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Abstract Recommendations for routine screening of cancer
patients for distress lack evidence that screening improves
patient outcomes. Settings contemplating screening should
consider other options for using the same resources. This arti-
cle reviews evidence relevant to decision making and calls
attention to limits in using screening instruments cross-
culturally and for triaging patients for receipt of services.
Whether screening is the best option depends on the patient
population, culture, and health system.
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Résumé Les recommandations de dépistage systématique de
I’anxiété chez les patients atteints d’un cancer ne démontrent
pas que le dépistage améliore la situation des patients. Les
parameétres du dépistage devraient prendre en compte d’autres
options permettant d’utiliser les mémes ressources. Cet article
porte sur les éléments permettant d’appuyer la prise de déci-
sion et attire I’attention sur les limites de 1’utilisation transcul-
turelle d’instruments de dépistage et du triage des patients
pour la réception des services. L’adéquation du dépistage
dépend de la population de patients, de la culture et du sys-
téme de santé.

Mots clés Dépistage systématique - Anxiété

National and international professional organizations rec-
ommend and increasingly mandate routine screening of can-
cer patients for distress [1,4,14,33]. Professionals in many
oncology settings are attempting to comply by implement-
ing screening programs. In other settings, professionals are
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allowed to consider first whether available evidence is
consistent with screening actually improving patient out-
comes. They can decide whether to proceed with imple-
menting screening or to find other ways to commit the
resources that screening would require. In either case, clin-
icians, administrators, and policy makers do not have the
benefit of a substantial body of evidence from randomized
controlled trials (RCTs) demonstrating that routine screen-
ing for distress will lead to improved patient outcomes [27].

How to Evaluate the Evidence for the Efficacy
of Screening

Screening for medical conditions is commonplace in clinical
settings [49], and there are specific methodologies for evalu-
ating the efficacy and cost-effectiveness of screening for par-
ticular problems [35,45]. There was once a general assump-
tion that clinicians should routinely screen if a means existed
for problems that have significant clinical and public health
implications. That conventional wisdom has undergone seri-
ous re-evaluation with the recognition that consultations with
clinicians cannot accommodate screening for all problems.
Moreover, much screening reveals problems for which inter-
vention would not even be practical, cost-effective, or consis-
tent with patient preferences. Screening can also lead to need-
less diagnostic and follow-up procedures, overdiagnosis, and
overtreatment, with any benefits not balancing known draw-
backs or even harm.

Attitudes toward screening vary greatly across cultures
and health systems, with an extreme captured by direct-
to-consumer marketing in North America of comprehensive
computed tomography (CT) scans on demand to asymptom-
atic persons based on their ability to pay [20]. In response to
such excesses, Choosing Wisely programs [10] have been
endorsed by dozens of specialty and generalist medical soci-
eties to encourage re-evaluations of the efficacy and cost-
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effectiveness of screening. This has led to recommendations
against screening asymptomatic persons for dementia and
ovarian, lung, and prostate cancer. Recommendations for
routine screening require demonstration that screening has
a better balance of benefits and potential harm at the patient
and system level than patients simply having access to the
same clinical resources without having to undergo screening.
The burden of proof is on those who would recommend
screening.

More than simply targeting an important clinical problem,
screening must lead to improvement in patient outcomes.
Thus, the World Health Organization recently advised
that screening for intimate partner violence in general medi-
cal settings should no longer be done, because it did not
lead to improved outcomes [50]. Routine screening for
depression had previously been recommended and mandated
in many general and specialty medical settings [43]. But
when formally re-evaluated, recommendations were next
restricted in some countries to settings where resources are
available for adequate diagnosis, treatment and follow-up
[44]. More recently, screening for depression is no longer
being recommended except for settings with the necessary
resources to ensure improved outcomes, with the presump-
tion such settings are uncommon [32]. These revised recom-
mendations are based on consistent evidence that without
exceptional resources, routine screening for depression was
not improving patient outcomes, and that where these
resources are available, screening may add nothing to patient
outcomes [40].

Is There Evidence That Screening for Distress
Improves Patient Outcomes?

