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Analyzing Psychosocial Distress Screenings: A Quality Improvement Project that Modifies 

the Frequency of Screenings  

Abstract 

Background/Purpose: Distress is a multifactorial unpleasant experience that can interfere with 

the patients’ ability to cope with cancer. Research has recognized the effectiveness of 

interventions in the ability to reduce distress and positively impact patient outcomes. Therefore, 

the American College of Surgeon’s Commission on Cancer (ACSCoC) mandated that all cancer 

centers screen for distress to maintain and/or receive accreditation. The frequency of distress 

screening is up to the discretion of the cancer center; however, it is recommended to screen for 

distress at every medical visit. Due to this, cancer centers have implemented protocols that vary 

widely in their screening characteristics. This lack of consistency complicates the interpretation 

of research results that are intended to better understand and manage this issue. Therefore, more 

research is needed to determine the specific aspects of the distress screening process that need to 

be modified to achieve optimal patient outcomes.  

Methods: This quality improvement project (QI) took place at a local radiation therapy office in 

western North Carolina, where the facility’s protocol was to administer the National 

Comprehensive Cancer Network (NCCN) Distress Thermometer and Problem List only at the 

initial visit. In this project, the nursing staff administered the NCCN Distress Thermometer and 

Problem List once a week for a three-month period, to see if there would be improvement in the 

facility’s ability to recognize and address psychosocial distress among their patients. The results 

were then gathered from a retrospective chart review and compared to the existing 

documentation collected from a designated three-month period.  
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Findings:  The results of the two-tailed Mann-Whitney U Test were significant and indicate that 

increasing the frequency of psychosocial distress screenings does provide a significant 

improvement in the recognition of psychosocial distress. 

Conclusion: Despite the limitations, the study does provide evidence that increasing the 

frequency of psychosocial distress screenings can improve a facility’s ability to recognize and 

address patient distress. 
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Research has shown that cancer diagnosis and treatment, whatever its prognosis, is a 

significantly stressful event that generates psychological distress in a large number of cancer 

patients (Grassi et al., 2017). Psychological distress is defined as a state of emotional anguish 

characterized by symptoms of depression and anxiety (Grassi et al., 2017). Distress in patients 

with cancer is correlated with negative physical and psychological consequences, which includes 

symptom severity, interference with daily life, fear, emotional distress, a sense of losing control, 

diminished quality of life, and decreased chance of survival. (Grassi et al., 2017). This distress 

may persist throughout the cancer care continuum, not only affecting patients’ quality of life, but 

also their ability to adhere to treatment (Grassi et al., 2017).  

Problem Statement 

 A diagnosis of cancer, its treatment, and surveillance are fraught with distress (Lazenby 

et al., 2018). The severity of the distress can range from feelings of vulnerability, sadness, and 

fear to issues that can become disabling such as depression, anxiety, panic, and social isolation 

(Lazenby et al., 2018). Most importantly the impact of distress has been associated with reduced 

quality of life and potentially reduced survival (Lazenby et al., 2018). One study investigated the 

prevalence rate of distress measured by various screening instruments such as the National 

Comprehensive Cancer Network (NCCN) Distress Thermometer or the Brief Symptom 

Inventory and discovered that the prevalence rate ranged from 22% to 58% (Lazenby et al., 

2018). The pooled results from the study suggested that approximately 40% of cancer patients 

report significant distress (Lazenby et al., 2018). For this reason, the Institute of Medicine 

convened to discuss delivering psychosocial services to patients with cancer (Lazenby et al., 

2018). The resulting report, Cancer Care for the Whole Patient: Meeting Psychosocial Health 

Needs, set the quality care standard that psychosocial care must be routinely integrated with 
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biomedical cancer care for all patients (Lazenby et al., 2018). The panel found that the best way 

to integrate care is to screen patients early for psychosocial distress and to connect them with 

psychosocial healthcare services (Lazenby et al., 2018). Based off this, the American College of 

Surgeons Commission on Cancer mandated, in 2015, that every patient receiving treatment for 

cancer be screened for psychosocial distress at a pivotal medical visit, such as time of diagnosis, 

transition in cancer treatment, recurrence, completion of cancer treatment, or progression of 

disease in order to maintain accreditation (Lazenby et al., 2018). The National Comprehensive 

Caner Network (NCCN) Clinical Practice Guidelines in Oncology for Distress Management 

reported that ideally, patients should be screened for distress at every medical visit as a hallmark 

of patient-centered care; however, the guideline currently recommends that all patients should be 

screened for distress at the initial visit, at appropriate intervals, and as clinically indicated 

(NCCN, 2018). These existing guidelines and accreditation standards are not consistent in their 

recommendations for how, when, or how often patients need to be screened for psychosocial 

distress (Deshields et al., 2021). As a result, cancer centers have implemented protocols that vary 

widely in their screening characteristics (Deshields et al., 2021). This lack of consistency 

complicates the interpretation of research results that are intended to better understand and 

manage this issue (Deshields et al., 2021). Therefore, more research is needed to determine the 

specific aspects of the distress screening process that are needed to achieve optimal patient 

outcomes.   

