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1  | INTRODUC TION

A diagnosis of cancer is a life- changing event. During treatment, can-
cer patients can suffer substantial physical and psychological dis-
tress and are at an increased risk for suicide (Massie, 2004; Miovic 
& Block, 2007; Nakash, Barchana, Liphshitz, Keinan- Boker, & Levav, 
2012; Singer, Das- Munshi, & Brähler, 2009). Approximately one- 
third of persons with cancer will develop a mood or anxiety disorder 
(Grassi, Caruso, Sabato, Massarenti, & Nanni, 2015; Miovic & Block, 
2007; Mitchell et al., 2011; Nakash, Liphshitz, Keinan- Boker, & Levav, 
2013; Nakash, Shemesh, Nagar, & Levav, 2012; Nakash et al., 2014; 
Singer et al., 2009). Findings from a recent study based on data from 
the World Mental Health Surveys from 13 high-  and 11 low–middle- 
income countries showed that 12- month prevalence rates of mood 
and anxiety disorders were higher among active cancer patients 
(18.4%) compared with cancer- free respondents (13.3%) (Nakash 

et al., 2014). Some of the prevalent symptoms of depression, which 
have most often been studied in the context of cancer, include dys-
phoric mood and despair as well as neurovegetative symptoms such 
as appetite change and insomnia (Mehta & Roth, 2015).

Several factors have been noted to contribute to psychiatric 
morbidity and sleep disturbances, including the biological effects of 
the malignancy, side effects of chemotherapeutic drugs, pain, grief 
about current and anticipated losses, and fear of death (Carlson & 
Bultz, 2004; Geinitz et al., 2004; Massie, 2004). Importantly, accu-
rate diagnosis and appropriate treatment of mental health disorders 
in persons suffering from cancer can impact its course, days of hos-
pital stays, treatment adherence and efficacy, and prognosis (Levav, 
2010; Pasquini & Biondi, 2007; Reich, 2008). The assessment of pa-
tients’ mental health status shortly after the diagnosis of cancer is 
the best predictor for later psychological adjustment (Iscoe, Williams, 
Szalai, & Osoba, 1991; Sollner et al., 2001). For example, diagnosis of 
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A systematic, time- efficient assessment of symptoms of emotional distress is critical 
for identification of psychiatric disorders among patients and differentiating norma-
tive emotional responses from psychopathology. Clinical bias and misdiagnosis can 
be a consequence of an ad hoc, intuitive approach to assessment, which can have 
consequences for patients and their families. Once elevated risk is identified for men-
tal health distress, the patient can be referred to specialised care that can offer 
evidence- based treatments.
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depression among newly diagnosed adult cancer patients predicted 
cancer mortality, poor life satisfaction and persistent depression at 
12- month follow- up (Liu, Peh, & Mahendran, 2017; Sullivan et al., 
2016). Despite these findings, emotional distress often remains un-
detected and untreated among persons with cancer (Holland & Alici, 
2010; Jacobsen & Wagner, 2012; Nakash et al., 2014; Sollner et al., 
2001). In 2012, for example, Jacobsen and Wagner noted, “psycho-
social care, with its goals of relieving emotional distress and promot-
ing well- being, is central to the efforts to improve quality of patient’s 
lives. Unfortunately, many patients with cancer who could bene-
fit from psychosocial care do not receive it” (Jacobsen & Wagner, 
2012). The proportion of cancer patients who have a co- occurring 
mental disorder for which they are not receiving treatment is uni-
versal and approaches 40% across high-  and low–middle- income 
countries (Nakash et al., 2014). Untreated co- morbidities may have 
detrimental effect on the course of illness and patients’ quality of life 
(Singer et al., 2009). Thus, for example, a large proportion of women 
with early- stage breast cancer who suffer from mental distress re-
main untreated and, as such, are susceptible to a potential reduction 
in the chance of survival (Levav, 2010).

One reason for this treatment gap (defined as the difference be-
tween the true and treated prevalence of mental health disorders) 
is that healthcare professionals (HCPs) frequently fail to recognise 
psychiatric disorders in cancer patients (Gouveia et al., 2015; Keller 
et al., 2004; Lampic & Sjödén, 2000; Werner, Stenner, & Schüz, 
2012). At many oncology healthcare centres, each cancer patient is 
seen by an oncologist and in certain instances, by a social worker; 
yet, the distress of patients with mental health issues is often not 
detected (Gouveia et al., 2015; Keller et al., 2004; Lampic & Sjödén, 
2000; Werner et al., 2012). For example, in one study, only a third of 
severely distressed persons with cancer were correctly identified by 
their oncologists as also suffering from poor mental health (Sollner 
et al., 2001). Furthermore, an even lower proportion, ranging from 
15%–50% of the participants requiring mental health intervention, 
were referred for mental health care (Sollner et al., 2001). Another 
study of 102 patients with advanced cancer found that more than 
half of these patients reported symptoms of depression, but less 
than a third of these patients had any notation of this distress in 
their medical records (Strömgren et al., 2001).