We undertook a systematic review of routine screening for
distress in cancer patients [27], cognizant of the general stan-
dards used for evaluating screening in medical settings. We
adopted the analytic framework of the U.S. Preventive Ser-
vices Task Force (USPSTF) [17] in searching for evidence of
(1) the efficacy of interventions for reducing distress; and (2)
the efficacy of routine screening in reducing distress among
cancer patients. For the first question, we concluded that
there is indeed some evidence that psychosocial and psycho-
pharmacological interventions reduce distress. In answering
the second question, we required randomized trials with
patients assigned to the intervention receiving services
based on score above a pre-set score on a screening instru-
ment, whereas patients assigned to the control group could
access the services without screening. We were able to iden-
tify only one such study [26] and it failed to demonstrate that
screening improved outcomes. We concluded that, judged
by established standards, there is insufficient evidence to
recommend screening.
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At least four other systematic reviews [2,6,9,30] have
considered routine screening for distress. None adopted the
same inclusion criteria as we did, with all considering a
broader range of studies. The authors of all four included
recognizable advocates of screening, but all nonetheless
indicated a lack of quality evidence from randomized trials
that screening improves patient outcomes. Yet, each review
provided detailed guidance on how to implement distress
screening in clinical practice. One review [30] concluded:
“Provisional work suggests that screening for psycholog-
ical distress holds promise and is often clinically valu-
able, but it is too early to conclude definitively that psy-
chological screening itself affects the psychological well-
being of cancer patients.”

The reviews variously indicated that screening may
improve communication between patients and clinicians,
stimulate discussions of psychosocial and mental health
issues, and increase referrals to specialty services. These
are not suitable surrogate outcomes. More discussions and
better communication may be insufficient to achieve sub-
stantial improvements in patient outcomes such as distress,
psychological symptoms, and quality of life.

A number of these reviews included studies of interven-
tions in which professionals used results of screening to struc-
ture discussions with patients that would otherwise be occur-
ring, but without triaging, i.e., a score on a screening
instrument did not determine whether the discussions would
be held and which patients would be potentially offered ser-
vices. This practice does not meet the formal definition of
screening, but it is consistent with practices already imple-
mented in some countries such as the Netherlands [14]. How-
ever, international guidelines indicate that a positive screen
for distress should determine whether patients are offered a
discussion. In countries such as the Netherlands, imposition
of this guideline would require restricting the existing offering
of discussions with professionals to patients who screen posi-
tive. While many patients who have significant unmet and
addressable needs screen positive for distress, not all do.
Many patients may have focal, remediable problems without
registering general distress above a pre-set cutpoint. Further-
more, as seen in recruitment to clinical trials for evaluating
interventions for distress, most patients who enroll do not
have clinically significant distress, and so there would be a
dilemma of whether they could still access such services.
One of the unintended consequences of introduction of
screening is that it could involve rationing of services and
restricting of services to many patients who are currently
accessing them.

A critical commentary on our systematic review [27] was
solicited from some leading proponents of screening for dis-
tress, Barry Bultz and Linda Carlson [3]. We were given the
opportunity to reply [39], creating one of the few debates
that has occurred concerning the merits of screening for
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distress. Bultz and Carlson [3] criticized the conclusion of
our review because it “contravenes recommendations to
screen broadly, which are based on prevalence studies
demonstrating that patients experience distress in all of
the physical, psychosocial, and practical domains, with a
real interplay among domains”. Recommendations of pro-
fessional organizations about screening for distress have not
followed established processes for developing systematic
review—based consensus practice guidelines. It has been
well-documented that practice guidelines from professional
organizations are often biased and not evidence-based, par-
ticularly when for they are proposals for medical procedures
that would require their members’ services [16,37]. Criteria
have been established for evaluating the processes generat-
ing guidelines [21,24]. Judged by those criteria, the process
for developing recommendations for routine screening have
been notably lacking of systematic review of the literature;
transparency; composition of guidelines committee includ-
ing formal involvement of patients, frontline clinician, and
other key stakeholders; indication of strength of evidence;
articulation of guidelines in terms of strength of evidence;
and external review.