 A radiation therapy department in western North Carolina was one of the first cancer 

centers in the area to use the NCCN Distress Thermometer and Problem List (Appendix A) to 

screen their patients for distress. The current protocol is for the nurses to administer the 

screening tool to the patients at their initial visit. The physicians are informed of the results and 
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then they are entered into the electronic medical record (EMR). The physician will discuss the 

results with the patient and if the patient reports significant distress, then the social worker will 

set up the referrals or provide them with resources. 

Purpose of Project 

 The main purpose of this quality improvement (QI) project is to implement a 

psychosocial distress screening tool once a week to determine if it improves the facility’s 

recognition of psychosocial distress among its patients. The secondary purpose is to implement a 

system change if there is significant improvement in the recognition of psychosocial distress.  

Literature Review 

Understanding Distress 

 A cancer diagnosis can create a threat to an individual’s sense of security and orderliness 

in life (NIH, 2012). This threat is often due to a deep-seated fear that any cancer represents pain, 

suffering, and death (NIH, 2012). This fear often leads to stress, which is a normal experience for 

an individual with cancer; however, individuals who experience high levels of stress or who 

experience it repeatedly over a long period of time may develop mental and/or physical health 

problems (NIH, 2012). This stress can eventually lead to distress when individuals have 

insufficient internal and external coping mechanisms to facilitate the accumulation of stressors 

derived from the disease, the treatment side effects, or other factors related to their diagnosis 

(NIH, 2012). Research has shown that extreme distress is associated with anxiety, depression, 

impaired social relationships, reduced quality of life, risk of suicide, poor treatment adherence, 

family dysfunction, and possibly shorter survival rate (Grassi et al., 2014). In addition to these 

outcomes, there is some evidence to suggest that stress can affect a tumor’s ability to grow and 

metastasize. For example, one study found that tumors transplanted into the mammary fat pads 
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of mice had much higher rates of metastasis if the mice were chronically stressed compared to 

mice that were not stressed, due to norepinephrine promoting angiogenesis and metastasis (NIH, 

2012). Another study discovered that women with triple-negative breast cancer, who were taking 

beta blockers while receiving chemotherapy, had a better chance of surviving their cancer 

treatment without a relapse, compared to women who were not taking beta blockers (Melhem-

Bertrandt et al., 2011).  

The Standards for Distress Screening 

 Since 2015, cancer distress screenings have been mandated for continued cancer center 

accreditation by the American College of Surgeons Commission on Cancer (CoC) (CoC, 2020). 

CoC accreditation is granted to facilities that are committed to providing the best care possible 

and demonstrating compliance with the CoC standards (CoC, 2020). Each cancer center must 

undergo rigorous evaluation every three years to review its performance and compliance with 

these standards to maintain accreditation (CoC, 2020). The American College of Surgeons 

revised the format of the 2016 CoC standards in 2020 to align with their other quality programs 

(CoC, 2020). The updated standards state all patients must be screened for distress at least once 

during the patient’s first course of treatment (CoC, 2020). However, additional screenings can be 

provided and are up to the discretion of the cancer center (CoC, 2020). The center must have a 

policy that details their specific process for assessing and treating patients with distress (CoC, 

2020). The center can select any psychosocial distress screening tool, but preference is given to 

standardized, validated instruments with established clinical cutoffs (CoC, 2020). Finally, if 

moderate to severe distress is identified in a patient, then a member of the oncology team needs 

to discuss the results with that patient face-to-face and provide or refer resources based on their 

needs (CoC, 2020).  
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Distress Screening Tools 

 In the United States, neither the Commission on Cancer nor other cancer organizations 

specify which screening tool should be used to identify patients with distress. As a result, there is 

a wide variety of tools being used in cancer centers today. The most frequently used instrument 

is the National Comprehensive Cancer Network (NCCN) Distress Thermometer and Problem 

