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The oncology psychologist helps cancer patients 
and families manage 1) their psychological reactions 
to the disease, 2) the behavioral components 
of coping with the cancer and its side effects,  
3) the role of the family in supporting the person 
with cancer, and 4) the social factors associated 
with diagnosis and treatment. More specifically, 
oncology psychologists assist people in coping 
with the stress from the cancer diagnosis, difficult 
physical treatments, disability, fatigue, pain, as well 
as with other quality of life (QOL) impairments that 
can occur before, during, and after treatment. These 
multivariate side effects contribute to emotional 
distress among cancer patients and can lead to 
the inability to work or fulfill other social roles. Side 
effects can exacerbate pre-existing psychosocial 
stressors such as low income, lack of health 
insurance, and weak or absent social supports. 

ASSOCIATION OF COMMUNITY  
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THE PROBLEM
Stress associated with a cancer diagnosis has been shown to 
induce considerable psychological morbidity, with 25% to 
58% of all cancer patients indicating significant levels of dis-
tress.1-3 Two subgroups of patients exist within these individu-
als who evidence high distress: those who meet the criteria for 
psychiatric illnesses, such as major depression or adjustment 
disorders (up to 25% of all patients), and those who report 
distress levels that do not meet criteria for a psychiatric diag-
nosis but that interfere significantly with QOL and functional 
status (15% to 20% of all patients).1-5 

Recognition of cancer’s emotional and social conse-
quences has led to increased focus on patients’ psychosocial 
functioning. Specifically, the term “distress” defines unpleas-
ant psychological, social, and/or spiritual experiences that 
interfere with the ability to cope effectively with a cancer diag-
nosis, its symptoms, and subsequent treatments.6,7 Prevalence 
of psychological distress varies by type of cancer, time since 
diagnosis, degree of physical and role impairment, amount 
of pain, prognosis, and advanced disease.3-5,7 Distress often 
varies as a patient progresses through cancer treatment,8,9 
and problems may remain for months and years after initial 
diagnosis.10,11 Distress has serious implications for cancer 
patients’ medical outcomes because it is a potential risk factor 
for non-adherence to treatment, poorer QOL, and potentially 
reduced survival rate. 

Even cancer patients who do not meet criteria for a psy-
chiatric diagnosis may experience worries, fears, and other 
forms of psychological distress that impact daily functioning. 
Feelings of guilt, loss of control, anger, sadness, and uncer-
tainty are common in people with cancer.10-13 Additionally, 
many cancer patients experience fear of recurrence, concerns 
about body image, and problems with family members.12,14,15 
Cancer patients can also face spiritual and existential issues 
involving faith, mortality, and the meaning of death. Some 
cancer survivors report feelings of anger, isolation, and dimin-
ished self-esteem in response to such stress.16

Families of cancer patients also have psychological 
needs.17,18 For a family member, a cancer diagnosis cre-
ates fear and concern about the suffering the patient might 



assess the source and intensity of the distress and refer 
the patient to an appropriate professional.

3. Refer patients who have been assessed as having mod-
erate to severe distress for proper clinical/behavioral 
intervention. 

4. Follow-up to provide patients and the care team infor-
mation about the screening, assessment, and interven-
tion outcomes.

5. Ensure all screening, referral, and follow-up activity are 
documented within the medical record. 

IMPROVING QUALITY OF CARE 
The effectiveness of psychosocial interventions for the 
management of emotional and social stressors with cancer 
patients have been well documented since the 1990s.22-25 

These combined results indicate people with cancer who take 
part in psychosocial interventions have been shown to report 
lower levels of depression, anxiety, and improved quality of 
life.24 More specifically, a meta-analysis found that relaxation 
and behavioral modification improved functional adaptation 
and symptom control.23

Psychosocial interventions, such as problem-solving, cog-
nitive-behavioral therapy, and family and group support, can 
help reduce cancer-related stress. Specifically, techniques 
such as identifying unhelpful thoughts about their illness, 
reframing and reconstructing those thoughts, and relaxation 
training can help reduce anxiety and depression in people 
with cancer.26

   
REDUCING HEALTHCARE COSTS
Although the effectiveness of a range of psychosocial interven-
tions for people with cancer has been established, one barrier 
to their implementation in routine clinical care is the relatively 
few peer-reviewed cost-effectiveness studies of psychosocial 
interventions for cancer patients and survivors. One of the first 
studies examining cost-effectiveness of psychosocial care for 
cancer patients reported that many psychosocial interventions 

experience. Family members’ psychological distress can be 
as severe as that of the patient. A meta-analysis of studies 
of psychological distress in both patients and their informal 
caregivers (mostly spouses or partners) found that the psy-
chological distress of patients and their informal caregivers 
generally was parallel over time, although when the patient 
received treatment, caregivers experienced more distress 
than the patient.18,19 Thus, helping family members manage 
their distress may have a beneficial effect on the QOL for 
people with cancer. 

