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From an epidemiological perspective, enhanced understanding 
of the risks that depression and other psychological sequelae pose 
to cancer patients may propel the inclusion of mental health 
interventions as a standard part of care onto the national agenda.

The landscape of cancer care has changed dramatically over 
the past several decades. An illness that was often fatal now 
represents both an acute life-threatening illness and a chronic 
condition.1 While there have been tremendous advancements in 
treating the physiological aspects of cancer, management of related 
psychosocial and emotional issues has lagged behind.1 Although 
psychological distress is common in cancer patients, it often goes 
unrecognized and untreated.7,8  

One reason may be that access to specialized psycho-oncology 
providers is limited—even absent in some institutions,9 placing 
the responsibility to care for the patient’s emotional needs on the 
medical team, nursing staff, and family caregivers. Among cancer 
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One in ten individuals has someone in his or her family 
dealing with cancer.1 In addition, it is projected that 40 
percent of the United States population will receive a 

cancer diagnosis at some point in their lifetime.1,2 After a cancer 
diagnosis, patients and families struggle to adapt to “a new 
normal” while simultaneously facing a number of challenges, 
including financial, emotional, and knowledge-based stressors.1 
Patients may also face many barriers to treatment, which can 
have an adverse impact on health outcomes.1 Among the most 
significant barriers cancer patients report are financial problems, 
inadequate or a lack of health insurance, poor communication 
with their healthcare providers, and lack of psychosocial care.1  

The 2008 IOM report, Cancer Care for the Whole Patient: 
Meeting Psychosocial Health Needs, underscored the importance 
of integrating mental health specialists into the care of cancer 
patients. As many as one-third of cancer patients experience 
persistent distress, which can interfere with treatment.3,4 Fewer 
than half of cancer patients receive the psychiatric care they need.5  

Further, preliminary secondary analysis of the National Health 
and Nutrition Examination Survey (NHANES) 2003-2008 data 
revealed these significant findings:6

• 9.5 percent of individuals with cancer meet criteria for major 
depression compared to 7.5 percent of non-cancer patients

• More cancer patients report moderate symptoms of depression 
(10.2 percent versus 7.1 percent, respectively)

• Cancer patients express more depressive symptoms (3.3 per-
cent compared to 2.9 percent).
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programs that do monitor for psychological distress and refer to 
specialized psychiatric providers, few have implemented systematic 
assessments of depression with validated and reliable tools.10,11 
Accordingly, today’s cancer programs have the opportunity to 
incorporate quality and outcome metrics associated with the 
screening and management of psychiatric sequelae in the devel-
opment of specialized psycho-oncology services.10 

Here’s how one ACCC member program in Louisville, Ky., 
developed the Norton Cancer Institute Behavioral Oncology 
Program (NCIBOP), a comprehensive, embedded psychiatric 
program with an emphasis on integrating high-quality psychiatric 
care to medically complex patients.  

An Overview of NCIBOP
The Norton Cancer Institute employs 29 physicians and 28 
advanced practice providers (APRN/PAs) in medical, surgical, 
gynecological, radiation, and behavioral oncology. Norton Cancer 
Institute is part of the Norton Healthcare System with practice 
sites at each of the four adult hospitals in Louisville, as well as 
several other locations within Kentucky and Southern Indiana. As 
a fully embedded psychiatric program, NCIBOP offers a spectrum 
of services to help medically complex patients and their families 
deal with cancer and associated quality of life (QOL) issues.  

NCIBOP services include individual therapy, group therapy, 
couples and family therapy, and pharmacological and non- 
pharmacological management. The program is comprised of 
three APRNs, one psychiatrist, a part-time social worker, a nurse, 
and two administrative staff. NCIBOP providers work collab-
oratively with oncology providers to deliver holistic care. Con-
sultations are available in both inpatient and outpatient settings, 
with frequent dialogue among multidisciplinary specialists in 
both formal settings, such as tumor boards and other clinical 
meetings, and informal settings. NCIBOP acts as a liaison between 
patients, providers, and other team members; consistent assess-
ment of patient distress along the cancer trajectory is a founda-
tional component of the program. 