List (NCCN, 2018). Other instruments include Patient Health Questionnaire (PHQ-9), Brief 

Symptom Inventory-53, Beck Depression Inventory, and Beck Anxiety Inventory. The Distress 

Thermometer is a one-item, 11-point Likert scale represented on a visual graphic of a 

thermometer that ranges from zero (no distress) to ten (extreme distress), in which patients 

indicate their level of distress (NCCN, 2018). Originally, a cut off score of five was used to 

identify patients experiencing significant distress; however, the most recent version of the NCCN 

practice guidelines recommends that a score of four or higher indicates moderate to severe 

distress (NCCN, 2018). Patients who report high levels of distress are administered the 

accompanying 40-item problem list, which lists common problems related to the cancer 

experience (NCCN, 2018). This problem list helps providers identify whether the patient is 

experiencing practical, emotional, family, spiritual-religious, or physical problems (NCCN, 

2018). NCCN states the goal is to have the patients’ distress score rating become as common as 

the pain scale rating (NCCN, 2018).    

Challenges to Distress Screening and Recommendations 

 Existing guidelines, recommendations, and accreditation standards do not state how, 

when, or how often to screen patients for distress (Deshields et al., 2021). As a result, cancer 

centers have implemented protocols that vary widely, which contributes to variations observed in 

clinical practice outcomes, related to the implementation of distress protocols, and complicates 



ANALYZING PSYCHOSOCIAL DISTRESS SCREENINGS 9 

the interpretation of research results that are geared toward understanding this issue (Deshields et 

al., 2021).  

 The frequency of distress screenings is one point that contributes to the variability 

observed in clinical practice (Deshields et al., 2021). The CoC guidelines specify that patients 

must be screened at least once during the patient’s first course of treatment (CoC, 2020). While 

the NCCN guidelines have specified the aspirational goal of screening every patient at every visit 

as a part of patient-centered care (NCCN, 2018). However, research has shown that many centers 

struggle to implement a screening process at every visit, due to lack of resources or logistics 

(Deshields et al., 2021). Therefore, one study recommended screening patients with advanced 

disease more frequently due to the high prevalence and severity of disease symptoms and distress 

(Deshields et al., 2021). Another study discovered that screening patients every other week 

optimized efficiency and frequency, by identifying nearly 90% of distressed patients with 12% of 

the screening events compared with daily screening.  

Theoretical Framework 

 The Neuman Systems Model was used for this project to achieve optimal wellness 

through a holistic system-based approach. This middle-range nursing model is based on the 

theory that living organisms interact with each other and with the environment (Neuman’s 

Systems Model, 2020). It focuses on the response of the patient system (physiological, 

psychological, sociocultural, developmental, and spiritual) to actual or potential environmental 

stressors and uses primary, secondary, and tertiary interventions to assist the individual in 

retaining, attaining, or maintaining stability (Neuman’s Systems Model, 2020). This project used 

this model to provide primary prevention by having the staff educate the patients about distress, 

secondary prevention by using the NCCN Distress thermometer and problem list to identify 
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patients that are distressed, and tertiary prevention by referring patients for further assessment 

and supportive resources.   

The facility is a five-time magnet recipient; therefore, it was important to address the 

Magnet Model for the theoretical development of this project. The Magnet Model is designed to 

provide a framework for nursing practice and research in the future (ANCC, 2020). It encourages 

facilities to strive for discovery and innovation, while leading the reformation of healthcare. The 

five components of this model are transformational leadership; structural empowerment; 

exemplary professional practice; new knowledge, innovation, and improvements; and empirical 

quality results (ANCC, 2020). Each of these components was addressed in the formulation of 

this project. 

Methodology 

Design 

This was a three-month quality improvement (QI) project implementing the psychosocial 

distress screening tool weekly, using a descriptive, quasi-experimental design to obtain the 

primary outcome. 

Setting and Resources 

 The implementation of this QI project was at a radiation therapy department in Western 

North Carolina. It is accredited by the ACSCoC as a comprehensive community cancer center 

and treats adult patients with various cancer diagnoses. The staff is composed of radiation 

oncologists, radiation therapists, dosimetrist, medical physicist, and registered nurses. The 

medical physicist, who is also the medical director of the radiation therapy department, is the 

stakeholder for this project.  
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The radiation therapy department has been utilizing the NCCN Distress Thermometer 

and Problem List (Appendix A) for their distress screening tool since 2015 to comply with the 

ACSCoC requirement. Their current protocol is for the nursing staff to distribute the screening 

tool to all patients at their initial visit. The completed screening tool is then reviewed and 

scanned into the medical record. If moderate to severe distress (score ≥ 4) is reported, then the 

staff uses the associated problem list to identify key issues of concern and ask further questions 

to determine the best resources (psychiatry, social work, chaplain, etc.) to address the concerns.   

