 50% of service representatives reported distress
was identified via clinical interview by a member of the

0% 20% 40% 60% 80% 100%

Lack of evidence about the value of distress screening

Inability to record distress screening results or referrals in pa�ents’ medical history

Lack of execu�ve support for distress screening

Pa�ents are not interested in receiving help for distress

Staff are uncomfortable with distress screening

Pa�ents are uncomfortable with being asked ques�ons about distress screening

Lack of staff commitment to personally complete distress screening

Lack of privacy or space to conduct screening

Lack of staff training to personally complete distress screening

Lack of �me to screen pa�ents

Lack of resources such as social workers or mental health services needed to act upon…

Major barrier Minor barrier Not a barrier

Fig. 1 The proportion of service representatives (n = 122) reporting the presence and degree of barriers to distress screening improvement or
implementation

Table 2 (continued)
Guideline component Number (%)

Unsure 2 (2)

How are referrals generated:

Automatically according to an electronic system 3 (3)

By health professional reviewing results only 59 (66)

By health professional reviewing results with referral protocols 25 (28)

Unsure 1 (1)

Not applicable—results are not used 1 (1)

Follow-up/reassessment

Are cancer outpatients rescreened:

Yes 48 (54)

No 19 (21)

Unsure 22 (25)

When are cancer outpatients first rescreened (n = 54)a

It varies according to each patient 37 (69)

Whenever staff is available to screen 1 (2)

Within the first month of their first screen 5 (9)

Within 1–3 months of their first screen 3 (6)

Within 3–6 months of their first screen 2 (4)

When they receive a diagnosis 3 (6)

When they start treatment 13 (24)

When they go into remission 7 (13)

*More than one answer possible
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treating team without use of a standardised measure. This
proportion is higher than that reported by 15 NCCN institu-
tions in 2007 (38%) and 2013 (14%) [32, 34]. Reliance upon
professionals’ ability to correctly identify distress is problem-
atic with evidence of many distressed patients falling ‘be-
tween the cracks’ under this approach. Efforts to promote
use of a standardised tool is an important first step in the
distress management process [7–10]. When selecting a
standardised tool, services must consider the clinical purpose
of the tool beyond tokenistic screening and review the appli-
cability to the service population including any culturally and
linguistically diverse groups. As Australian communities be-
come increasingly diverse, guidance on how to adapt screen-
ing processes to minority groups, who are often the most vul-
nerable to adverse health outcomes and experiences, is essen-
tial [35].While this is beyond the scope of this study, inclusive
cancer services are the focus of emerging Australian policy
and research [35–37].

Consistent referral protocols with comprehensive
training are required

In line with this study’s results, previous research also sug-
gests that one of the greatest barriers to screening was the
availability of referral options for those who screen positively
[38]. Approximately 29% of distressed Australian cancer pa-
tients identified via the Distress Thermometer may require
subsequent assessment and referrals [39]. While it is beyond
the scope of this study to comment on whether improved
screening practices would increase the number of referrals
within participating services, two important issues must be
noted.

Firstly, with increasing financial constraints, the availabil-
ity and value of supportive care services such as social work,
psychology, or psychiatry support must be carefully evaluated
and demonstrated if ongoing or additional investment is re-
quired. Secondly, structured referral protocols are an ideal tool
to ensure limited and costly services (typically higher intensity
interventions such as counselling) are consistently and equi-
tably targeted to those patients who would benefit the most.
Unfortunately, the current study revealed a sub-optimal pro-
portion of service representatives (28%) reported having an
established referral protocol and this is a much-needed area of
improvement requiring urgent intervention.

Through qualitative interviews with 12 Australian health
professionals, Rankin et al. [40] outlined the barriers that are
likely to be encountered when implementing a referral path-
way for cancer-related anxiety and depression within
Australian cancer services. Five implementation themes
emerged in this qualitative work, of which three overlapped
with the most common barriers reported by service represen-
tatives in our study. Firstly, the referral pathway must be
owned and acceptable to the entirety of the team.

Approximately 45% of service representatives indicated lack
of staff commitment to distress screening was a minor or ma-
jor implementation barrier. Additionally, 35% indicated that
screening tasks were not specifically dedicated to any one
member of the health care team with only 18% of physicians
responsible for screening. These data suggest that screening
and referral for emotional wellbeing and needs may be per-
ceived as outside the remit of physicians with little team
ownership.