Currently, Norton Cancer Institute clinics assess patient distress 
using the NCCN Distress Thermometer (DT). Patients are screened 
upon initiation of care at Norton Cancer Institute, followed by 
ongoing assessment.  Similar to the pain scale, this instrument asks 
patients to rate their current level of distress on a scale of 0 to 
10.12-14 The DT allows for a brief, effective assessment of distress 
and is easily understood by medically-ill individuals.15,16 Patients 
with a score of 4 or greater are offered a referral to NCIBOP. 
Currently Norton Cancer Institute clinics use this tool to assess 
distress in 100 percent of patients, as monitored through Quality 
Oncology Practice Initiative (QOPI) metrics. Regardless of the 
distress score, providers assess patient needs and refer patients 
who could benefit from specialized mental health services.  

Despite the importance of evidence-based care, few studies 

have addressed the impact of sequential assessment paired with 
evidence-based interventions in the cancer patient population.17 
In 2013 NCIBOP implemented quality measures as the result of 
a quality improvement project for the evaluation of program 
outcomes. Specifically, NCIBOP used the Patient Health Ques-
tionnaire (PHQ-9) as a means to enhance patient-centered 
measures of care and to measure NCIBOP outcomes. (View the 
PHQ-9 online at: accc-cancer.org/oncology_issues/MA2016.asp.) 
In addition to implementation of consistent use of the PHQ-9, 
NCIBOP also began routine use of the Generalized Anxiety 
Disorders Questionnaire 7-item (GAD-7) to establish patient 
outcomes related to anxiety. An overview of the NCIBOP 
patient population, quality measures using the PHQ-9, a quality 
study with relevant findings, and program information are 
discussed below.    

Patient Population & Services 
NCIBOP providers see approximately 800 new patient visits 
annually, with 6,000 total patient visits per year. More females 
(73 percent) seek care through behavioral oncology than males 
(27 percent). The mean age of patients seen at NCIBOP is 56. 
Patients are predominantly Caucasian (90 percent), followed by 
African Americans (8 percent), and other races (2 percent).   
Outpatient consultations account for the majority of patient 
contacts, comprising 73 percent of new patient contacts. 

On average, patients are seen four days from the time the 
referral is received for their new patient appointment. Figure 1, 
right, shows the percentage of patients treated by cancer type. 
Approximately 6 percent of patients seen through the program 
are family caregivers. A broad range of psychiatric conditions 
are noted, including: 
• Depressive disorders (36 percent)
• Anxiety disorders (24 percent)
• Adjustment reactions (11 percent)
• Bipolar and related disorders (7 percent)
• Delirium and/or other psychiatric illnesses (22 percent).  

In 2013 NCIBOP conducted a clinical microsystem assessment. 
Chart reviews of patients seen in NCIBOP during 2012 revealed 
that 59 percent of patients were diagnosed with and treated 
for a depression spectrum disorder. Consistent with the psycho- 
oncology literature, depression is a predominant mental health 
diagnosis seen at NCIBOP. Co-existing conditions include 
anxiety disorders, substance abuse disorders, and personality 
disorders. 

In addition to NCIBOP’s annual 800 new visits, an additional 
250 patients are referred for services but decline them or do not 
keep their appointment. The primary barriers for pursuing psy-
chiatric services include insurance constraints and stigmas asso-
ciated with accessing mental health services. Patients who choose 
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Patient Sample. The study included 41 patients seen for an 
initial evaluation in the outpatient setting between Jan. 1–Mar. 
31, 2013. Study participants were male and female patients, 18 
years of age and older, with an oncologic diagnosis. Individuals 
seen at NCIBOP who did not have a cancer diagnosis (family 
members or those with benign disorders), inpatient consultations, 
and individuals seen for fewer than two visits were excluded; 107 
patients were excluded based on these criteria. 

Intervention. NCIBOP implemented sequential assessment of 
depression using the PHQ-9. The information technology (IT) 
team built the PHQ-9 template and synopsis reporting features 
into the electronic health record (EHR) to enhance data aggre-
gation opportunities. NCIBOP providers entered PHQ-9 scores 
into the EHR, comparing subsequent scores against baseline data. 
Evidence-based practice guidelines related to the treatment and 
management of depression were disseminated to the provider 
team. Providers used the medications approved for the treatment 
and management of depression in conjunction with individual 
psychotherapy. Practice observations and opportunities for 
enhancing care with evidence-based interventions were shared 
with providers. 