Intervention 

 The radiation therapy staff was educated about the QI project and their role. The 

registered nurses provided all patients with the NCCN Distress Thermometer and Problem list 

once a week for three months. The staff then followed the existing protocol, for assessing and 

managing patient distress. After the three-month period, the reported distress scores were 

collected via the EMR and compared with the reported distress scores from a three-month period 

prior to the initiation of the study. The data was only accessible by the private investigator (PI) 

and the stakeholder. The data was deidentified and stored on an encrypted jump drive. The 

deidentified data was then entered into Intellectus © for analysis. 

Sample 

A convenience sample was used in this project. The sample size included all participants that 

meet the criteria for the control group and for the experimental group. The inclusion criteria for 

the control group included patients that were scheduled to receive their initial radiation treatment 

prior to the initiation of the study in a designated three-month period. The inclusion criteria for 

the experimental group included all patients that are scheduled to receive radiation treatment 

after the implementation of the study in a designated three-month period. The exclusion criteria 
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for both groups were patients 17 years or younger, prisoners, wards of the state, mentally 

disabled person, and cognitively impaired persons. The information that was collected from each 

group was the reported distress score and if the staff provided resources to patients reporting 

moderate to severe distress (score ≥ 4).  

Analysis 

 Statistical analysis was performed using the program Intellectus Statistics ©. Clinical 

data was analyzed using descriptive statistics. The relationship of the distress scores between the 

control group and the experimental group were investigated with the two-tailed Mann-Whitney 

U Test.  

Ethical Consideration 

 The QI project was approved by the Institutional Review Board (IRB) at Lenoir-Rhyne 

University and Catawba Valley Medical Center. The collected data was de-identified via alpha-

numeric coding and stored on a secure private drive with two levels of password protection at the 

site of implementation, prior to being entered into Intellectus © for analysis. Following the 

completion of the project, all the data was secured on the private drive and will be deleted, 

according to hospital policy, in three years. 

Data Analysis 

Descriptive Statistics 

 A total of 52 distress scores were reported prior to the initiation of the project, with an 

average score of 1.19 (SD = 2.33, SEM = 0.32, Min= 0.00, Max = 10.00, Skewness = 

2.18, Kurtosis = 4.08). There were 35 patients (67.3%) that reported no distress (score 0), 11 

patients (21.2%) that reported mild distress (<4), and 6 patients (11.5%) that reported moderate 
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to severe distress (score ≥ 4). One hundred percent of the patients that reported moderate to 

severe distress were offered resources by the staff to address their distress. 

Table 1 
 
 Control Distress Scores 

Variable M SD n SEM Min Max Skewness Kurtosis 

Distress_Score 1.19 2.33 52 0.32 0.00 10.00 2.18 4.08 
Note. '-' indicates the statistic is undefined due to constant data or an insufficient sample 
size. 

 
Table 2  
 
Control Frequency Table 

Variable n % 

Distress_Score     

    0 35 67.31 

    1 6 11.54 

    3 5 9.62 
    5 2 3.85 

    6 1 1.92 

    7 1 1.92 

    8 1 1.92 
    10 1 1.92 

    Missing 0 0.00 

Resources_Provided     

    No 46 88.46 
    Yes 6 11.54 

    Missing 0 0.00 
Note. Due to rounding errors, percentages may not equal 100%. 

 

A total of 180 distress scores were reported after the initiation of the project, with an 

average score of 2.01 (SD = 2.12, SEM = 0.16, Min= 0.00, Max = 9.00, Skewness = 

1.14, Kurtosis = 0.80). There were 57 patients (31.7%) that reported no distress (score 0), 83 

patients (46.1%) that reported mild distress (<4), and 40 patients (22.2%) that reported moderate 
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to severe distress (score ≥ 4). One hundred percent of the patients that reported moderate to 

severe distress were offered resources by the staff to address their distress.  

Table 3  
 
Experimental Distress Score 

Variable M SD n SEM Min Max Skewness Kurtosis 

Distress_Score 2.01 2.12 180 0.16 0.00 9.00 1.14 0.80 
Note. ‘-‘ indicates the statistic is undefined due to constant data or an insufficient sample 
size. 