Bultz and Carlson [3] also criticized us for adopting a
narrow definition of distress and cite the broad definition
of the National Comprehensive Cancer Network (NCCN)
of distress as “a multifactorial unpleasant emotional expe-
rience of a psychological (cognitive, behavioral, emo-
tional), social and/or spiritual nature that may interfere
with the ability to cope with cancer, its physical symp-
toms and its treatment.”

They further noted : “Assessment recommendations
include screening for specific problems which exacer-
bate distress in the physical, psychosocial and practical
domains.” In their own screening studies, Bultz and Carl-
son have operationalized as the simultaneous administra-
tion of different “screening tools” for general distress, anx-
iety, depression, suicidal ideation, pain, fatigue, nutrition,
and weight, as well as concerns about accommodations for
caregivers, transportation, parking, drug coverage, work
and school, finances, and groceries [7].

This broadened definition poses problems for establishing
criteria for evaluating the efficacy and cost-effectiveness of
screening. In our reply [39], we noted that there are models
for evaluating screening with multiple targets, and notably
the USPSTF [17], which evaluates evidence on preventive
services interventions in primary care.

“Primary care physicians are encouraged to screen for
many different conditions, and many of them have psy-
chosocial components (e.g., depression, intimate partner
violence, alcohol abuse, smoking). Importantly, evidence
for each of these screening interventions is evaluated
separately. Otherwise, it would be impossible to deter-
mine which screening programs are beneficial and cost-

effective. The same logic applies to psychosocial care in
cancer settings. It may be the case that patients would
benefit from being screening [sic] for many different pro-
blems. However, consistent with general principles of
testing screening programs and expectations that scarce
health care resources must be used wisely to be used
effectively.... [A] scattershot approach to screening,
without any evidence of what works and what doesn’t
work, does not serve the best interests of patients. Appro-
priate targets for screening are medical problems for
which screening can lead to effective intervention. Issues
like parking or insurance problems can be identified by
simply asking patients, but do not constitute screening.
Once appropriate targets for screening are identified, the
parameters for testing the screening program must be
carefully considered.”

Even without broadening, the term “distress” lacks a
direct equivalent in many languages. The broadened concep-
tion of distress may prove difficult to operationalize and
implement outside of Anglo-American contexts, particularly
where there has not been significant linguistic migration
of the term, not only to clinicians but among patients
[11,13,31]. Clinicians elsewhere soon discover that patients
are bewildered by requests to complete a distress thermome-
ter and that their responses are unreliable. Even with native
English speakers, it is unclear to patients whether their
responses to the distress thermometer should take into
account physical symptoms and side effects of treatment or
practical problems that patients do not assume can be solved
within oncology services. Moreover, clinicians, particularly
those with mental health backgrounds, are inclined to inter-
pret the registering of such symptoms in terms of psycholog-
ical morbidity.

The Validity of Screening Instruments
and Cutpoints

Most guidelines indicate that screening for distress should
make use of validated instruments with published cutpoints
to identify distressed patients. Broadening of the rubric of
distress has contributed to confusion as to what constitutes
the gold standard for validating the performance of screening
instruments and therefore how an optimal cutpoint should be
set. There has been some effort to validate distress thermo-
meters against problem lists and measures of unmet need.
However, this effort is handicapped by measures of unmet
need lacking psychometric development [36], with specific
items greatly differing in their nature, clinical significance,
and requirements for the resolution of the problem indicated
by the item. Many tertiary comprehensive cancer centers
draw from a wide geographic area, and so practical problems
are commonly endorsed, such as transportation and parking,
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and housing for caregivers who accompany cancer patients
to treatment. Any scale that combines items reflecting these
problems with items indicating fatigue, inadequately treated
pain, or existential issues faces complex questions of weigh-
ing and prioritizing of these problems that will frustrate
efforts at establishing basic psychometric characteristics [5].

