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Abstract
The NCCN Clinical Practice Guidelines in Oncology (NCCN Guide-
lines) for Distress Management have, since 1997, called for routine 
screening of distress in patients with cancer. Following the exam-
ple of pain as the fifth vital sign, the case for using the concept of 
distress as the sixth vital sign was made by leading psycho-oncolo-
gists in 2007. Cancer care organizations in Canada and the Interna-
tional Psycho-Oncology Society have adopted the NCCN Guidelines 
for Distress Management and have named distress screening as the 
sixth vital sign, thereby encouraging cancer care clinicians to think 
of screening for distress when they screen for pain and other vital 
signs. Using the evidence integration triangle, this article explores 
the dissemination of the notion of distress as the sixth vital sign in 
an international context. This exploration shows that NCCN and 
similar organizations can adopt the evidence integration triangle 
in its next phase of moving toward full implementation of the 
NCCN Guidelines for Distress Management. (J Natl Compr Canc 
Netw 2014;12:221–227)

patients, so that those concerns can be addressed in a 
timely manner. The NCCN standards state that “all pa-
tients should be screened for distress at their initial visit, 
and at appropriate intervals, as clinically indicated”2 (to 
view the most recent version of these guidelines, visit 
NCCN.org). 

The Need for Distress Screening
Up to 43% of patients in treatment for cancer have been 
reported to have clinically significant levels of distress.3 
In a 2005 study of 1281 patients screened for distress in a 
community-based oncology practice, 410 (32%) reported 
clinically significant distress.4 This distress may arise from 
the disease itself,5 but also from physical symptoms such 
as pain and fatigue,6 from emotional states such as de-
pression and anxiety, and from spiritual concerns.7 Un-
addressed, distress diminishes adherence to treatment, 
reduces quality of life and satisfaction with care, and 
negatively affects medical outcomes and survival.8–14 

The Distress Thermometer
Integral to  the NCCN Guidelines for Distress Manage-
ment is the use of a standard instrument to screen for 
distress. The success of the 0 to 10 rating scale for pain 
assessment was seen as a possible model for screening for 
distress. Roth et al15 tested a single-item “Distress Ther-
mometer” (DT) to assess distress rapidly in a user-friendly 
format. It asks people to rate how distressed they have 
felt in the past week on a scale from 0 (no distress) to 10 
(extremely distressed). Jacobsen et al16 evaluated the sin-
gle-item DT and found that it compared favorably with 
the 14-item Hospital Anxiety and Depression Scale and 
the 18-item version of the Brief Symptom Inventory as a 
method for screening distress among ambulatory patients 
with cancer. A cutoff distress score of 4 on the single-
item DT was reported as sensitive, indicating moderate 
to severe distress.16 
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Background
Moving new health care discoveries and innovations 
from evidence into everyday clinical practice remains 
a challenge, despite demonstrated benefits.1 The ev-
idence-based NCCN Clinical Practice Guidelines in 
Oncology (NCCN Guidelines) for Distress Manage-
ment,2 which call for routine distress screening of pa-
tients with cancer, are no exception. Screening for dis-
tress attempts to identify in real time the concerns of 
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Benefits of Distress Screening
The benefits of distress screening have been iden-
tified as far back as 30 years ago, when Worden 
and Weisman17 found that more than two-thirds of 
patients at risk for cancer-related distress accepted 
screening. Patients at high risk for distress who were 
screened and offered psychological intervention re-
ported a significant decrease in distress and a signifi-
cant increase in the level of problem-solving.18 Since 
the 1980s, clinical trials have shown that assessing for 
distress improves both patient-reported outcomes19–21 
and communication between patients and provid-
ers.19,21,22  For these reasons, the Institute of Medicine 
found that distress screening is an evidence-based way 
to integrate psychosocial cancer care with biomedical 
cancer care.23