Appropriate and accurate screening and treatment of mental 
health distress in cancer patients are essential for the overall qual-
ity of life of the patient and their family (Andersen et al., 2004; 
Breitbart et al., 2015; Carlson, Waller, & Mitchell, 2012; Faller 
et al., 2013; Fann, Ell, & Sharpe, 2012; Jacobsen & Wagner, 2012; 
Li, Fitzgerald, & Rodin, 2012; Stagl et al., 2015), for treatment com-
pliance (Kennard et al., 2004; Roter et al., 1998), potentially for in-
creasing survival time (Hjerl et al., 2003; Kaasa, Mastekaasa, & Lund, 
1989; Kukull, Mccorkle, & Driever, 1986; Loberiza et al., 2002) and 
for the purposes of implementing effective interventions. Psycho- 
oncological research in recent decades has documented the efficacy 
of interventions for common mental disorders among persons with 
cancer that can significantly ease cancer patients’ suffering and 
improve their quality of life regardless of the disease prognosis or 

outcomes (Fawzy, Fawzy, Arndt, & Pasnau, 1995; Giese- Davis et al., 
2011; Li et al., 2012; Spiegel, 2011). For example, Li et al. (2012), 
following a comprehensive review, suggested that both psychoso-
cial (e.g., cognitive behavioural therapy, mindfulness- based therapy, 
psychoeducation) and pharmacological interventions (e.g., SSRIs) 
can alleviate depression and anxiety in persons with cancer. It seems 
that emotional support is key to the effectiveness of these interven-
tions (Mehta & Roth, 2015). Indeed, the United States Institute of 
Medicine recommended in its 2008 report Cancer Care for the Whole 
Patient (Institute of Medicine, 2008) that appropriate integrated 
psychosocial services should be provided. Without HCPs identifi-
cation of mental health distress in cancer patients, however, there is 
no opportunity for patients to be offered this crucial support.

To date, the vast majority of research on this topic has looked at 
the gap between cancer patient’s mental health distress and the abil-
ity of their healthcare professional to detect it (Rhondali et al., 2015)
or has focused on providing guidelines on how to screen and treat 
cancer patients suffering from mental health distress (Gouveia et al., 
2015; Lelorain et al., 2014). To our knowledge, few studies have 
researched what oncologists look for when screening patients for 
distress and what, if any, challenges they face in this task (Andersen 
et al., 2014; Salmon, Clark, Mcgrath, & Fisher, 2015; Shaw et al., 
2016; Zebrack et al., 2015). Given that cancer patients often suffer 
from undetected and thus untreated mental health distress during 
their treatment trajectory and given the evidence that this treatment 
gap may be caused by oncologists’ difficulty with accurately iden-
tifying this distress, this study set out to examine how oncologists 
approach this issue in their clinical practice. More specifically, the 
purpose of this study was to examine oncologists’ perspectives on 
what constitutes indicators of mental health distress in their cancer 
patients, what successful strategies they use to identify these indi-
cators, and what barriers they face in this clinical task.

2  | METHODS

2.1 | Study design and participants

This study was part of a larger project looking at how oncologists, 
nurses and social workers identify suicidality in their cancer patients 
(Granek, Nakash, Ariad, et al., in press; Granek, Nakash, Ben-David, 
et al., in press). The grounded theory method (GT) of data collection 
and analysis was used in the study design (Charmaz, 2006; Glaser & 
Strauss, 1967). Twenty- three oncologists at two cancer centres in 
central and southern Israel were recruited and interviewed about 
what they perceived to be indicators of mental health distress in 
their patients, and about the challenges they face, and the strategies 
they use to identify mental health distress in their patients.

2.2 | Procedure

Approvals were obtained from the appropriate Research Ethics Board 
prior to launching the study. Potential participants were emailed in-
formation about the study by the oncologist co- investigators at each 
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site and asked to respond if they wished to be contacted about the 
research. In total, there are 43 oncologists at the two cancer centres 
we recruited at. While it is not possible to know with certainty how 
many oncologists received the email and/or read it, of the potential 
43 oncologists, 23 responded to our email. All 23 oncologists who 
responded to the emails agreed to be interviewed after hearing more 
about the research. Participants signed a consent form and agreed 
to the interview being audio- recorded. A semi- structured interview 
guide (see Appendix A) was used, and interviews were recorded and 
transcribed, with all identifiable information removed from the tran-
scripts (Charmaz, 2006; Glaser & Strauss, 1967). The study Principal 
Investigator (PI), a health psychologist, with extensive experience in 
qualitative research, and the research assistant (background in the 
social sciences with experience in qualitative research) interviewed 
the first three oncologists together. The purpose of co- interviewing 
was to ensure consistency in interviewing style. The research as-
sistant conducted the remainder of the interviews on her own. 
Oncologists received a thank you note and a small honorarium after 
the interview was over.