Screening instruments are most often validated in terms of
their performance as measures of emotional distress [28,47].
A number of screening instruments are available, but the most
commonly recommended are the single item distress ther-
mometer (DT) and, at least outside North America, the Hos-
pital Anxiety and Depression Scale (HADS). The HADS is
the most commonly used instrument to validate whether the
shorter DT is sufficient as replacement for longer question-
naires and with what cutpoints. Yet both the DT and HADS
have inexplicable wide variations in the cutpoints recom-
mended in the research literature.

Mitchell’s [28] comprehensive review of 19 studies ana-
lyzing the performance of the DT concluded that there is a
modest overall accuracy in detecting depression or anxiety
disorders. A score below an established cutpoint is better at
ruling out disorder than a score above a cutpoint is at ruling
in the presence of a disorder. Depression and anxiety disor-
ders have evidence-based treatments with psychotropic med-
ications that require formal diagnosis to ensure that they are
being administered to the appropriate persons. The implica-
tion of Mitchell’s analyses are that appropriate use of the DT
requires trained and credentialed staff for follow-up psychi-
atric diagnostic interviews and that the second stage inter-
viewing will be inefficient in terms of identification of treat-
able disorder. Presumably, if such use of the DT is to result
in improved patient outcomes, there has to be appropriate
clinical resources for treatment and follow-up. Elsewhere,
Mitchell [29] has noted: “No screening tool should be
seen as an alternative to careful clinical assessment and
management. Despite much interest in the development
of short and ultra-short tools, data on validation and
implementation are currently incomplete. Nevertheless,
short methods seem to be at least as successful as the
HADS, although substantially more efficient and hence
more acceptable, and therefore may be a suitable initial
method of assessment in busy clinical settings.”

Mitchell’s conclusions are valid, but his analyses over-
look a serious problem in validation studies of the DT and
in efforts to integrate them. In his analyses, Mitchell simply
accepted the cutpoints that particular validation studies had
obtained, with notable variation across studies. He commit-
ted the fallacy of assuming that for screening purposes, it
is instruments that are being validated, not cutpoints. The
reverse is true. It actually makes no sense to summarize a
body of literature as offering evidence for the validity of
screening, when the studies that are integrated relied on dif-
ferent cutpoints. Worse, without too many exceptions, these
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studies typically provide exaggerated estimates of the per-
formance of the DT because they allowed the cutpoints of
the DT to freely vary or tested multiple cutpoints and chose
the one that makes the DT looked most favorable. In either
instance, such studies capitalize on chance and adapt to idi-
osyncratic characteristics of convenience samples or simple
sampling error, reducing the generalizability. The practical
clinical implication is that clinicians and program develo-
pers cannot expect that cutoffs for the DT from available
literature will be the most efficient for their purposes.

A number of reviews have evaluated the HADS as pro-
viding measures of anxiety and depression symptoms, as a
means of screening for anxiety depressive disorders, and as a
means of validating the DT as a short measure of distress
against the longer one [28,47]. The same caveats apply
about not using a screening instrument to make diagnoses
from which treatment decisions will be made, but rather to
rely on results obtained with the screening instrument as
the first step in a two-step process in which positive screens
are followed-up with an interview. However, there are more
serious problems with the use of the HADS as a screening
instrument, particularly cross-culturally. Translations do not
address formidable challenges to ensuring the resulting
instrument adequately reproduces the content and structure
of the original HADS [25]. The HADS has inexplicable var-
iations in recommendations for optimal cutpoints, even
using the original English version [12]. Applications of var-
ious factor analytic techniques frequently fail to identify the
intended separate anxiety and depression subscales, and
results of factor analyses are highly dependent on the partic-
ular method chosen and the sample. At best, the items of the
HADS converge on a single general distress factor. Exami-
nation of the content and response keys of the HADS reveal
the source of the problems. British colloquial English of the
1950s was used in item construction, with an avoidance of
description of psychiatric symptoms. In order to avoid
patients ignoring item content and falling into a particular
response set, developers of the HADS allowed response
keys vary in content and be reversed from item to item in
ways that patients will undoubtedly miss. We examined
translations of the HADS and found evidence that translators
either ignored or improvised these issues, calling into ques-
tion the validity of the translations [25]. Overall, there is
little to recommend the HADS either in its originally
intended use in assessing or screening for depression and
anxiety or as a measure of general distress, particularly in
translation [12].