Slow Uptake of Evidence-Based Distress 
Screening Practice Guidelines
However, even with the proven ability of the NCCN’s 
DT to detect distress, Pirl et al6 interviewed 1000 on-
cologists in the United States and found that fewer 
than 15% report having used a standardized method 
for distress screening. Convincing evidence suggests 
that, without the aid of a screening instrument such 
as the NCCN’s DT, cancer care providers do not of-
ten recognize distressed patients. In a study that evalu-
ated the ability of 143 physicians to detect heightened 
distress among 2297 patients with cancer, only 29% 
of patients with scores exceeding the cutoff on an es-
tablished screening measure were identified by their 
physicians as being distressed.7 Although one study 
found that a greater severity of distress is associated 
with better recognition by clinicians, it also found 
that without using a screening instrument to identify 
distress, clinicians detected only approximately half of 
all severely distressed patients.24

Even with the known need for psychosocial dis-
tress screening using a standardized instrument, little 
effort has been made to modify clinical practice. Be-
tween 2005 and 2012, only a 7% increase in NCCN 
Member Institutions conducting any routine screen-
ing occurred, and the number of these institutions 
screening all outpatients routinely increased only by 
10%, which, in 2012, still only represented 35% of 
all NCCN Member Institutions.25,26

This slow uptake of the NCCN Guidelines for 
Distress Management is the conundrum of dissemina-
tion. This article explores the dissemination of these 
guidelines in an international context, and suggests 

that lessons learned can be applied to disseminating 
and implementing the guidelines in the United States. 

Dissemination and Implementation 
in a Health Care Context
Unlike in other contexts, in which dissemination 
means something like spreading broadly and widely 
as if sowing seeds, some of which may germinate and 
others not, dissemination in a health care context 
means something narrower. Dissemination in the 
health care context is, as Glasgow et al1 define it, 
“the targeted distribution of information and inter-
vention materials to a specific public health or clini-
cal practice audience.” Of course, the intent is to 
spread knowledge and change clinical practice and 
influence health care policy, but it is exactly the tar-
geted nature of the process that makes dissemination 
different in a health care context. Dissemination in 
a health care context, in other words, is active and 
targeted. Spreading the message without this active 
targeting is passive, and is what Glasgow et al1 call 
diffusion, not dissemination. 

In another article, Glasgow et al27 argue that 
too often evidence is decontextualized and imple-
mentation is standardized, which in turn causes slow 
integration of evidence into clinical practice and 
policy. As with targeted dissemination, implementa-
tion likewise must be targeted. This targeting occurs 
through 3 components: 1) key stakeholders must 
be identified and engaged in the process of imple-
menting evidence-based standards; 2) eschewing the 
tendency to force programmatic standardization, a 
program that can be adapted to the local practice or 
policy context must be used; and 3) specific and prac-
tical longitudinal measures must be used to provide 
rapid feedback on progress (Figure 1). Using these 3 
components to target the practice environment will 
provide a framework for integrating evidence into 
practice and policy. Glasgow et al27 call this frame-
work the evidence integration triangle.

The Targeted Dissemination and 
Implementation of the NCCN 
Guidelines for Distress Management 
in an International Context
Early adoption of routine distress screening has occurred 
in international settings. For example, in one state gov-
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ernment in Australia, the cancer plan calls for routine 
distress screening.28 To sharpen the focus of discussion 
on dissemination and implementation, however, this 
article focuses on the Canadian example.

The Canadian Example 
In June 2004, the Canadian Strategy for Cancer 
Control adopted the view that distress screening is “a 
core indicator of a patient’s health and well-being,” 
and made distress the sixth vital sign in cancer 
care.29 Just as with temperature, pulse, respiration, 
blood pressure, and pain, cancer care professionals 
in Canada now routinely screen for distress.30 The 
intent was to brand distress as a vital sign to enable 
cancer care providers “to conceptualize distress in 
the medical model.”31 

In a 2011 paper, Bultz et al31 described how, in 
Canada, they moved from this early step of naming, 
or branding, distress as the sixth vital sign to a na-
tionwide adoption of routine distress screening. First, 
they engaged high-level stakeholders at the national 
level for targeted, active dissemination. Second, 
they developed national recommendations, which 
provided an opportunity for a national discussion of 
local adaptation for programmatic implementation. 
Third, as of 2011, 4 jurisdictions within the Cana-
dian cancer care system have implemented routine 
distress screening. The evidence from these 4 will 

be used to target other jurisdictions for complete 
nationwide adherence to the standard. The Cana-
dian example exemplifies the targeted nature of 
dissemination and implementation as expressed in 
Glasgow’s evidence integration triangle (Table 1). 