THE SOLUTION
Getting patients who are experiencing moderate to severe 
distress to a trained professional for screening is important. The 
National Comprehensive Cancer Network (NCCN) developed 
standards of care for distress management with the first step 
being identification of distress through screening.6 The three 
pillars of distress management as related to screening are:
1. Recognize, monitor, document, and promptly treat dis-

tress at all stages of disease.
2. Identify the level and nature of distress as part of oncol-

ogy screening.
3.  Screen all patients at their initial appointment, at appro-

priate intervals, and as clinically indicated especially with 
changes in disease status.

The Association of Community Cancer Centers (ACCC) pub-
lished a white paper based on lessons learned from several 
ACCC member programs describing different processes for 
operationalizing distress screening.20 Distress screening can 
follow a simple five-step process:6,20,21 

1. Screen patients for distress at regular intervals using 
a validated instrument with well-established cutoffs. 
Screening results should be reviewed in a timely  
manner and communicated with the treatment team.

2. Evaluate patients who have a screening score that 
exceeds the cutoff threshold. A trained clinician should 



for cancer resulted in a reduction of subsequent healthcare 
use and savings in medical expenditure, particularly related 
to ongoing treatment for depression.27 A 2016 review exam-
ining cost-effectiveness of psychosocial care concluded that 
psychosocial interventions can be a cost-effective approach in 
cancer care.28 More specifically, six of eight studies reviewed 
demonstrated cost-effectiveness of psychosocial interventions 
compared with the next best alternative.28 Additionally, review 
findings support the use of cognitive-behavioral therapy since 
three of six studies demonstrated this therapy was the most 
cost-effective clinical approach. The authors concluded that 
emerging evidence suggests that offering information, emo-
tional support, and psychological care to cancer patients and 
survivors can be cost-effective.28 

CASE STUDY ONE 29 
A landmark study conducted at The Ohio State University 
Comprehensive Cancer Center looked beyond patient- 
reported symptoms to actual biomarkers and immunity  
measures to understand how mental stress impacts immu-
nity. The findings were clear: immunity improves as stress 
goes down. Patients who received a psychological interven-
tion showed significant improvements in anxiety, perceived 
social support, better dietary habits, and even a reduction 
in smoking; these patients were also better able to maintain 
their chemotherapy regimens when compared to those in the 
control group. Behavioral therapy interventions (one session 
per week for four months) included strategies for reducing 
stress, improving mood, establishing good health behav-
iors, and adhering to cancer treatment. Patients undergoing 
psychotherapy avoided fats, increased physical activity, and 
decreased the number of cigarettes smoked each day. 

CASE STUDY TWO 30 

In 2009 Southside Regional Medical Center, Petersburg, Va., 
committed to developing a comprehensive psychosocial 

program that would not only meet the needs of its patients 
and families, but also support its efforts to become accredited 
by the American College of Surgeons’ Commission on Cancer 
(CoC). Specifically, the addition of a psychosocial program 
helped Southside Regional Medical Center meet CoC stan-
dards for navigation, psychosocial services, psychosocial dis-
tress screening, palliative care, survivorship, cancer committee 
membership, and quality improvements. The cancer program 
also believed its psychosocial program helped to increase 
referral sources and resources, which, in turn, helped it meet 
additional CoC standards related to community outreach, pre-
vention and screening, clinical trials, rehabilitation, nutrition, 
public reporting of outcomes, risk and genetic assessments, 
and quality studies.

BILLING & REIMBURSEMENT
Outpatient appointments with a licensed psychologist are 
billed through standard psychotherapy CPT codes. There are 
two categories of CPT codes that can be used, depending on 
what your local payers will reimburse. The CPT codes listed 
below do not represent the full list. The standard psycho-
therapy codes are: 

CODE DESCRIPTION TIME ALLOTMENT

90791 Psychiatric/psychological 
diagnostic interview with-
out medical services (intake 
interview)

No time length 
defined

90832 Individual psychotherapy 16-37 minutes

90834 Individual psychotherapy 38-52 minutes

90837 Individual psychotherapy 53 or more minutes

In addition, psychologists can use Health and Behavior codes. 
These CPT codes represent psychological services for patients 
diagnosed with physical health problems. Health and  
behavior assessment, conducted through health-focused 
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11.  Giese-Davis J, et al. Screening for distress, the 6th vital sign: common prob-
lems in cancer outpatients over one year in usual care: associations with marital 
status, sex, and age. BMC Cancer. 2012;12:441. 