Instrument. The PHQ-9 survey is based on the diagnostic 
criteria for depression and pairs well with a clinical interview 
to determine the presence of depressive illness.18-22 The tool 
consists of 9 questions (with scores ranging from 0 to 3) to 
determine the presence and severity of depressive illness. Total 
scores of 1-5 indicate minimal depression, 6-10 mild depression, 
11-14 moderate depression, 15-19 moderately severe depression, 
and 20-27 severe depression.18,19,22 Using a cut-off score of 10 
or higher, the tool has a high sensitivity (0.93) and specificity 
(0.85) and acceptable positive and negative predictive values.23 
In addition to demonstrating the capacity to ascertain depression 
outcomes,20 the one-page PHQ-9 is cost-effective—with no 
copyright or distribution restrictions—and easy for patients and 
clinicians to use. 

not to access specialized mental health services are offered alter-
native resources through Norton Cancer Institute’s social work 
team and Cancer Resource Center facilities to ensure patient 
needs are evaluated and met. The Cancer Resource Centers 
provide resources such as massage therapy, nutrition counseling, 
and music therapy.  Additionally, nurse navigation staff is available 
on-site at each Cancer Resource Center to provide access to cancer 
literature, educational materials, and clinical trial searches. The 
Cancer Resource Centers also host monthly events to promote 
physical wellness, emotional well-being, and networking oppor-
tunities for patients. Patients have access to free yoga classes, 
support groups with trained staff, and Tai Chi.  

Social service providers and navigation staff are available to 
any patient seen through the healthcare system free of charge. 
Patients may be re-identified as needing psychiatric services 
through these programs and will be accepted into a more appro-
priate level of care as necessary. When a patient refuses psychiatric 
care or a barrier to care is identified, NCIBOP makes treatment 
recommendations to oncology providers to ensure the patient 
care need is met. 

Specialty integration and care is provided through interdisci-
plinary case collaboration, including medication suggestions. The 
psychiatric team’s presence on-site with the oncology team allows 
for timely triaging of acute psychiatric care needs and significantly 
reduces lengthy wait times for the first appointment, which is 
often typical in the psychiatric community. Providing prompt 
patient care during times of peak stress maximizes patient benefit 
and allows for enhanced continuity of care among multiple 
specialty providers.  

NCIBOP Quality Study
In 2014 NCIBOP conducted a quality study to better understand 
its practice patterns and population; findings are discussed below, 
including implications for integrated psychiatric care in oncology 
facilities.  

Figure 1. NCIBOP Patient Population by Disease Site
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percent). Psychiatric diagnosis among the study participants is 
found in Figure 2, above. 

At the initial evaluation, the PHQ-9 was entered into the EHR 
93 percent of the time; at follow-up visits the PHQ-9 was entered 
84 percent of the time. Provider documentation review revealed 
100 percent of patients received appropriate psychiatric diagnosis 
based on DSM-5 criteria, 89 percent of patients received approved 
medication interventions, and 100 percent of notes included 
rationales for treatment with follow-up planning. All patients 
received supportive psychotherapy.  NCIBOP providers prescribed 
a variety of medications including:
• Anti-depressants (76 percent) 
• Mood stabilizers (22 percent)
• Anxiolytics (49 percent)
• Sleep aids (20 percent).  

Some patients received more than one pharmacological 
intervention.  

Patients showed benefit in all areas of PHQ-9, including a 
statistically significant reduction in overall PHQ-9 score after 
intervention (p=0.0098).  Four specific items on the PHQ-9 
showed significant reduction post-intervention including: 
• Feeling down, depressed, or hopeless (p = 0.011)
• Trouble with sleep (p = 0.01)
• Feeling bad about yourself or that you are a failure or have 

let your family down (p = 0.006) 
• Difficulty with psychomotor agitation or retardation  

(p = 0.054).

Additional information can be found in Table 3, page 29. 

Translating Data into Evidence-Based Practice 
Interventions 
Previous research has identified variances among cancer patients 
diagnosed with depression and those who receive antidepressants.24 

Data Collection. NCIBOP providers reviewed new patient 
charts for documentation of the PHQ-9 in the EHR. Data was 
gathered on all newly-referred patients to the NCIBOP who met 
inclusion criteria from Jan. 1–Mar. 31, 2013. The six-month 
retrospective chart review concluded Sept. 30, 2013. Data was 
de-identified to maintain patient privacy.  

Data aggregation was an ongoing process. The PI (principal 
investigator) analyst and the department manager shared respon-
sibility for data collection with quality assurance checks to ensure 
data integrity. They extracted socio-demographic and clinical 
data from the patient charts, including age, gender, race, ethnicity, 
educational level, religious affiliation, marital status, and employ-
ment status. Clinical data included cancer type and stage. Provider 
documentation in the EHR was reviewed for:
• PHQ-9 entry at each visit
• Psychiatric diagnosis
• Treatment plan and rationale, including psychopharmacolog-

ical interventions and non-pharmacological interventions
• A plan for follow-up care.