The International Psycho-Oncology  
Society’s Efforts
In 2010, in an effort to endorse the NCCN Guide-
lines for Distress Management standard of routine dis-
tress screening, the International Psycho-Oncology  
Society (IPOS) endorsed the concept that distress 
be viewed as the sixth vital sign. The official IPOS 
statement is 2-fold:
1. Quality cancer care must integrate the psychoso-

cial domain into routine care, and
2. Distress should be measured as the sixth vital 

sign after temperature, blood pressure, pulse, re-
spiratory rate, and pain.32

Since 2010, IPOS has targeted cancer care and 
advocacy organizations throughout the world with 
evidence of the need for, and benefits of, distress 
screening. So far, 66 organizations have endorsed 
the IPOS quality standard of cancer care (Table 2). 
Their endorsement represents IPOS’s targeted dis-
semination of the quality care standard. 

The next step beyond endorsement for these 66 
organizations, however, is dissemination and imple-
mentation within their spheres of influence. This 
will involve taking the 3 steps of the evidence inte-
gration triangle. These steps, from endorsement to 
implementation, may be illustrated through consid-
ering the current state of affairs in the United States.

Apply the Evidence Integration 
Triangle to United States
In 2011, the American College of Surgeons Com-
mission on Cancer (CoC) published Cancer Program 
Standards 2012,33 stipulating that CoC-accredited 
cancer centers will have to conduct psychosocial dis-
tress screening a minimum of one time at a pivotal 
medical visit. If a patient is clinically significantly 
distressed, the standards also stipulate further assess-
ment, referral to appropriate psychosocial health 
care resources, and follow-up after referral, all of 
which must be documented in the patient’s medi-
cal record. Furthermore, the entire distress screen-
ing program must be overseen by the psychosocial 

An evidence-based 
distress screening program

Evidence on  
distress screening

Key stakeholders

Participatory 
implementation  

process (including 
key stakeholders)

Practical 
progress 
measures

Figure 1. Evidence intergration triangle adapted to implementation 
of distress screening.  
Based on Glasgow R, Green L, Taylor M, Stange K. An evidence 
integration triangle for aligning science with policy and practice. Am 
J Prev Med 2012;42:646–654.
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health care professional on the cancer center’s can-
cer committee. 

The CoC standards follow the evidence integra-
tion triangle. The committees target key stakehold-
ers through the cancer center’s cancer committee, 
which according to the CoC, leads the cancer cen-
ter’s program and sets goals, monitors program activi-
ties, and evaluates patient outcomes.33 The commit-
tees make it possible for cancer centers to determine 
the methods and tools then use to screen for distress, 
thus adapting to the practice environment, and they 
will judge the progress made on implementing the 
psychosocial distress screening standard on a 1 (com-
pliance) to 5 (noncompliance) rating scale.

Although the CoC standards do not go all the 
way to adopting the IPOS quality care standard of 
distress as the sixth vital sign, they will ensure that 
every patient with cancer is screened for distress at 
least once. Distress as the sixth vital sign is a con-
ceptual mnemonic, as it were, placing before the 
minds of cancer care clinicians the need to screen 
their patients.20 However, if the CoC mandated that 
this screening occur at specific times, the adaptabil-
ity of the quality care standard might be lost, in the 
same way as if the CoC dictated which instrument 
to use and at which cutoff score distress is considered 
clinically significant. Although the NCCN’s DT is 
a standardized tool that may be used in most cancer 
care settings, even on it the cutoff score may differ 
depending on the stage and place within the trajec-
tory of disease. 

