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Importance:

e Psychosocial distress: An unpleasant emotional experience of a psychosocial (cognitive, behavioral, emotional), social,

and/or spiritual nature that may interfere with the ability to cope with cancer, its physical symptoms, and its treatment.?

e |dentified as an important predictor for a range of negative medical outcomes 23

e Distress prevalence is higher in Head & Neck Cancer (HNC) patients compared to cancer groups more generally

e 60% distress prevalence in Head & Neck Cancer (HNC) patients versus 40% among general cancer groups*3

* Elevated HNC distress is attributed to treatment side effects, functional impairment and loss (eg, speech and
swallowing),” ! disfigurement,*? persistent pain and fatigue.314

e Distress screening is not widely implemented despite high prevalence and adverse impact on outcomes in HNC patients

Objectives:

 To examine clinically significant distress and sources of distress in HNC patients
 To develop and implement a standardized protocol that screens HNC patients for distress, as well as psychological,
social, financial, and behavioral issues that may contribute to a patient’s treatment or adversely affect clinical outcomes

Methods:

Participants & Setting:

D & NECK SURGERY UCLA Head & Neck Cancer Program (HNCP): multidisciplinary HNC oncology team
UCLA RADIATION ONCOLOGY that meets weekly for a tumor board conference followed by same-day clinic

LR REE evaroLor oncoLosy e AIl HNCP patients completed the HNCP Distress (HNCP-DS) at intake

EliﬁléER womuone * Same-day psychosocial evaluation was triggered by Distress Thermometer (DT)

PROGRAM il score > 4 or by direct referrals by clinicians based on clinical judgment

NEURORADIOLOGY

(HNCP) EepTOs Psychosocial Screening Instruments:

CLINICAL NUTRITION
PALLIATIVE CARE Health

HMNCP DISTRESS SCREENER FOR PATIENTS

it e | s et e e HNCP Distress Screener
Implementation Measures: | — )| &= - NCCN Distress
e Comparison of two concurrent methods llllll . Lrllleg-rzzgnpetteedr I(\I|)C12N
of identifying patients with distress A [z o e 00 b Problem List
« Rates of same-day psychosocial follow-up altey] et el I I - -] P— PHQ-4: Patient Health
for distressed patients B

Questionnaire to screen for
anxiety and depression

Date Time
If signed by someone other than the patient, please specify relationship to the
atient: Date

Clinician Assessment

(Existing Method) Data AnaIySiS.'

e T-tests and chi-square tests analyzed distressed and non-distressed
patients based on demographics and clinical variables

Referral to Mind-Body Team (MBT) e Multivariable logistical regression to identify variables associated with
for Same-day Evaluation distress (DT>4)

Characteristic

EEEER Female

Male

Age <50

50-65

>65

| Marital  [SIEE
m Married / Partnered

Divorced
Widowed
Unknown

Some high school

Achievement High school graduate

Associate degree

Bachelor degree

Professional degree

Unknown
Employment Yes

status N

Retired

Tobacco Use Current

Former

Never

Alcohol Use Yes

No

Stage 0
Early stage

Locally advanced
Metastatic

Multiple Primary
Recurrence

Not formally staged
Unable to Stage

_ Unknown

Results:

Sample Characteristics (N=287)
[ count | DTScore | Distressed(DT>4) _

Count

N=287

101
186
48
80
159
43
196
18
19
11
16

46

48
85
71
21
124
26
137
13
111
160
163
124
9
103
63
28
3
11
15
18
5

Mean

5.48
3.99
4.92
4.86
4.22
4.41
4.44
6.36
5.24
2.05
5.69

4.93

5.14
4.25
3.68
5.17
4.47
5.27
4.41
5.81
4.67
4.37
4.43
4.63
4.33
431
5.21
3.70
2.33
5.36
4.50
4.69
6.00

SD

3.13
3.35
2.85
3.37
3.46
3.25
3.25
2.73
4.34
2.97
3.24

3.43

3.52
3.07
3.51
291
3.23
3.48
3.43
3.86
3.52
3.16
3.26
3.46
3.74
3.27
3.33
3.58
1.53
3.85
3.65
3.43
2.35

70
93
32
48
83
25
109
15
12
2
11

28

30
47
32
15
71
17
75
9
66
88
95
68
5
60
41
12
1
7
7
10
5

%

66.3% Total Distressed [DT score > 4], N(%) 163 (57%)

22:‘7’: Average DT score (Mean + S.D.) 4.51 +3.35
60.0% DT Score of Distressed (Mean * S.D.) 7.07 +1.85
55.6% DT Score of Non-Distressed (Mean + S.D.) 1.14 +1.16

83.3%
63.2%
18.2%
68.8%

Tumor Site Locations

60.9%

62.5% Other, 19, 7%
55.3%
45.1% . Face / Scalp, 65,
71.4% - ThI:’ '°'f"d/ s ’ 23%
== arat y:on , 15,
65.4% 5% Larynx, 19, 7%
54.7% ;
69.2%
Salivary gland,

59.5% -—

22, 8% N =287 Nasal /
55.0% .

