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G U E S T  E D I T O R I A L

Distress—the 6th 
vital sign
D. Howell rn phd* and K. Olsen rn phd†

nccn 1 recommend that cancer patients be routinely 
screened for distress, at a minimum during times 
of vulnerability across the cancer trajectory, such 
as at the time of initial diagnosis, before treatment, 
during and after treatment, and at transition to end-
of-life or palliative care. Consequently, distress is 
now endorsed as the “6th vital sign” both nation-
ally and internationally. Accreditation Canada also 
includes assessment, evaluation, and monitoring 
of emotional distress in clients as an accreditation 
standard 11. Appropriate screening for distress helps 
to ensure early identification of people in need of 
additional support, with targeted intervention by the 
clinical team and referral to psychosocial services 
for those at higher risk for negative health outcomes.

Various substantive reviews have considered the 
issue of screening for distress in cancer 1,8,12,13. Taken 
together, those works broadly group distress screen-
ing tools into 3 categories: screening for emotional 
distress, screening for symptoms, and screening for 
sources of distress, such as related problems and 
concerns. Several approaches are available to assess 
distress, including standardized symptom assessment 
tools with valid cut-off scores, such as the Memorial 
Symptom Assessment System 14, and numerical rating 
scales for distress, such as the distress thermometer 1.

Numerous factors contribute to distress, including 
the physical burden of disease (symptoms), declin-
ing functional status that interferes with daily living, 
and the emotional and social changes wrought by a 
cancer diagnosis. Indeed, as recommended by the 
U.S. Institute of Medicine 8, instruments that screen 
for distress should be used to detect a comprehensive 
range of problems or concerns that can contribute to 
distress. The selected tools should also be reliable, 
valid, and brief for clinical use, and they should be 
able to discriminate those with distress based on a 
reliable cut-off score to optimize case finding. As 
a result, the Canadian Partnership Against Cancer 
recommends that distress screening should include 
a complete physical and psychological symptom 
intensity approach using the Edmonton Symptom 

Distress is a common concern across the cancer 
trajectory, beginning at diagnosis and extending to 
the post-treatment phase of cancer and long term 1. 
All patients experience distress in response to a 
cancer diagnosis and treatment effects 2. About 
one third of the cancer population will experience 
significant levels of distress requiring targeted 
psychosocial intervention 3,4. Heightened distress is 
associated with worse patient outcomes in terms of 
worse health-related quality of life, lesser treatment 
adherence, lower satisfaction with care, and possibly 
lower survival 5–7.

Despite the prevalence of distress, an understand-
ing of its multifactorial nature, its occurrence along 
a continuum, and the potential for early intervention 
by the clinical team is lacking. In general, distress 
may be caused by physical, psychological, emotional, 
or social problems as consequences of illness. The 
National Comprehensive Cancer Network (nccn) 
defines distress 1 as

a multifactorial unpleasant emotional expe-
rience of a psychological (cognitive, behav-
ioural, emotional) social, and/or spiritual na-
ture that may interfere with the ability to cope 
effectively with cancer, its physical symptoms 
and its treatment. Distress extends along a 
continuum, ranging from common normal 
feelings of vulnerability, sadness, and fears 
to problems that can become disabling, such 
as depression, anxiety, panic, social isolation, 
and existential and spiritual crisis.

They also recommend the use of the term “dis-
tress” rather than “anxiety and depression” because 
of the stigma associated with those latter terms.

Several studies have shown that distress is 
under-recognized in cancer programs 8. Fallow-
field et al. 9 reported that the oncologist accurately 
identified only 29% of patients with serious psy-
chological distress. Thus, it is not surprising that 
the Canadian Partnership Against Cancer 10 and the 
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Assessment System 15 and the Canadian Problem 
Checklist 10. The Canadian Problem Checklist is a 
short list of problems in 6 areas (practical, emotional, 
spiritual, social/family, information, and physical) 
that have been reported in the peer-reviewed literature 
to be correlates of distress 16,17.

As with any screening approach, the screening 
alone is not enough. Distress screening should be 
followed by a more comprehensive and focused as-
sessment to guide the selection of appropriate and 
relevant interventions, or the need for referral to 
psychosocial resources, or both 8,18. Further assess-
ment may lead to better outcomes through several 
possible mechanisms 1:

• The direct implementation of new care processes 
(that is, psychosocial interventions or team-based 
care planning) 2

• The provision of more information to guide ap-
propriate referral to psychosocial services 3

• An enhancement of the patient’s experience of the 
care received (for example, communication with 
the provider or satisfaction with care) 18

It is expected that clinicians will act on the find-
ings of their assessment to optimize the potential for 
positive outcomes. A growing body of literature in 
this area references both drug and non-drug interven-
tions for the management of distress. Evidence-based 
guidelines for managing distress and its common 
symptoms have been developed by the Canadian 
Partnership Against Cancer in collaboration with 
the Canadian Association of Psychosocial Oncology 
through a synthesis of evidence in the field using 
rigorous methods for adapting evidence and the 
consensus of experts 10. A review of evidence-based 
approaches for the management of distress is also 
available from the nccn Web site (http://www.nccn.
com) and the Canadian Partnership Against Cancer 
(http://www.partnershipagainstcancer.ca). These 
Pan-Canadian guidelines can also be accessed at the 
Canadian Association of Psychosocial Oncology Web 
site (http://www.capo.ca).

Overall, an emerging body of literature suggests 
that screening for distress is acceptable to patients 
and clinicians, and that such screening does not ap-
pear to place a significant burden on patients. More 
importantly, distress screening has many potential 
clinical benefits: facilitating communication, guiding 
selection of appropriate psychosocial and supportive 
care interventions, stimulating quality improvement 
in clinical care, and ensuring early referral for those 
in need of more intensive psychological interventions.

Consensus has been reached that a programmatic 
approach to initiating and sustaining screening for 
distress, with equal attention to best practices to 
ensure the high quality of the response to distress, is 
critical to improving the patient and family experi-
ence of cancer care.
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