 
Table 4  
 
Experimental Frequency Table 

Variable n % 

Distress_Score     

    0 57 31.67 

    1 36 20.00 

    2 27 15.00 
    3 20 11.11 

    4 17 9.44 

    5 10 5.56 

    6 4 2.22 
    7 5 2.78 

    8 2 1.11 

    9 2 1.11 

    Missing 0 0.00 
Resources_Provided     

    No 140 77.78 

    Yes 40 22.22 

    Missing 0 0.00 
Note. Due to rounding errors, percentages may not equal 100%. 

 

Two-Tailed Mann-Whitney U Test 

 A two-tailed Mann-Whitney two-sample rank-sum test was conducted to examine 

whether there were significant differences in Time_1 between the levels of Treatment. The two-
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tailed Mann-Whitney two-sample rank-sum test is an alternative to the independent samples t-

test, but does not share the same assumptions (Conover & Iman, 1981). There were 52 

observations in group Control and 81 observations in group Experimental. 

Results 

 The result of the two-tailed Mann-Whitney U test was significant based on an alpha value 

of .05, U = 1492.5, z = -3.01, p = .003. The mean rank for group Control was 55.20 and the mean 

rank for group Experimental was 74.57. This suggests that the distribution of time 1 for the 

control group was significantly different from the distribution of time 1 for the Experimental 

group. The median for Control (Mdn = 0.00) was significantly lower than the median for 

Experimental (Mdn = 1.00). Table 5 presents the result of the two-tailed Mann-Whitney U test.  

Table 5  
 
Two-Tailed Mann-Whitney Test 

  Mean Rank       

Variable Control Experimental U z p 

Time_1 55.20 74.57 1,492.50 -3.01 .003 
 

Discussion 

Distress from cancer, whether that be from the diagnosis or the side effects of the 

treatment, can cause emotional, spiritual, social, financial, and psychological challenges that can 

lead to coping difficulties, poor quality of life, and possibly poor physiologic cancer outcomes if 

left unaddressed (Deshields et al., 2021). By screening for distress, it provides a way to identify 

patient stressors and allow further assessment or referral for psychosocial care. Due to this, the 

ACSCoC mandated cancer centers to screen for psychosocial distress at a pivotal medical visit; 

however, the lack of consistent recommendations for how, when, or how often patients need to 

be screened for psychosocial distress has led to a wide variety of distress screening protocols 
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being implemented (Deshields et al., 2021). Therefore, this QI project’s intention was to 

determine whether increasing the frequency of distress screenings improved the recognition of 

psychosocial distress. 

Key Findings 

 The results of the two-tailed Mann-Whitney U Test were significant and indicate that the 

observed difference between the control and experimental are not likely due to random variation. 

Thus, it can be assumed that increasing the frequency of psychosocial distress screenings does 

provide a significant improvement in the recognition of psychosocial distress. 

 The results of the descriptive statistics indicate that one hundred percent of the patients 

reporting moderate to severe distress were offered resources by the staff to address their distress. 

This finding is extremely important, because successful distress screening programs must review 

and acknowledge the scores in an effective and timely manner, while providing appropriate 

interventions. 

Implications for Practice 

 In clinical practice, it is important to identify psychosocial distress in cancer patients as 

soon as possible. By increasing the frequency of distress screenings, it can become a part of the 

routine assessment and allow for earlier recognition of psychosocial distress. This increased 

frequency will not only improve the patients’ quality of life, but also positively impact the 

healthcare system by improving patient satisfaction.  

Limitations 

In this project, there were some limitations that need to be noted. First, the project sample 

was small, and the results of the study may not be generalizable to other cancer facilities. 

Secondly, the patients were in various phases of a treatment plan, which resulted in some 
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patients only completing two to three distress screening tools. Finally, the response rate towards 

the end of the study was lower than expected, which is thought to be due to patient burnout. 

Conclusion 

 Individuals who are diagnosed with cancer, especially those with advanced disease or 

limited life expectancy, are particularly vulnerable to distress. Due to this distress, the NCCN 

guidelines suggest the need for more frequent screenings; however, there is limited research to 

determine if increasing the frequency of screenings actually improves the recognition of distress. 

Therefore, this project’s intentions were to provide additional research and ultimately improve 

the facility’s ability to recognize psychosocial distress. Despite the limitations, this project does 

provide evidence that increasing the frequency can improve a facility’s ability to recognize and 

address patient distress. However, additional projects are needed to confirm optimal distress 

screening frequencies. 
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