Paranasal sinus,

58.3%

0,
54.8% Oropharynx, 56, 22, 8%

55.6% 19%

58.3%

65.1% \ Nasopharynx, 7, 2%
42.9% ”

33.3% Oral cavity, 56,

63.6% 19% Neck, 6, 2%

46.7%
55.6%
100.0%

Age was inversely related to distress, with younger patients reporting higher DT scores
Female patients reported higher average DT scores than males

Divorced patients reported higher DT scores than single and partnered patients

Patients with a professional degree reported significantly lower DT scores than those with
a high school, trade, or associate’s degree

Distressed patients reported significantly
higher anxiety and depression scores than

non-distressed patients

PHQ-4 Domain

Depression™*

+ PHQ-2**

Anxiety**

+ GAD-2**

- GAD-2

** < 0.01

Score
(Mean = SD)

2.04 £1.97

3.08+2.14

Distressed (n=163) Non-Distressed (n=124)

n(%)

37 (22.7)

126 (77.3)

73 (44.8)

90 (55.2)

Odds Ratio

Score
%
(Mean * SD) A

0.33 +0.86
2 (1.6) 1.51
122 (98.4) AD-2 Score 1.63

0.78 £0.33
iy Fatigue 2.43
116 (93.5) =

HNC-Specific Problem List

Of the total patients (N = 287):

e Patients reported an average of 4.0 £ 3.7 problems on the modified HNC-
specific Problem List

e 232 (81%) patients endorsed at least one problem from any category

The following number of patients reported at least one problem in each of the
categories below:

214 (75%) 111 (38%)

PHYSICAL PRACTICAL
problems problems

Among the 163 patients with distress (DT score>4), the resulting percentages
of patients reported the following problems under the respective domains:

= Pain (62%) —> Treatment Decisions (37.4%) Isolation / Loneliness (13.5%)
—> Fatigue (50.3%) - |nsurance/ Financial (12.3%) Family Health Issues (11.7%)
—> Sleep (44.8%) ——— \Work / School (12.3%) Lack of Support (6.1%)

Distressed (n = 163) Non-distressed (n=124)

Number of Problems (Mean * SD)

Number of Problems (Mean + SD)
Total Problems** 5.42 £3.93 2.16 £ 2.59
Practical Problems** 0.79+1.11 0.33£0.63
Family Problems** 0.45 £ 0.86 0.14 £ 0.48
Physical Problems** 4.17 £2.96 1.73 +2.17

Spiritual / Religious Problems 0.02+0.13 0

** < 0.01

Evaluation of Distress

Pain, fatigue, anxiety and depression ~Screening Implementation
are associated with distress at intake

Clinician Assessment Formal Screening with
(Existing Method) HNCP-DS (New Method)

- 95% Cl for Odds Ratio - b=
e"

Lower Upper p-value 210/287 (73%) identified as distressed
0.11 0.31 0.26

47 103 60
1.04 2.18 0.03 (22%) (49%) (29%)
1.30 2.05 <0.01
1.17 5.05 0.02 l
1.75 6.26 <0.01 )

Receipt of Same-day Psychosocial Evaluation

Discussion:

57% screened positive for distress using the DT, proving feasibility of HNC
distress screening
210 patients were identified as highly distressed using both methods, 79% of
which received same-day MBT evaluation
Limitations:
* Low generalizability given single institution study with established
multidisciplinary program
e Sample bias as not all HNCP patients completed HNCP-DS
* Not all patients with DT>4 received psychosocial follow-up
Future goals include:
* Increasing rates of psychosocial consultation for all patients with DT>4
* Implementing distress screening longitudinally across cancer care
trajectory
 Examining the impact of distress screening and MBT follow-up on long-
term patient outcomes

References:

10.

11.

12.

13.

14.