12.  Brown KW, et al. Psychological distress and cancer survival: A follow-up 10 
years after diagnosis. Psychosom Med. 2003;65(4):636-643.

13.  Stanton AL, et al. Handbook of Health Psychology. Mahwah, NJ: Lawrence 
Erlbaum Associates; 2001. Adjustment to chronic illness: Theory and research.

14.  Kornblith AB. Psychosocial adaptation of cancer survivors. In: Holland J, 
editor. Psycho-oncology. New York and Oxford: Oxford University Press; 1998.

15.  IOM; NRC. From Cancer Patient to Cancer Survivor: Lost in Transition. Hewitt 
M, Greenfield S, Stovall E, editors. Washington, DC: The National Academies 
Press; 2006.

16.  NCI. Living Beyond Cancer: Finding a New Balance. President’s Cancer 
Panel 2003–2004 Annual Report. Available online at pubs.cancer.gov/ncipl/
detail.aspx?prodid=P986. Last accessed Sept. 19, 2019.

17.  Lederberg MS. The family of the cancer patient. In: Holland J, editor. Psycho-
oncology. New York and Oxford: Oxford University Press; 1998. pp. 981–993.

18.  Hodges LJ, et al. A meta-analytic investigation of the relationship 
between the psychological distress of cancer patients and their carers. Soc Sci 
Med. 2005;60(1):1-12

19.  Segrin C, et al. Interdependent anxiety and psychological distress in women 
with breast cancer and their partners. PsychoOncology. 2007;16(7):634-643.

20.  Association of Community Cancer Centers. Psychosocial Distress Screening: 
Lessons Learned from Three ACCC Member Programs. Available online at 
accc-cancer.org/docs/projects/resources/pdf/distress-screening-white-paper 
accc-cancer.org. Last assessed Sept. 21, 2019

21.  Lazenby M, et al. The five steps of comprehensive psychosocial distress 
screening. Curr Oncol Rep. 2015;17(5):22.

22.  Jacobsen PB, Jim HS. Psychosocial interventions for anxiety and depres-
sion in adult cancer patients: achievements and challenges. CA Cancer J Clin. 
2008;58(4):214-230.

23.  Meyer TJ, Mark MM. Effects of psychosocial interventions with adult 
cancer patients: a meta-analysis of randomized experiments. Health Psychol. 
1995;14(2):101-108. 

24.  Raingruber B. The effectiveness of psychosocial interventions with 
cancer patients: an integrative review of the literature (2006–2011). ISRN 
Nurs.2011;2011:638218.

25.  Barsevick AM, et al. A systematic qualitative analysis of psychoeduca-
tional interventions for depression in patients with cancer. Oncol Nurs Forum. 
2002;29(1):73–84; quiz 85–77.

26.  Boesen E, et al. Psychoeducational intervention for patients with cutaneous 
malignant melanoma: a replication study. J Clin Oncol. 2005;23(6): 1270-1277.

27.  Carlson LE, Bultz BD. Efficacy and medical cost offset of psychosocial inter-
ventions in cancer care: making the case for economic analyses. Psycho-Oncol. 
2004;13(12): 837-849.

28.  Dieng M, et al. Economic evaluations of psychosocial interventions in can-
cer: a systematic review. Psycho-Oncol. 2016;25(12):1380-1392.

29.  Andersen BL, et al. Psychological, behavioral, and immune changes after a 
psychological intervention: a clinical trial. J Clin Oncol. 2004;22(17):3570-3580.

30.  McNulty L, Flemming F. Building a navigation and psychosocial program 
from the ground up. Oncol Issues. 2016;31(2):34-44.

CODE DESCRIPTION TIME ALLOTMENT

96152 Health and behavior interven-
tion provided to an individual 
to modify the behavioral, 
cognitive and biopsychosocial 
factors affecting the patient’s 
physical health.

15 minutes

96154 Health and behavior interven-
tion provided to a family with 
the patient present.

15 minutes
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