Finally, almost all validation of distress measures in
oncology settings provide exaggerated estimates of their
performance, because studies fail to exclude patients who
are already known to have a psychiatric disorder or to be
receiving mental health or psychosocial services [38].
Think of it: would we accept validations of mammography
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that failed to exclude patients with breast cancer or in treat-
ment for breast cancer? In the few studies that exclude
patients already receiving psychotropic medication, conven-
tional screening instruments are found to be much less effi-
cient in detecting otherwise missed psychiatric disorder [34].

Although recommendations for screening commonly rec-
ommend use of validated instruments with established cut-
points, evidence concerning “validation” is often weak and
inconsistent. Revalidation of specific cutpoints in a particu-
lar setting can prove an ambitious undertaking. Undoubt-
edly, to the extent to which screening is sustained in clinical
settings, it is often informal, with choices of particular cut-
points intuitive and based on face validity.

Clinical Epidemiology and the Rationale
for Screening

Although less decisive than evidence from RCTs showing
that screening improves patient outcomes, a variety of clini-
cal epidemiological data can be referenced in making judg-
ments about implementing routine screening of cancer
patients for distress. Such data include comparative estimates
of the rates of psychological symptomatology and diagnos-
able psychiatric disorder among cancer patients versus other
medical populations; the trajectories of distress among can-
cer patients in routine care; the extent to which cancer
patients actually prefer unmet needs uncovered in screening
to be met within cancer care or by referral; and the extent to
which patients who were screened and offered services actu-
ally receive those services. These data can either encourage
implementation of screening or serve to raise questions
whether screening is likely to provide substantial, clinically
significant improvements in patient outcomes.

Studies of cancer patients using validated measures of
psychological symptoms and psychiatric diagnoses based
on validated semi-structured interview [22] reveal compara-
ble rates of symptoms and mental health problems to what is
found in other specialty in general medical settings, includ-
ing primary care [15,34]. Discussions of the need for imple-
menting routine screening of cancer patients for distress
typically assume high rates of symptoms and psychiatric dis-
order relative to other populations. This assumption may
warrant a re-evaluation.

Much of the heightened distress reported by cancer
patients is self-limiting or resolves within routine cancer
care without specialty psychosocial or mental health ser-
vices [18,23]. The declining trajectory of distress is such
that in large-scale screening studies [7,8], the overall rate
of decline across groups, including control groups, is sub-
stantially greater than any difference among interventions
of varying intensity. Longitudinal observational studies of
patients who have been screened for distressed tend to

assume that decreases in distress are attributable to the
effects of screening, but this may not be the case.

A substantial proportion of the cancer patients indicating
unmet needs do not wish to receive services within the con-
text of cancer care [42,46]. When asked, cancer patients
variously indicate that they are already receiving services;
that they can solve the problems themselves; that concen-
trating on the substantial demands of treating their physical
illness takes precedence over receiving psychosocial and
supportive services; or simply that the services being offered
to them are not needed, timely, or what they preferred
[41,42]. Endorsements of problems on checklist do not nec-
essarily represent meetable unmet needs as rates of endorse-
ments may be poor estimates of the extent to which patients
will accept services as a result of screening.

Only a minority of cancer patients who screen positive for
distress subsequently receive services [8,19] and the limited
available data suggest that screening is not a cost-effective
way of getting cancer patients into services [19]. Presum-
ably, the key mechanism by which routine screening would
improve patient outcomes is that screening would increase
uptake of services not otherwise received. There is a paucity
of data that screening actually increases uptake of services.
Yet, such data should be considered crucial for evaluating
prospects of screening for distress being likely to improve
patient outcomes.