More important, perhaps, is that the very notion 
of distress as a vital sign does not itself dictate the 
frequency of measurement. The frequency of vital 
sign monitoring depends on the clinical practice’s 
scope of care, the patient’s condition, the treatment 

the patient is receiving, and the need for informa-
tion for clinicians to make clinical judgments about 
care. It is obvious to state that, for example, vital 
signs are monitored more frequently in an acute 
care setting than in a step-down unit or a general 
medical-surgical floor, or even a primary care setting. 
This variability of frequency notwithstanding, the 
purpose of monitoring vital signs is to provide cli-
nicians with information about the types of clinical 
judgments they need to make. The IPOS quality care 
standard of distress as the sixth vital sign, therefore, 
should not itself dictate the frequency of vital sign 
monitoring. 

A limitation of the CoC standard, however, is 
that it requires distress screening at only one piv-
otal visit. This visit may be the initiation of medical 
treatment, such as at the first cycle of chemotherapy. 
However, other pivotal visits occur on the cancer 
care trajectory, such as at the end of treatment and 
the move to survivorship or when disease recurs. An 
important facet of the concept of distress as the sixth 
vital sign is that the place on the disease trajectory 
and the patient’s status determine the frequency of 
the screening, rather than a standard that may allow 
cancer centers to aim merely to comply. The focus 
of distress screening is, of course, on improving the 
quality of care through integrating psychosocial with 
biomedical cancer care.

However, IPOS and other psychosocial cancer 
care organizations, including NCCN, need to edu-
cate cancer centers’ cancer committees on applying 
the evidence integration triangle to their rollout of 
the CoC standard, including the frequency of dis-
tress screening. Education of the cancer committees 
is not all that is needed. Teams of clinicians must 
be coached through the process of distress screening 

Table 1  Matching the Canadian Strategy With the Evidence Integration Triangle
Evidence Integration Triangle Canadian Strategy IPOS Strategy

Step 1 Target key stakeholders Targeted high-level national 
stakeholders

Target influential international 
organizations

Step 2 Program adapted to context National recommendations adopted 
with adapted programmatic 
implementation in jurisdictions

IPOS quality care standard of 
Distress as the 6th vital sign

Step 3 Practical progress measures Measuring progress from early 
adopter jurisdictions as a means of 
encouraging complete nationwide 
adoption

Measuring numbers of 
international organizations that 
adopt and implement the IPOS 
quality care standard of distress 
as the 6th vital sign
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as described in the NCCN Guidelines for Distress 
Management. They need support not only from out-
side experts but also from each other, sharing their 
unique expertise as they implement evidence-based 
distress screening. This education and support tar-
get key stakeholders and engage them in adapting 
the quality care standard to their practice settings, 
including their patient population—the first 2 steps 
in the evidence integration triangle’s integration of 
evidence into practice. 

Furthermore, cancer committees and teams of 
clinicians must agree on the frequency of screening 
for distress in their cancer centers, and more specifi-
cally in the population of patients their particular 
clinics serve. A patient in the first 100 days after di-
agnosis may experience distress more acutely than a 
patient who is in survivorship care, and therefore the 
frequency of screening may need to differ for each 
patient. At the heart of the question of frequency 
of distress screening is the notion of staying current 
with the evidence, and understanding the critical 
times when patients may be at greater risk for distress 
and therefore may need more frequent screening.

IPOS and NCCN, likewise, can educate can-
cer centers’ cancer committees on the importance 
of measuring progress toward integrating evidence 
into their clinical care. Jacobsen and Kadlubeck34 
have shown that if practices measure their progress 
on 2 psychosocial quality indicators—that patients 
were screened for distress within 1 month of their 
initial visit and, if found to have clinically significant 
distress, evidence in the medical record shows that 
action was taken—practices increased their rates of 
screening patients and of taking action to address 
any concerns.