2.3 | Data analysis

Data collection and analysis took place concurrently and line- by- line 
coding of the transcripts was used (Charmaz, 2006; Glaser & Strauss, 
1967). The study PI and a research assistant separately coded the 
first five transcripts, followed by team discussions on the develop-
ing coding scheme to ensure consistency between coders and valid-
ity of the emerging findings. The team included two psychologists, 
two medical oncologists and one social scientist. Analysis was in-
ductive with codes and categories emerging from participants’ sto-
ries and not from preconceived codes or categories. As the analysis 
continued, the descriptive codes were further distilled to capture 
the major emerging themes and subthemes from the oncologist nar-
ratives. Constant comparison was used to examine relationships 
within and across codes and categories, thoughts, reflections and 
reactions throughout the process of data collection and analysis 
that were later used to inform the coding scheme (Charmaz, 2006; 
Glaser & Strauss, 1967). Throughout the process of data collection 
and analysis, the study team met frequently to discuss emerging 
findings and to ensure consistency in the emerging coding scheme. 
Data collection stopped when the team determined that we had 
reached saturation and that no new codes were created. NVivo 10 
computer software was used to store and organise the data.

3  | RESULTS

Twenty- three oncologists were interviewed (Table 1). Overall, on-
cologists perceived mental health distress to be a normative part 
of receiving a cancer diagnosis and/or being treated for cancer. For 
example, one oncologist noted, “It’s built into the cancer diagnosis. 
When a patient knows they have a life- threatening disease, they 
are in distress.” Another similarly explained, “You expect cancer 

patients to be a little anxious and a little depressed. It’s something 
natural I think.” While oncologists perceived mental health distress 
including anxiety and depression to be a normal and natural reac-
tion to coping with cancer, when asked to be more explicit about 
how they identify mental health distress in patients, they reported 
on a number of specific indicators they look for. These included af-
fective indicators, verbal indicators, physical appearance of patients 
and patient reports of physical symptoms that had no organic cause. 
Each of these themes with accompanying subthemes is described 
in more detail below and is presented with supporting quotations 
in Table 2.

3.1 | Indicators of mental health distress in 
cancer patients

3.1.1 | Affective indicators

General experience of anxiety and fear
Oncologists reported that one clear indicator of mental health dis-
tress in patients was manifested in anxiety and fear about issues 
related to the disease. This anxiety could be around the diagnosis 
itself, about death and dying, about the disease relapsing or about 
the outcome of the treatments.

Psychiatric symptoms of major depression
Oncologists reported that they looked out for classical signs of major 
depression as clear indicators of mental health distress in their pa-
tients. These included sadness, despair, apathy, despondency, irri-
tability and restlessness, problems with eating and sleeping, social 
withdrawal and impaired functioning.

Crying
Oncologists noted that crying was another clear sign of mental 
health distress, particularly when patients seemed to cry at innocu-
ous or more neutral topics in the discussion.

Anger and aggression
Anger and aggression towards the healthcare staff or towards the 
patients’ family was perceived by oncologists to be another indicator 
of the patient’s mental health distress.

Dissociation/Denial
Oncologists reported that some patients appeared to be disassoci-
ated or in denial about their disease, and that this was a significant 
indicator of mental health distress in patients who were not able to 
cope with the disease.

3.1.2 | Verbal indicators

Patient expressions of mental health distress
Oncologists reported that patients were often clear about their 
mental health distress and spoke openly about their suffering. 
Some patients asked oncologists for referrals to mental health 
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clinicians and/or simply took the time with the oncologist to 
talk about their distress with coping with the disease and its 
treatments.

Family expressions of mental health distress
In addition to patients speaking explicitly about mental health dis-
tress, oncologists reported that family members including spouses 
and/or children of patients alerted the oncologists that the patient 
was experiencing depression or anxiety severe enough to require 
interventions such as psychosocial care and/or a prescription to an 
antidepressant.

3.1.3 | Physical appearance

Oncologists reported paying close attention to the appearance of 
their patients and noticing when they looked pale, dishevelled or run 
down as indicators of mental health distress.

3.1.4 | Physical symptoms with no organic cause

Oncologists noted that patient’s mental health distress could often 
be manifested in physical symptoms that appeared to have no or-
ganic cause. While the oncologists took the patient’s complaints se-
riously, often doing a thorough work up to determine if there was a 
physiological problem, when the patient’s pain had no organic cause 
and did not make sense in the context of the patient’s disease pro-
file, they considered it to be a potential indicator of mental health 
distress.