Implementation Approval. The Western Institutional Review 
Board (WIRB) reviewed the study and granted a waiver of autho-
rization (approval #1140717). The Norton Healthcare Office of 
Research Administration (NHORA) approved the study (NHORA 
#13-N0160). 

Results. The majority of the patient sample was married, 
Caucasian females. The mean age of participants was 58 (SD=11.3) 
years of age. On average, patients were seen for 5.5(SD=3.1) 
visits. Socio-demographic characteristics are presented in Table 1, 
right. NCIBOP providers obtained cancer diagnostic and staging 
variables (Table 2, page 28); however, caution should be taken 
when interpreting this variable as the medical record did not 
always clearly describe times of progression or remission. The 
most frequent diagnosis among participants was breast cancer 
(34.1 percent). Psychiatric diagnosis was most often reported as 
unspecified depression (37 percent) or major depression (27 

Figure 2. Psychiatric Diagnostic Characteristics (N=41)
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CharaCteristiC  n ProPortion (%)

Gender

Male     9 21.90%

Female 32 78.00%

Race

Caucasian 36 94.70%

African American     2 5.26%

Marital Status

Married 26 65.00%

Divorced     5 12.50%

Widowed     4 10.00%

Separated     1 2.50%

Never Married     3 7.50%

Partner     1 2.50%

Educational Attainment

Some High School     4 10.50%

12th Grade 12 31.50%

Some College 11 28.90%

Bachelor’s Degree     8 21.00%

Post-graduate Degree     3 7.80%

Employment Status

Employed 18 45.00%

Unemployed     4 10.00%

Retired     9 22.50%

Disabled     9 22.50%

Religious Affiliation

Yes 21 72.40%

No     8 27.50%

Table 1. Socio-Demographic Characteristics of the Study Group 
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CharaCteristiC  n FrequenCy (%)

Cancer Diagnosis

Hematologic malignancy     3 7.30%

GI cancer     1 2.40%

Colon cancer     3 7.30%

Brain tumors     3 7.30%

Breast cancer 14 34.10%

Gynecological cancers     6 14.60%

Lung cancer     4 9.70%

Pancreatic cancer     1 2.40%

Head and neck cancers     1 2.40%

Other     5 12.10%

Cancer Stage

Stage 0     1 2.40%

Stage I     9 21.90%

Stage II 13 31.70%

Stage III     4 9.70%

Stage IV 12 29.20%

Remission     2 4.80%

Table 2. Cancer-Associated Characteristics and Staging 

In 2006 the IOM reported fewer than 11 percent of cancer patients 
received evidence-based interventions.25 The integrated psycho- 
oncology program at Norton Cancer Institute is a model for high 
quality care. Indeed, NCIBOP’s evidence-based care far exceeds 
the national norm described in the IOM report.25 

Since the release of the 2001 IOM report, Crossing the Quality 
Chasm, emphasis has been placed on ways healthcare systems 
can improve care. The report identified safety, patient centeredness, 
effectiveness, timeliness, efficiency, and equality as six overarching 
aims to better meet patient needs.26,27 For cancer programs, 
implementation of processes and structured care interventions in 
these areas may help improve quality of care, patient quality of 
life, and ultimately outcomes.27 

Depression remains one of the most prevalent and treatable 
mental health disorders.18 The integration of evidence-based 

practice guidelines in clinical settings is one approach to mini-
mizing broad variation in care delivery across clinicians.27-29 One 
approach to enhance quality in psychiatric practices is through 
the use of valid and reliable patient questionnaires to assess patient 
outcomes.28,30 Among depressed adults, medications and psycho-
therapy are both evidence-based interventions for treatment and 
management.31-35

Still, Oldham and colleagues have found that psychiatry, as a 
discipline, struggles to adhere to evidenced-based treatment 
guidelines.28 Factors contributing to the under-utilization of clinical 
practice guidelines include:28,29

• Lack of awareness regarding guidelines
• The complexity of bio-psycho-social interactions
• The absence of psychiatric providers in certain regions. 