Screening for Distress Versus Alternative Use
of Resources

Without adequate resources, the process of screening can
degenerate into patients completing a screening instrument
that is simply lost or placed in a paper folder or electronic
record without further action. Alternatively, patients screening
positive will be given referrals and sent off with no follow-up
as to the completion or the adequacy of the services received.
Unless care is taken in implementing touchscreen screening
for distress, interacting with a touchscreen can become just
another barrier to patients having ready face-to-face contact
with peer and professional resources.

The large literature concerning improving care for depres-
sion suggests that to be effective, screening requires substan-
tial resources including screening personnel and interviewers,
staffing for making and rescheduling appointments and fol-
lowing up with patients, as well as accessible and affordable
services matching patient needs and preferences. These con-
ditions in turn require a coordinated, well-resourced system
with aligned incentives and an information system capable of
fostering communication among diverse and potentially dis-
persed providers and with the patient. The obvious question
becomes whether screening adds anything to such an infusion
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and organization of resources in terms of better patient
outcomes.

Alternatives to screening include enhanced support, access
to services, and follow-up for patients already known to be
distressed or socially disadvantaged [48], navigators or advo-
cates for the socially disadvantaged, or simply providing
ready opportunities for patients to discuss unmet needs with
professional and peer counselors regardless of level of
distress.

Conclusion

The absence of evidence that screening for distress improves
patient outcomes is not the same as evidence that screening
does not improve outcomes. However, the burden of proof
lies with those who propose medical interventions like
screening, not those who remain unconvinced of its benefits
relative to alternative uses of the same resources.

Improvement in the outcome of patients who screen posi-
tive typically depends on referral to supportive services. In
many medical settings, referrals are notoriously uncertain in
their outcomes, and the fate of referrals—whether patients
actually complete them and obtain adequate services—is
information that is typically not obtained; thus, the term
“black hole of referrals” is applied in many settings to indi-
cate that staff do not know what happens to referrals. It is
known that low income and otherwise socially disadvan-
taged persons are much less likely to complete a referral.
Any system depending on referrals needs to have features
built in to make the extra effort for disadvantaged patients
or else it will increase health disparities in receipt of services.

Regardless of the uniformity assumed by international
guidelines, different cultures and different health systems
will require radical differences if they go forward in the
translation of guidelines into practice. Similarly, these cul-
tural health system differences will also mean that potential
unintended consequences of introducing screening will be
different, as well as the pressing alternative use that the
resources consumed by screening could be put.
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interest.

References

1. American College of Surgeons Commission on Cancer (2012).
Cancer Program Standards 2012, Version 1.1: Ensuring Patient-
Centered Care. Available at: http://www.facs.org/cancer/coc/pro-
gramstandards 2012.html. Accessed August 19, 2013

2. Bidstrup PE, Johansen C, Mitchell AJ (2011) Screening for
cancer-related distress: Summary of evidence from tools to pro-
grammes. Acta Oncol 50(2):194-204

@ Springer

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

. Bultz BD, Carlson LE (2013) A commentary on “Effects of

screening for psychological distress on patient outcomes in can-
cer: A systematic review.” J Psychosom Res 75(1):18-19

. Cancer Journey Portfolio, Canadian Partnership Against Cancer

(2012). Screening for distress, the 6th vital sign: A guide to imple-
menting best practices in person-centred care. http://tinyurl.com/
knfo3dm Accessed September 28, 2013

. Carey M, Lambert S, Smits R, et al (2012) The unfulfilled prom-

ise: A systematic review of interventions to reduce the unmet
supportive care needs of cancer patients. Support Care Cancer
20(2):207-19

. Carlson LE, Clifford SS, Groff SL, et al (2009) Screening for

depression in cancer care. In: Mitchell AJ, Coyne JC (eds)
Screening for depression in clinical practice: An evidence-based
guide. New York, NY, Oxford University Press, pp 265-95

. Carlson LE, Groft SL, Maciejewski O, et al (2010) Screening for

distress in lung and breast cancer outpatients: A randomized con-
trolled trial. J Clin Oncol 28(33):4884-91