3.2 | Strategies for identifying mental health 
distress in cancer patients

Oncologists reported that they utilised a number of strategies for 
identifying the signs of mental health distress described in the pre-
vious section. These include inquiring directly, getting to know the 
patient, using one’s intuition or judgement and checking the patient’s 
medication and medical history. Each theme is described in more de-
tail below and is presented in Table 3 with supporting quotations.

3.2.1 | Inquiring directly

Some oncologists reported that they inquire about mental health 
distress directly by asking patients, either with a routine screen-
ing procedure or in a more informal and general way about how 
they were feeling. Others noted that they inquired directly about 
symptoms of mental health distress such as problems with eating, 
sleeping or weight loss or gain, without necessarily asking patients 
directly about their emotional state.

3.2.2 | Getting to know the patient

Other oncologists reported that they tended to inquire about mental 
health distress in a more indirect way by getting to know the patient 
as a whole person. By taking the time to listen and to get to know 
about their patient’s lives and their personalities, the oncologists re-
ported that they were able to identify mental health distress in an 
indirect fashion.

TABLE  1 Participant demographics (N = 23)

Characteristics

Gender % (N)

Male 30.4 (7)

Female 69.6 (16)

Agea Mean (SD) 45.7 (11.3)

Country of birth % (N)

Israel 47.8 (11)

Former Soviet Union 30.4 (7)

Other 21.7 (5)

Family status % (N)

Married 87 (20)

Single 8.7 (2)

Divorced 4.3 (1)

Children 86.9 (20)

Religious background % (N)

Secular jewish 56.5 (13)

Religious jewish 17.4 (4)

Traditional jewish 13 (3)

Other 13 (3)

Years of practice % (N)

<5 years 21.7 (5)

5–15 years 30.4 (7)

More than 15 years 47.8 (11)

Oncology unitb % (N)

Clinics 65.2 (15)

Day hospital 13 (3)

Ward 21.7 (5)

Radiation 30.4 (7)

Palliative care 4.3 (1)

Oncology ER 4.3 (1)

No. of patients seen per week % (N)

5–15 4.3 (1)

16–25 13 (3)

26–40 26 (6)

More than 40 56.5 (13)

Variety of population seenc % (N)

Not varied 4.5 (1)

Somewhat varied 13.6 (3)

Varied 54.5 (12)

Very varied 27.3 (6)

aOnly 18 participants answered.
bSome oncologists work in several departments.
cOnly 22 participants answered.
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Category Theme Subtheme Quotations

Identification 
of mental 
health 
distress

Affective 
indicators

Anxiety You see the anxiety in their eyes. You see it when a patient suddenly asks: “So what, Am I 
going to die? I won’t live?” (O16)

Objectively, she’s healthy now, disease- free, and she only has to receive preventive 
radiation for 3 weeks. She asks me in the middle of the second week: “Why don’t we do a 
CT?” I ask her why. “I want to know everything’s alright”. It’s much easier for her to deal 
with this CT right now, than to express her fear of the tumor coming back. Why would you 
have a tumor now that 2 weeks ago you didn’t have? (O18)

She was a very anxious person. She was coming every couple of weeks with crying and 
anxiety. (O13)

Symptoms of 
clinical 
depression

When I identify symptoms that fit depression: a person who is eating, drinking and sleeping 
less, or is indifferent to what is going on around them, then you understand there’s 
probably a problem. (O7)

Their mood is low, they don’t feel like doing anything. They don’t feel like eating, don’t feel 
like getting out of bed, their sleep isn’t good. (O4)

An indicator is when I see that the person is closed down and doesn’t want to speak. (O13)

Crying Sometimes it’s really easy to identify: with patients who start crying. Even when you ask 
them very trivial questions. (O7)

There was a patient today who walked in, I said hi, and she started crying. I have no doubt 
she has mental health distress. (O17)

I had a patient now who was very distressed. Every question she would ask me, even the 
most innocent one, she would start crying. (O18)

Anger/
Aggression

An indicator for mental health distress is anger. When they start raising their voice, and 
start to act aggressively, it’s not good. Or a family might complain that the patient starts to 
be aggressive or violent toward them. (O16)

There was a patient with whom the ward staff didn’t get along, because he was very 
nervous and very aggressive and violent about every little thing. (O4)

Sometimes the mental health distress is manifested by crying, acting it out. Sometimes – by 
screaming and being angry at me, at the secretary, at the family physician, at fate. (O9)

Dissociation/
Denial

I can identify when the patient uses psychological mechanisms to overcome their distress 
that create a kind of a fog. It’s when a patient talks about the disease as if it’s not related to 
them. I can see they’re detached from reality. There are people who repeat, like in a ritual, 
that all in all, they’re not worried, and they’re not afraid to die. (O1)

There is a different kind of a mental health distress you see in people who are in denial. 
They don’t cope. You tell them the diagnosis and they say: “How do you know? It can’t be, 
I’m sure I don’t have anything” and “this bump is because I ate this and that”. (O19)

I treated a woman who when I talk to her about her tumor appears to be hearing about it for 
the first time. But I know she’s already seen three doctors. And she’s terribly surprised! 
She says: “I can’t even bring myself to think about it”. This indicates to me to be very 
significant distress, when a person can’t cope with what they have. And there are those 
who are scared of the word ‘cancer’. They don’t say it. (O2)

Verbal 
indicators

Patient 
expressions of 
mental health 
distress.