(continued from page 26) 
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indiCator Pre-intervention Post-intervention t-value p-value

Total PHQ-9 Score 11.34 (± 6.18) 8.43 (± 5.27) 2.71 p = 0.009*

Anhedonia 1.20 (± 1.00) 1.14 (± 0.88) 0.66 p = 0.515

Depressed 1.51 (± 1.07) 1.09 (± 0.88) 2.66 p = 0.011*

Sleep 1.80 (± 1.16) 1.24 (± 1.09) 2.68 p = 0.011*

Fatigue 2.12 (± 0.93) 1.70 (± 0.96) 1.83 p = 0.750

Appetite 1.43 (± 1.02) 1.21 (± 1.15) 1.03 p = 0.311

Failure 1.02 (± 1.25) 0.53 (± 0.83) 2.91 p = 0.006*

Concentration 1.24 (± 1.11) 0.95 (± 1.18) 1.27 p = 0.209

Psychomotor 0.76 (± 0.99) 0.39 (± 0.80) 1.99 p = 0.054*

Suicide 0.17 (± 0.49) 0.07 (± 0.34) 1.16 p = 0.253

Distress Score 3.80 (± 3.68) 0.90 (± 1.78) 5.03 p = 0.000**

Note: *p <0.05. **p < 0.01. 

Table 3. Mean Differences in PHQ-9 Total and Item Scores  

As a result, mental health interventions are often not evidence- 
based—despite the known importance of delivering effective and 
scientifically based care.36 

Screening for Depression Using the PHQ-9
In efforts to improve quality healthcare for mental health conditions, 
the IOM recommended that clinicians use reliable and valid patient 
questionnaires routinely to assess progress and outcomes in 
patients.25 An extensive database of psychometric scales exists 
within the field of psychiatry; however, further research is needed 
within the field to strengthen the recommendation of a single tool.29 
A well-studied, reliable, and valid tool for the measurement of 
depression is the PHQ-9.18,37,38 As stated previously, the PHQ-9 is 
a brief tool that is used with medically complex patient populations, 
including the cancer patient population.39-42 Using a cut-off score 
of greater than or equal to 8, one study found the PHQ-9 to be 93 
percent sensitive and 81 percent specific.42 

There is currently no benchmark data related to use of the 
PHQ-9 in cancer patient populations. An opportunity exists to 
establish benchmarks within the field of psychiatry and psycho- 
oncology. The PHQ-9 is a brief scale by comparison to many other 
depression measures and consists of the criteria on which the 
diagnosis of depression is based, meaning this tool partners well 
with a clinical interview.18,43 The NQF endorses outcome measure-
ments for mental health, including measures that focus on depression 
and the use of standardized psychometric scales, specifically the 
PHQ-9.21 Epidemiological studies, including NHANES and the 

Behavioral Risk Factor Surveillance System (BRFSS), use the patient 
health questionnaire series (PHQ-8/9) for assessment of depression 
to gather national study data.44 

Current Practice with Psychometric Scales
Currently broad variability exists among measurements used in 
psychiatry and psycho-oncology departments. The 2006 IOM 
report, Improving the Quality of Health Care for Mental and 
Substance Use Conditions, states that as few as 27 percent of 
studies reviewed showed adherence to clinical guidelines, and as 
few as 10.5 percent of individuals were found to receive 
evidence-based interventions.25 The IOM recommends that cancer 
programs use patient-centered decision-making to engage patients 
in their care, including information regarding options for and 
effectiveness of treatments.25 

A better understanding of a patient’s baseline presentation 
allows for ongoing assessment of interventions and identifies 
opportunities to focus on targeted areas for clinical improve-
ment.28 The methodology and implementation of quality 
improvement initiatives within the mental health arena is in its 
very early stage of development. A dearth of information exists 
within the mental health community with regard to consistently 
used metrics and benchmarking to assess clinical and functional 
outcomes.30,45 A gap remains between clinical care and evidence-based 
practice guidelines.25,45 The American Psychiatric Association 
(APA) endorses pharmacotherapy, supportive psychotherapy, 
and combined medication management and psychotherapy as 



30      accc-cancer.org  |  March–April 2016  |  OI

efficacious in depressed patients.46 After integration of evidence- 
based practice interventions within programs, anticipated 
outcomes include improvement in depressive symptoms, reduced 
recurrence risk, and reduction in depression related to morbidity 
and mortality.46 

Importance of Quality  
The implementation of quality and process improvement initiatives 
provides a foundation for aggregating department-specific out-
comes. Study data may be helpful for establishing benchmarks 
internally and with other psycho-oncology practices. Multi-center 
collaboration studies are needed to better understand the unique 
needs of specialized patient populations. As the national healthcare 
agenda continues to evolve, metric-based outcome studies will 
be necessary to articulate the importance of mental health inter-
ventions across cancer settings.  With the advent of the medical 
home and further integration of mental health providers into 
medical settings, the capacity to fully explain the added value of 
specialized mental health services and to advocate for these services 
is more important than ever before. 