Conclusions
NCCN and similar organizations can adopt the 3 
steps of the evidence integration triangle in its next 
phase of moving toward full adoption of the qual-
ity care standard of distress screening as a way of in-
tegrating psychosocial cancer care with biomedical 
cancer care. Cancer care professionals must be edu-
cated that, to disseminate the evidence of the ben-
efits of routine distress screening and to work toward 
its full implementation, key stakeholders must be 
targeted. When targeting these key stakeholders for 
their support of distress screening, forcing program-

Table 2  List of Organizations Endorsing the 
IPOS Quality Care Standard

African Organisation for Research and Training in Cancer (AORTIC)
Alliance Mondiale Contre le Cancer (AMLCC)
American Psychosocial Oncology Society (APOS)
Association for Children and Adolescents with Cancer (TUCCA)
Association of Psychosocial Oncology (POA)
Australian Psychosocial Oncology Society (OZPOS)
Austrian Platform of Psycho-Oncology (OPPO)
Bahrain Cancer Society 
Brazilian Psycho-Oncology Society (SBPO)
Breast Cancer Aotearoa Coalition (BCAC)
Breast Cancer Care (BCC)
Breast Cancer Welfare Association Malaysia (BCWA)
Bermuda Cancer and Health Centre (BCHC)
British Psychosocial Oncology Society (BPOS)
Canadian Association of Nurses in Oncology (CANO/ACIO)
Canadian Association of Psychosocial Oncology (CAPO)
Canadian Cancer Society (CCS)
Cancer Council Australia (CCA)
Cancer Focus Northern Ireland (CF)
Cancer Patients Aid Association (CPAA)
Centro de Câncer de Brasília (CETTRO)
Clinical Oncology Society of Australia (COSA)
Deutsche Arbeitsgemeinschaft für Psychosoziale Onkologie (DAPO)
Dutch Cancer for Society (DCS)
Dutch Society for Psychosocial Oncology (NVPO)
French Psycho-Oncology Society (SFPO)
Formosa Cancer Foundation
Foundation for Children with Leukemia (LOSEV)
Hospis Malaysia
Indian Cancer Society (ICS)
Indonesian Cancer Foundation
International Network for Cancer Treatment and Research (INCTR)
International Society of Paediatric Oncology (SIOP)
Irish Cancer Society
Israel Cancer Association (ICA)
Israel Psycho-Oncology Society (IPOS)
Italian Society of Psycho-Oncology (SIPO)
Japan Psycho-Oncology Society (JPOS)
Kenzies Gift
Lebanese Cancer Society (LCS)
LIVESTRONG Foundation
Macmillan Cancer Support (MCS)
McGrath Foundation
National Cancer Society Malaysia (NCSM)
Neolife Oncology Center
Nepal Cancer Relief Society (NCRS)
Peter MacCallum Cancer Centre
Philippine Cancer Society (PCS)
Polish Psycho-oncology Society (PPS)
Prostate Cancer Foundation of Australia (PCFA)
Psycho-Oncology Co-operative Research Group (PoCoG)
Psycho-oncology Society of Nigeria (POSON)
The Prostate Net
Reach to Recovery Kenya (R4R)
Reach to Recovery (RRI)
Spanish Society of Psycho-Oncology (SEPO)
Swiss Society of Psycho-oncology (SGPO)
Swedish Cancer Society
Swedish Psycho-Oncology Society (SWEDPOS)
Taiwan Breast Cancer Alliance
Taiwan Psycho-Oncology Society (TPOS)
Tata Memorial Centre
Turkish Psychosocial Oncology Association (PSOD)
Uganda Women’s Cancer Support Organisation (UWOCASO)
Union for International Cancer Control (UICC)
V Care Foundation
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matic standardization on them will slow implemen-
tation; the methods, tools, and frequency of distress 
screening must be adaptable to the practice environ-
ment, taking into account the place on the disease 
trajectory and the condition of the patients served 
by the practice. Finally, practices must be educated 
on how to use quality indicators to measure their 
progress toward the ultimate goal of integrating psy-
chosocial cancer care with biomedical cancer care: 
practices can audit their patients’ medical records 
to determine whether patients were screened and 
whether action was taken when necessary. Prepar-
ing cancer care practices, including and especially 
NCCN Member Institutions, to take these 3 practi-
cal steps may help them integrate the evidence of 
distress screening into their practices, thus moving 
evidence from the pages of the researchers’ scientific 
papers to the everyday reality of quality, patient-cen-
tered cancer care. 
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