. Carlson LE, Waller A, Groff SL, et al (2012) Online screening

for distress, the 6th vital sign, in newly diagnosed oncology out-
patients: Randomised controlled trial of computerised vs persona-
lised triage. Brit J Cancer 107(4):617-25

. Carlson LE, Waller A, Mitchell AJ (2012) Screening for distress

and unmet needs in patients with cancer: Review and recommen-
dations. J Clin Oncol 30(11):1160-77

Cassel CK, Guest JA (2012) Choosing wisely: Helping physi-
cians and patients make smart decisions about their care. JAMA
307:1801-2

Cohen M, Gagin R, Cinamon T, et al (2012) Translating “dis-
tress” and screening for emotional distress in multicultural cancer
patients in Israel. Qual Life Res 21(4):555-62

Coyne JC, van Sonderen E (2012) The hospital anxiety and
depression scale (HADS) is dead, but like Elvis, there will still
be citings. J Psychosom Res 73(1):77-8

Dolbeault S, Bredart A, Mignot V, et al (2008) Screening for psy-
chological distress in two French cancer centers: Feasibility and
performance of the adapted distress thermometer. Palliative and
Supportive Care 6(02):107-17

Dutch Working group guideline “Screening for psychosocial
distress.” Guideline “Screening for psychosocial distress.” http://
www.oncoline.nl/screening-for-psychosocial-distress. ~ Accessed
September 28, 2013

Evans DL, Charney DS, Lewis L, et al (2005) Mood disorders in
the medically ill: Scientific review and recommendations. Bio
Psychiat 58(3):175-89

Fretheim A, Schunemann HJ, Oxman AD (2006) Improving the
use of research evidence in guideline development: 5. Group pro-
cesses. Health Res Policy Syst 4:17

Harris RP, Helfand M, Woolf SH, et al (2001) Current methods
of the US Preventive Services Task Force: A review of the pro-
cess. Am J Prev Med 20:21-35

Henselmans I, Helgeson VS, Seltman H, et al (2010) Identifica-
tion and prediction of distress trajectories in the first year after a
breast cancer diagnosis. Health Psychol 29(2):160

Hollingworth W, Metcalfe C, Mancero S, et al (2013) Are
needs assessments cost effective in reducing distress among
patients with cancer? A randomized controlled trial using
the distress thermometer and problem list. J Clin Oncol.
do0i:10.1200/JC0O.2012.48.3040

Illes J, Kann D, Karetsky K, et al (2004) Advertising, patient
decision making, and self-referral for computed tomographic
and magnetic resonance imaging. Arch Intern Med 164:2415-9
Institute of Medicine Committee on Standards for Developing Trust-
worthy Clinical Practice Guidelines (2011) Clinical practice guide-
lines we can trust. National Academies Press, Washington, DC



Psycho-Oncol. (2013) 7:243-249

249

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

Krebber AMH, Buffart LM, Kleijn G, et al (2013) Prevalence of
depression in cancer patients: A meta-analysis of diagnostic
interviews and self-report instruments. Psycho-Oncology. doi:
10.1002/pon.3409. [Epub ahead of print]

Lam WW, Bonanno GA, Mancini AD, et al (2010) Trajectories
of psychological distress among Chinese women diagnosed with
breast cancer. Psycho-Oncology 19(10):1044-51

Loblaw DA, Prestrud AA, Somerfield MR, et al (2012) American
Society of Clinical Oncology clinical practice guidelines: Formal
systematic review—based consensus methodology. J Clin Oncol
30(25):3136-40

Maters GA, Sanderman R, Kim AY, Coyne JC (2013) Problems
in cross-cultural use of the hospital anxiety and depression scale:
“No butterflies in the desert.” PLOS One 8(8):¢70975

Maunsell E, Brisson J, Deschenes L, Frasure-Smith N (1996) Ran-
domized trial of a psychologic distress screening program after
breast cancer: Effects on quality of life. J Clin Oncol 14:2747-55
Meijer A, Roseman M, Delisle VC, et al (2013) Effects of screen-
ing for psychological distress on patient outcomes in cancer: A sys-
tematic review. J Psychosom Res 75(1):1-17