Systematic Assessment of Depression in 
Oncology Programs 
Cancer clinicians can easily overlook the diagnosis of depression, 
assuming it to be a reflection of the patient’s adaption to illness 
and thus minimizing the severity of depression.47,48 Since psycho-
social interventions can enhance adaptation to illness, screening 
individuals to determine the need for a psychiatric referral is an 
important component of care. Multiple studies have documented 
the importance of screening for and identifying patients at high 
risk for emotional distress.2,3,12-16,49-56 Despite this evidence, screen-
ing for distress in cancer patients is still not consistently practiced, 
with estimates that fewer than half of cancer patients with distress 
are identified.3 As few as 10 percent of cancer patients are referred 
for specialty care with psycho-oncology providers, thus limiting 
opportunities to improve quality of life, treatment adherence, 
and potential prognosis.53,54 

Although there is a significant body of literature supporting 
the psychological care for cancer patients, there is a gap with 
respect to program availability and practice.57-59 There are few 
specialty-trained providers equipped to address the psychological 
and emotional needs of cancer patients.  In recognition of this 
need, there are emerging models for enhancing collaboration 
between mental health and medical health teams.60,61 

One systematic review of outcomes resulting from screening 
for depression in cancer patients identified 19 studies that address 
the accuracy of screening, including one trial evaluating treatment 
efficacy for major depression. No trials specifically examined 
changes in outcomes based on the implementation of screening 
alone.2 McMillan and colleagues conducted a study that showed 

interdisciplinary, standardized, systematic assessment of depression 
in cancer patients enrolled in hospice care was associated with 
significant improvement in depression and quality of life.62 Com-
plicating the issue of systematic assessment in cancer patient 
populations is the lack of consensus among psycho-oncology 
providers regarding which psychometric instrument is most 
appropriate for use in this patient population. 

Consequences of Unmet Psychosocial Needs 
Left untreated, psychological and emotional sequelae have sig-
nificant consequences. Psychological impairment and the presence 
of mental health problems, including depression, anxiety, 
post-traumatic stress symptoms (PTSS), and post-traumatic stress 
disorder (PTSD) contribute to:1,2,8,15,52,54,63-74

• Role impairment
• Reduced compliance with medical treatments
• Reduced quality of life
• Increased medical costs
• Prolonged hospitalizations
• Higher utilization of medical care
• Greater symptom severity
• Poorer medical outcomes. 

In addition, the failure to assess depression in cancer patients 
ignores depression as a treatable illness and inadequately attributes 
depression as a possible result of a deeper physiological process 
that may need further evaluation.47,48,63,65-67,69 

Depression contributes to impairment in personal, social, 
occupational, and family functioning.52,50,75 Untreated distress 
and lack of available psychosocial support place families at risk 
for role strain and impaired family functioning.52,55,76 As distress 
exists along a continuum, waiting until severe levels of distress 
occur fails to provide timely care that could prevent catastrophic 
results.77 In severe cases, depression may even lead to an enhanced 
desire for early death or suicide.24,76,78-82 Cancer patients are at an 
increased risk for suicide. Many factors contribute to this increased 
risk, including:47,83,66  
• Pain
• Physical symptoms
• Advanced illness with poor prognosis
• Depression resulting in hopelessness
• Delirium and disinhibition
• Loss of control and helplessness
• Pre-existing psychopathology
• Suicidal history
• Inadequate social support. 

Individuals with cancer and concurrent depression and anxiety 
have more difficulties with somatic concerns, disabilities, unex-
plained symptoms, and increased symptom severity.1,8,24 Co-morbid 
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Findings from the NCIBOP study suggest that implementation 
of quality metrics, sequential assessment with validated tools, 
and the integration of evidence-based treatment guidelines are 
feasible. Aggregation of patient outcome data showed statistically 
significant improvement in PHQ-9 scores after intervention with 
the NCIBOP providers when using evidence-based treatment 
approaches. With the evolution of healthcare policy and a rising 
demand for quality, the establishment of standards for care and 
the inclusion of quality metrics are necessary to measure patient 
outcomes effectively.  
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