Many times they just ask help with coping. They ask if there’s a psychologist they can talk 
to. Patients can tell you that they’re very sad, in a very bad mood. (O14)

Sometimes they really express it, they identify it within themselves: “I’m not the same 
person as before. I’m distressed. I’m sick of everything. (O2)

They can say they’re very anxious and very distressed. They tell about having a lot of 
distress at home around coming here. (O3)

Family 
expressions of 
mental health 
distress

Many times it’s the family that identifies the patient’s mental health distress. They tell me 
that the patient needs help, they’re depressed, they’re anxious. (O17)

If the patient gets shut down within themselves, they won’t tell me about their mental 
health distress. Usually we hear about it more from family members, when they raise a red 
flag for us. (O16)

Many times the patients stay quiet, and their spouses or their family members will ask about 
an antidepressant or a psychological service, because it is their impression that the patient 
is depressed. (O19)

Continued

TABLE  2  Indicators of mental health distress in cancer patients
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3.2.3 | Using intuition and/or subjective judgement

Oncologists reported that they used their intuition and clinical judge-
ments to determine whether a patient was experiencing mental health 
distress. This intuition was based on observations of, and conversations 
with patients and their own personal experience rather than on train-
ing or conducting a systematic psychiatric assessment of the patients.

3.2.4 | Checking patient’s medical history

In a few instances, some oncologists reported that they check the 
patient’s mental health history to assess mental health distress. This 
could include either checking for previous hospitalisations for psy-
chiatric problems and/or checking the types of medications patients 
were taking for psychiatric disorders (i.e., comorbid bipolar disorder).

3.3 | Barriers to identification of mental health 
distress in cancer patients

Oncologists reported on two main barriers to identifying mental 
health distress in their cancer patients. These included differentiat-
ing mental health distress from symptoms or side effects of cancer 
and its treatment; second, a lack of training in mental health assess-
ment during their medical school training and during their studies to 
become oncologists. Each theme is described in more detail below 
and presented in Table 4 with supporting quotations.

3.3.1 | Differentiating mental health distress from 
disease symptoms

One significant barrier oncologists reported in identifying mental 
health distress in their patients had to do with the fine line between 

determining what is a symptom of the disease itself and what is an 
indicator of emotional distress. Oncologists noted that symptoms 
such as low mood, physical pain, weight loss and weight gain and 
problems with sleeping are all symptoms of clinical depression, but 
could also be caused by disease and its treatment.

3.3.2 | Lack of training

One of the most consistent findings from this study was the oncolo-
gists’ reports that they received little or no training in identification 
of mental health distress of their patients. The majority of oncolo-
gists reported that they had received no specialised training in on-
cology on how to identify mental health distress in their patients, 
and that their knowledge on this topic was based on personal experi-
ence, self- education and learning as they went along. As one oncolo-
gist summed it up: “There is nothing we learned during our studies 
to accompany us when identifying and responding to mental health 
distress. Nothing.”

4  | DISCUSSION

Emotional distress such as depression and anxiety is prevalent in pa-
tients with cancer. Prevalence rates of depression in newly diagnosed 
cancer patients range from 12.9%–16.5%, while prevalence rates 
of anxiety range from 19.0%–22.6%. Previous studies have largely 
focused on and examined the deleterious effects of depression in 
cancer patients, including poor quality of life, treatment adherence 
and mortality. While it has been widely recommended that oncolo-
gists conduct routine assessments of cancer patients for emotional 
distress (Absolom et al., 2011; Ahern & Sheldon, 2014; Mackenzie, 
Carey, Sanson- Fisher, & D’este, 2013; Zabora, Brintzenhofeszoc, 

Category Theme Subtheme Quotations

Physical 
appear-
ance

When a person walks in, you can see how they look. There are people who very clearly 
seem sad, and there are others who don’t. (O22)

People who arrive looking sloppy, who don’t pay attention to their appearance at all: they 
aren’t shaved, aren’t dressed well, they haven’t bathed. (O19)

I’m looking at a person’s tidiness. If a woman arrives with her hair down, messy, this means 
that she’s going through some crisis that does not allow her to take care of herself. (O23)

Physical 
symptoms 
(without 
organic 
cause)

She says when she walks it is hard for her to walk. But it doesn’t always match the physical 
examination. I don’t detect that a big tenderness in the bones that would cause such a slow 
walk. (O10)