Secondly, resources and responsibility for screening and
management must be made explicit. Within this study, the
two greatest barriers were lack of referral resources (74%)
and time with patients (67%). Although executive support
was not frequently perceived to be a barrier, these two barriers
must be overcome through service redesign and commitment
to expend additional resources on this aspect of patient care.

Thirdly, education and training was reported as an essential
component to referral pathway implementation. This finding
was echoed by service representatives of whom64% indicated
a lack of staff training was a barrier and 85% wished to attend
a workshop. A systematic review of the effectiveness of clin-
ical guideline implementation strategies reported passive ed-
ucational strategies such as single didactic or group work-
shops were ineffective [41]. However, highly interactive edu-
cational strategies with opportunities to apply educational
content to unique service contexts (i.e. role-playing) were ef-
fective with improvements in practice outcomes ranging from
1 to 39%. This more intensive approach will incur greater cost
than passive information provision but, with greater effect,
may provide a cost-benefit over a longer time period. Other
strategies preferred by participants which were associated
with some degree of effectiveness were computerised support
and a reminder process. As multifaceted interventions were
preferred by the majority of participants, a comprehensive
implementation program should include interactive training
paired with computerised support and feedback. Such pro-
grams are currently being tested in Australian settings [42,
43].

Practice implication: screening and management
processes must be evaluated and continually
re-enforced as best practice

This study found that very few representatives reported their
service (22%) had evaluated distress practices and processes.
Evaluation can assist to identify gaps in practice or issues that
prevent distress screening from being implemented; similarly,
evaluation can serve to streamline additional activities, such as
distress screening, into routine workflows of all staff.
Furthermore, evaluation of the patient and professional out-
comes associated with distress screening can reinforce the
value of this clinical activity to stakeholders including the
individuals conducting the screening and administrators who
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have committed resources. Ongoing data demonstrating the
benefits of this practice along with a training program may
be essential to the maintenance of distress screening
processes.

Limitations

This study provides a broadly scoped summary of health
services’ practices and relied upon one individual to re-
spond on behalf of the service. The data collection may
have missed some of the complexities or knowledge of
other team members. It is important to acknowledge that
screening practices will likely differ within a service, and
respondents may not be aware of their colleagues’ diverse
screening practices. However, we tried to address this by
designing the survey to enable participants to comment on
how their personal practice or other health professionals’
practice differed within the service. Ten individuals
commented on this, with the majority noting that screen-
ing is largely at the discretion of the health professional
and is not yet formalised. Qualitative interviews with re-
spondents who indicated variation or sub-optimal screen-
ing rates would be ideal to further elucidate the barriers to
improving or implementing distress screening in their spe-
cific context.

This study was also subject to selection bias. There is
limited or inconsistent information publically available on
the type of services and representatives who did not par-
ticipate in the study (i.e. funding structure, patient vol-
ume), and we cannot confidently compare these charac-
teristics to respondents in order to assess generalisability.
However, the 51% response rate is high for online surveys
of health professionals and this is the first audit of this
kind in Australia [44]. It is also possible that only those
service representatives interested in distress screening
were willing to participate, and therefore, the results
may provide an overly positive description of current
practices. Although it is not possible to assess the degree
to which this selection bias occurred within the study, all
services received an invitation to participate (as opposed
to passive recruitment) and 38% of respondents indicated
screening was never or rarely conducted.

The study recruitment approach was structured in a
way to ensure only one contact per clinic service was
approached to participate. There were 30 instances where-
by two individuals from the same hospital responded but
on behalf of different internal services; for example, one
participant replied on behalf of the medical oncology ser-
vice and one on behalf of the radiation oncology service
within a large metropolitan cancer centre. However, in
following ethical procedures, respondents could choose
to omit any identifying service information. Therefore,
21 individuals did not directly specify their hospital and

9 individuals may have provided duplicated information
(i.e. same clinic in a large hospital). Six respondents did
not provide any identifying service information.

Conclusions

Improving integration of distress screening, referral and
management into all Australian cancer services is an op-
portunity to improve patient outcomes [29]. This national
cross-sectional survey study provided information on the
degree to which distress screening is currently integrated
in clinical practice. Although gaps existed across all
guideline components, many services have started to
screen outpatients. Potential areas of improvement were
multifactorial and included additional services to manage
problems identified by screening, more staff time for
screening, additional staff training, and use of patient-
report measures. However, despite these barriers, the ma-
jority of service representatives indicated a desire to im-
prove current practice and portrays a positive climate for
distress screening implementation in Australia.
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