Mitchell AJ (2007) Pooled results from 38 analyses of the accuracy
of distress thermometer and other ultra-short methods of detecting
cancer-related mood disorders. J Clin Oncol 25(29):4670-81
Mitchell AJ (2010) Short screening tools for cancer-related distress:
A review and diagnostic validity meta-analysis. ] Natl Compr Canc
Netw 8(4):487-94

Mitchell AJ (2013) Screening for cancer-related distress: When is
implementation successful and when is it unsuccessful? Acta
Oncol 52(2):216-24

Muzzatti B, Annunziata MA (2012) Psychological distress
screening in cancer patients: Psychometric properties of tools
available in Italy. Tumori 98(4):501-9

National Collaborating Center for Mental Health (2010) The
NICE guideline on the management and treatment of depression
in adults (updated edition). National Institute for Health and Clin-
ical Excellence, UK

National Institute for Clinical Excellence (NICE) (2004). Guide-
line on cancer services: Improving supportive and palliative care
for adults with cancer

Palmer SC, Taggi A, DeMichele A, et al (2012) Is screening
effective in detecting untreated psychiatric disorders among
newly diagnosed breast cancer patients? Cancer 118:2735-43
Raffle A, Gray M (2007) Screening: Evidence and practice.
Oxford University Press, UK

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

Richardson A, Medina J, Brown V, et al (2007) Patients’ needs
assessment in cancer care: A review of assessment tools. Support
Care Cancer 15:1125-44

Shaneyfelt T (2012) In guidelines we cannot trust. Arch Intern
Med 172:1633—4

Thombs BD, Arthurs E, El-Baalbaki G, et al (2011) Risk of bias
from inclusion of patients who already have diagnosis of or are
undergoing treatment for depression in diagnostic accuracy studies
of screening tools for depression: Systematic review. BMJ 343
Thombs BD, Coyne JC (2013) Moving forward by moving back:
Re-assessing guidelines for cancer distress screening. J Psycho-
som Res 75(1):20

Thombs BD, Coyne JC, Cuijpers P, et al (2012) Rethinking
recommendations for screening for depression in primary care.
CMAJ 184:413-8

Thorsen L, Gjerset GM, Loge JH, et al (2011) Cancer patients’
needs for rehabilitation services. Acta Oncol 50:212-22
Tuinman MA, Gazendam-Donofrio SM, Hoekstra-Weebers
JEHM (2008) Screening and referral for psychosocial distress in
oncologic practice. Cancer 113:870-8

U.S. Preventive Services Task Force (2002) Screening for depres-
sion: Recommendations and rationale. Ann Intern Med 136:760—4
U.S. Preventive Services Task Force (2009) Screening for depres-
sion in adults: U.S. Preventive Services Task Force recommenda-
tion statement. Ann Intern Med 151:784-92

UK National Screening Committee (2000). Second report of
the UK National Screening Committee. UK National Screening
Committee, UK

van Scheppingen C, Schroevers MJ, Smink A, et al (2011) Does
screening for distress efficiently uncover meetable unmet needs
in cancer patients? Psycho-Oncology 20(6):655-63

Vodermaier A, Linden W, Siu C (2009) Screening for emotional
distress in cancer patients: A systematic review of assessment
instruments. J Natl Cancer Inst 101(21):1464—88

von Heymann-Horan AB, Bidstrup PE, Kristiansen LC, et al
(2013) Equity in the use of publicly subsidized psychotherapy
among elderly Danish cancer patients: a register-based cohort
study. Acta Oncol 52(2):355-63

Wilson JM, Jungner G (1968) Principles and practices of screen-
ing for disease. World Health Organization, Geneva

World Health Organization (2013) Responding to intimate part-
ner violence and sexual violence against women: WHO clinical
and policy guidelines. https://extranet.who.int/iris/restricted/han-
dle/10665/85240. Accessed September 18, 2013

@ Springer




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 160
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.31250
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 160
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.31250
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /ENU <>
    /DEU <>
    /FRA ()
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [2834.646 2834.646]
>> setpagedevice