Mental health distress can be manifested in many complaints that can be unrelated to the 
disease or the treatments. It turns out that there is such a thing as psychosomatic pain. The 
patient complains, for example, that they can’t breathe out because of the pain. As much 
as I check, there is no reason for the pain. When I get her to lie down at the nurses station, 
give her fluids, take her blood for testing and X- ray her, and tell her that everything is fine, 
the pain goes away magically. It really happened, and she’s not lying. She’s really pale and 
writhing from pain. (O18)

Sometimes indicators for mental health distress can be uncontrollable pain, uncontrollable 
nausea, all these kinds of actual physiological things. (O6)

TABLE  2 continued
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Curbow, Hooker, & Piantadosi, 2001), little is known about how 
oncologists screen patients for distress and what, if any, challenges 
they face in this task. The available research suggests that oncolo-
gists are not comfortable or knowledgeable about how to approach 
this subject with their patients (Aldaz, Treharne, Knight, Conner, & 
Perez, 2016; Biddle et al., 2016; Gouveia et al., 2015). Our findings 
present a nuanced picture of this complex situation for oncologists.

On the whole, similar to previous findings (Holland & Alici, 2010; 
Sollner et al., 2001), oncologists in our study were not trained to 
identify mental health distress in patients and reported that they did 
not receive education on this task. Nonetheless, they acknowledged 
that emotional distress is prevalent among cancer patients and re-
ported a number of indicators and strategies they used to identify 
those patients needing assistance. For example, oncologists looked 
for affective, verbal and physical indicators of distress and inquired 
about potentially concerning symptoms using strategies such as 
inquiring directly, checking mental health backgrounds of patients 
and using their intuition to make assessments. These findings are 
encouraging in that oncologists, despite a lack of training, saw the 

importance of screening for distress and used the strategies that 
were at their disposal. While motivation to screen for distress is 
vital, however, these findings are also concerning, as the screening 
appeared to be ad hoc, non- standardised and random. That is, each 
oncologist used their own intuitive sense about who to ask, what 
to ask, when to ask and how to ask the patient about their distress. 
In the following section, we present clinical implications from these 
findings.

4.1 | Clinical implications

4.1.1 | Differentiating between “normal” 
distress and psychopathology in the cancer context

An important barrier that oncologists reported in identifying distress 
is the overlap between the physical symptoms of cancer treatment 
(e.g., loss of appetite, fatigue, sleep disturbance) and major depres-
sion, which share similar clinical presentations. While this is a legiti-
mate concern, our findings indicated that oncologists were able to 

TABLE  3 Strategies in identification of mental health distress

Category Theme Quotations

Strategies for identifying 
mental health distress

Inquiring directly The first thing I ask all of my patients is how are they feeling. It doesn’t matter if they 
come to take a prescription or anything else, there’s a person here. And you see how 
they answer this question. (O12)

I make efforts to ask them about pain, about appetite, about weight loss, about 
sleeping. I try to ask them these indirect questions that indicate about mental health 
distress. (O14)

As part of a routine questionnaire with a fixed format I always ask them about their 
mood, if they have a low mood. (O22)

Getting to know patient First of all, I try to start a conversation. I ask a bit more: what things do you like, etc. 
Because when you know more about a person’s personality and personal life, it really 
helps with identifying mental health distress. You know with whom you’re talking to. 
(O18)

I take the time to ask, besides what is related directly to the disease, also ‘around’ it. 
This is how I identify mental health distress. I also ask how it is going, I don’t ask: are 
you in distress. (O21)

Patients express emotions, if you let them. If you don’t enable people this space to tell 
about themselves and you’re short with them, and only look at the computer, and fill 
out the forms, you don’t let them talk. All you have to do is make eye contact, and 
listen. Then you can identify mental health distress. (O8)

Following intuition/
Subjectivity

I talk to them. The identification depends on the context. I don’t have any guidelines 
except for my own personal experience – the way I get to know a person when I’m 
talking to them. (O15)

How do I identify mental health distress in patients? It’s a difficult question to answer, I 
don’t know if I have an answer for that. Maybe my answer is incorrect, but I think I 
identify by intuition. (O17)

I use conversation to identify mental health distress. This is my only tool. I don’t have 
professional tools. I haven’t gone through any training in this area, not even one 
lecture. My practice is based on intuition. (O7)

Checking medical history/
Medications

If there’s background of mental health problems, it’s easy to know that today because 
everything is on the computerized file. Many times the patient’s hospitalization 
history just comes up somehow during the conversation. (O4)