National Comprehensive Cancer Network. NCCN Clinical Practice Guidelines in Oncology (NCCN
Guidelines®) Distress Management (Version 1.2021). Accessed June 11, 2020.
https://www.nccn.org/professionals/physician gls/default.aspx#distress

Williams C. Psychosocial Distress and Distress Screening in Multidisciplinary Head and Neck Cancer
Treatment. Otolaryngol Clin North Am. 2017;50(4):807-823. doi:10.1016/j.0tc.2017.04.002

Tromp DM, Brouha XDR, De Leeuw JRJ, Hordijk GJ, Winnubst JAM. Psychological factors and patient delay in
patients with head and neck cancer. Eur J Cancer. 2004;40(10):1509-1516. doi:10.1016/j.ejca.2004.03.009
Mehnert A, Hartung TJ, Friedrich M, et al. One in two cancer patients is significantly distressed: Prevalence
and indicators of distress. Psychooncology. 2018;27(1):75-82. doi:10.1002/pon.4464

Funk R, Cisneros C, Williams RC, Kendall J, Hamann HA. What happens after distress screening? Patterns of
supportive care service utilization among oncology patients identified through a systematic screening
protocol. Support Care Cancer. 2016;24(7):2861-2868. doi:10.1007/s00520-016-3099-0

Yang A, Sokolof J, Gulati A. The effect of preoperative exercise on upper extremity recovery following breast
cancer surgery. IntJ Rehabil Res. 2018;41(3):189-196. doi:10.1097/MRR.0000000000000288

Howren MB, Christensen AJ, Karnell LH, Funk GF. Psychological factors associated with head and neck cancer
treatment and survivorship: evidence and opportunities for behavioral medicine. J Consult Clin Psychol.
2013;81(2):299-317. doi:10.1037/a0029940

Riba MB, Donovan KA, Andersen B, et al. Distress management, version 3.2019. JNCCN J Natl Compr Cancer
Netw. 2019;17(10):1229-1249. doi:10.6004/jnccn.2019.0048

Silveira MH, Dedivitis RA, Queija DS, Nascimento PC. Quality of life in swallowing disorders after nonsurgical
treatment for head and neck cancer. Int Arch Otorhinolaryngol. 2015;19(1):46-54. doi:10.1055/s-0034-
1395790

Perry A, Casey E, Cotton S. Quality of life after total laryngectomy: Functioning, psychological well-being and
self-efficacy. Int J Lang Commun Disord. 2015;50(4):467-475. doi:10.1111/1460-6984.12148

Lin BM, Starmer HM, Gourin CG. The relationship between depressive symptoms, quality of life, and
swallowing function in head and neck cancer patients 1 year after definitive therapy. Laryngoscope.
2012;122(7):1518-1525. d0i:10.1002/lary.23312

Gilony D, Gilboa D, Blumstein T, et al. Effects of tracheostomy on well-being and body-image perceptions.
Otolaryngol - Head Neck Surg. 2005;133(3):366-371. doi:10.1016/j.0tohns.2005.04.025

Gill SS, Frew J, Fry A, et al. Priorities for the head and neck cancer patient, their companion and members of
the multidisciplinary team and decision regret. Clin Oncol. 2011;23(8):518-524.
doi:10.1016/j.clon.2011.03.014

List MA, Rutherford JL, Stracks J, et al. Prioritizing treatment outcomes: Head and neck cancer patients
versus nonpatients. Head Neck. 2004;26(2):163-170. doi:10.1002/hed.10367



https://www.nccn.org/professionals/physician_gls/default.aspx#distress

	Implementation and evaluation of a psychosocial distress screening protocol in a multidisciplinary head and neck cancer clinic��Stephanie Lazaro BS1, Eden R Brauer PhD, RN2, Charlene L Williams PhD1, David A Rapkin PhD1, Amy B Madnick LCSW3, Roger Dafter PhD1, Guo Cheng MD4, Ashleigh Porter MD5, Elliot Abemayor MD, PhD1, Robert Chin MD, PhD6, Amar U. Kishan MD6, Wanxing Chai-Ho MD5, Elizabeth Morasso LCSW, OSWC6, Vijaya Surampudi MD7, Andrew Erman MA, CCCSLP8, Dinesh Chhetri MD1, Maie St. John MD, PhD1, Deborah Wong MD, PhD5�1Department of Head and Neck Surgery, David Geffen School of Medicine at UCLA, Los Angeles, CA, 2Department of Nursing, UCLA School of Nursing, Los Angeles, CA, 3Department of Care Coordination & Clinical Social Work, Ronald Reagan-UCLA Medical Center, 4Department of Physiology, David Geffen School of Medicine at UCLA, Los Angeles, CA, 5Department of Hematology Oncology, David Geffen School of Medicine at UCLA, Los Angeles, CA, 6Department of Radiation Oncology, David Geffen School of Medicine at UCLA, Los Angeles, CA, 7Department of Internal Medicine, Center for Human Nutrition, David Geffen School of Medicine at UCLA, Los Angeles, CA, 8Department of Audiology and Speech Pathology, Ronald Reagan-UCLA Medical Center, Los Angeles, CA 