I can identify a mental illness according to the medications a person is taking. For 
example, if they take lithium, I know they are bipolar. (O2)
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identify only some symptoms of depression and anxiety, mostly fo-
cusing on a general assessment of the patient’s mood with limited 
attendance to behavioural (e.g., psychomotor agitation/retardation) 
and cognitive symptoms (e.g., diminished ability to think or concen-
trate, or more indecisiveness) of these common mental disorders. 
Oncologists tended to lack familiarity with the criteria of the most 
prevalent diagnoses in the Diagnostic and Statistical Manual (DSM) 
that could afflict their patients. It is thus not surprising that they 
tended to underuse the diagnostic system, not collecting sufficient 
information to base their diagnostic decisions. This underutilisation 
may lead to incorrect diagnoses, improper treatment recommenda-
tions and ultimately poor treatment outcomes. Oncologists tended 
to base their diagnostic decisions on general screener questions 
(e.g., “how are you doing?”) or at most on the assessment of one of 
the diagnostic criteria (e.g., poor appetite) needed for a full evalu-
ation. Rarely did oncologists collect information about a full set of 
criteria to establish a correct diagnosis.

Diagnostic assessment bias occurs when clinicians make sys-
tematic errors in the collection or processing of clinical informa-
tion that could lead to misdiagnosis (Alegria et al., 2008; Nakash 
& Nagar, 2017; Nakash, Nagar, & Kanat- Maymon, 2015; Nakash & 
Saguy, 2015). Identification of the patient’s main problem, which is 
the foundation for the proper treatment of psychiatric disorders, is 
challenging given the level of unavoidable uncertainty in diagnostic 
decision- making (Wainwright, Surtees, & Gilks, 1997) particularly in 
the light of time constraints and the cognitive and emotional load 
that exists in oncology care.

Moreover, oncologists in our study reported that, in their view, 
distress was a “normal” part of the cancer trajectory, akin to other 
symptoms of cancer treatment such as hair loss, and was part and par-
cel of receiving a cancer diagnosis. While distress may be one response 
to cancer and the treatment trajectory, there is substantial evidence 

that psychosocial care (Andersen et al., 2004; Breitbart et al., 2015; 
Carlson et al., 2012; Faller et al., 2013; Fann et al., 2012; Jacobsen & 
Wagner, 2012; Li et al., 2012; Stagl et al., 2015) and adequate con-
trol of physical symptoms including pain relief (Bentur, Emanuel, & 
Cherney, 2012; Ferrell et al., 2016; Gans et al., 2012; Temel et al., 
2010; Zimmermann et al., 2014) can substantially eliminate the dis-
tress associated with cancer. Appropriate systematic screening of 
distress in cancer patients is essential to providing the best quality of 
care. This brings us to our next clinical implication on educating oncol-
ogists about the need and purpose of screening for distress.

4.1.2 | Training oncologists about the importance of 
mental health screening

As noted in the introduction and in the preceding section, screen-
ing for emotional distress in cancer patients is essential to provid-
ing holistic, comprehensive care (Adler & Page, 2007; Institute of 
Medicine, 2008). With screening, can come a referral to a mental 
health professional that can help patients manage their difficulties 
in coping with cancer and its treatment. In addition to improving 
the patients well- being and quality of life, there is also evidence to 
suggest that untreated distress in patients can lead to poor treat-
ment adherence (Kennard et al., 2004), less satisfaction with care 
(Bui, Ostir, Kuo, Freeman, & Goodwin, 2005; Von Essen, Larsson, 
Oberg, & Sjoden, 2002), length of hospitalisation stay (Prieto et al., 
2002) and more frequent visits to healthcare professionals (Carlson 
& Bultz, 2004). Thus, screening for distress has economic and sys-
temic consequences as well as a substantial impact on both patients 
and their provider’s well- being. Adopting evidence- based systematic 
mental health screening among oncologists must begin with educa-
tion about the importance and the rationale behind the need for 
identification of this distress.

TABLE  4 Barriers in identification of mental health distress in cancer patients

Category Theme Quotations

Barriers in identification of 
mental health distress in 
cancer patients

Differentiating mental 
health distress from 
disease symptoms

It is way more challenging to identify the ‘classical’ symptoms of depression for us, 
because the disease itself causes some of them. The cancer and the treatments as well 
can cause weight loss, lack of appetite, pain, and sleeping problems. So it’s difficult to 
know. (O14)

I see the low mood, and I ask if that’s some general thing. I ask about sleeping problems 
and appetite problems. It’s hard to tell what is related to the disease, to the treatment 
they’re getting, and what actually stems from mental health distress. After I rule out 
physiological symptoms, the psychological explanation is left. (O5)

Many times the depression is part of the disease. There are illnesses that are mani-
fested with depression, like pancreatic cancer. (O22)

Lack of training Recently we had a lecture about mental health distress by a psychologist. He talked 
about what is this distress and how we can identify it. But it was a 1- hr lecture, like an 
introduction, and not training. Besides that we almost don’t talk about it. (O17)

When I studied medicine there was no emphasis on these issues of mental health 
distress. You shoot as you move – you learn as you go through your professional 
training, you acquire tools and read articles as you go along. (O1)

When I started to work here I expected there will be some course or something about 
mental health distress. When I started my residency I myself, started reading to know 
what I have to say to patients and what their reactions might be. (O12)
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4.1.3 | Routine systematic screening of mental 
health distress by oncologists using validated tools

Clinical determinations in oncology care must be made in severely 
resource- constrained and over- burdened environments. Therefore, 
clinical use of any diagnostic system needs to deal with the issue 
of missing information. One possible approach to increase diagnos-
tic efficiency in this context is to examine the use of best probes 
for correct diagnosis for specific disorders such as major depressive 
disorder (MDD) which is the most prevalent among cancer patients 
(Pasquini & Biondi, 2007). Although more research is needed to es-
tablish the evidence base for the best screening probes, these can 
include systematic assessment of depressed mood and diminished 
interest or pleasure which were shown to dramatically improve the 
accuracy of diagnostic decisions for major depression for regular 
psychiatric care (Nakash et al., 2015).

Alternative approaches should consider systematic utilisation of 
reliable and valid measures for screening emotional distress. These 
include the Hospital Anxiety and Depression Scale (HADS) (Zigmond 
& Snaith, 1983), which is a 14- item self- report scale that includes 
symptoms of anxiety and depression that patients have to rate for 
the preceding week. A cut- off HADS total score of 15 or more has 
been reported to offer good sensitivity and specificity for anxiety 
and depressive disorders in patients with cancer (Ibbotson, Maguire, 
Selby, Priestman, & Wallace, 1994; Walker et al., 2007). Additional 
commonly used measure is the distress thermometer (Holland & 
Bultz, 2007; Roth et al., 1998) which is a simple, self- report mea-
sure consisting of a line with a 0–10 scale anchored at the zero point 
with “No distress” and at scale point ten with “Extreme distress.” 
Patients are given the instruction, “How distressed have you been 
during the past week on a scale of 0–10?” Patients indicated their 
level of distress with a mark on the scale. Patients scoring 4 or above 
were regarded as requiring intervention. The measure has been used 
extensively in research among cancer patients and has been rec-
ommended for clinical use (Donovan, Grassi, Mcginty, & Jacobsen, 
2014; Mitchell, 2007; O’donnell, D’alton, O’malley, Gill, & Canny, 
2013) Patients can complete the screening measure on their own 
such that it would not use the limited clinical visit time. Only patients 
who will score above the cut- off score can be flagged for the oncol-
ogist to further discussion with the patient.

Importantly, to date, few studies have assessed the outcomes of 
distress screening among oncology patients (Carlson et al., 2012). 
Future research would be advised to focus on evaluating the effec-
tiveness of different models of assessment. In particular, research 
should focus on outcomes of distress screening on referral and qual-
ity of care provided.

Limitations
Our study has limitations. Our in- depth qualitative methodology 
allowed us to gain rare insight into how oncologists think about 
mental health distress and how they go about identifying it in can-
cer patients. Moreover, we were able to identify what challenges 
they face in approaching this task. This study was not able to glean, 

however, how many assessments of clinical distress are actually 
made or how many patients are referred to psychosocial care. While 
we asked these questions directly of the oncologist, and although 
we sought out this information, there was no objective data avail-
able in the form of health records to identify how many patients 
received psychosocial care. In a forthcoming study, our team looked 
more closely at the gap between oncologists’ notations of distress 
in patient’s records, the patient’s subjective sense of needing psy-
chosocial care and their clinical presentation. Second, while the 
above- noted limitation is methodological, our second limitation is 
conceptual. Based on our study findings, and on the widespread call 
for more attention to emotional distress of cancer patients (Neuss 
et al., 2005; Winn & Mcclure, 2003; Zebrack et al., 2015), we pro-
pose that oncologists be trained in accurate diagnosis of emotional 
distress in patients. As the oncologists themselves, noted, however, 
screening is not sufficient. Oncologists may be educated about 
how to identify distress as accurately as a psychiatrist can, but 
this is only one step in a wider problem in providing psychosocial 
care. Resources such as social workers, psychologists and psychia-
trists must be available to take these referrals and treat identified 
patients.

5  | CONCLUSION

A systematic, time- efficient assessment of symptoms of emotional 
distress is critical for identification of psychiatric disorders among 
cancer patients and differentiating normative emotional responses 
to the illness from psychopathology. Clinical bias and misdiagno-
sis can be a consequence of an ad hoc, intuitive approach to clini-
cal assessment, which can have dire consequences for the patient 
and their families. Once elevated risk is identified for mental health 
distress, the patient can be referred to specialised care (e.g., social 
worker, psychologist) that can offer evidence- based treatments 
(Fawzy et al., 1995; Li et al., 2012; Spiegel, 2011).
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