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Psychiatric and psychosocial disorders among cancer patients have been reported as
a major consequence of the disease and treatment. The problems in applying a pure
psychiatric approach have determined the need for structuring more defined methods,
including screening for distress and emotional symptoms and a more specific psychosocial
assessment, to warrant proper care to cancer patients with psychosocial problems. This
review examines some of the most significant issues related to these two steps, screening
and assessment of psychosocial morbidity in cancer and palliative care. With regard to
this, the many different variables, such as the factors affecting individual vulnerability (e.g.,
life events, chronic stress and allostatic load, well-being, and health attitudes) and the
psychosocial correlates of medical disease (e.g., psychiatric disturbances, psychological
symptoms, illness behavior, and quality of life) which are possibly implicated not only
in “classical” psychiatric disorders but more broadly in psychosocial suffering. Multidi-
mensional tools [e.g., and specific psychosocially oriented interview (e.g., the Diagnostic
Criteria for Psychosomatic Research)] represent a way to screen for and assess emotional
distress, anxiety and depression, maladaptive coping, dysfunctional attachment, as well
as other significant psychosocial dimensions secondary to cancer, such as demoralization
and health anxiety. Cross-cultural issues, such as language, ethnicity, race, and religion,
are also discussed as possible factors influencing the patients and families perception of
illness, coping mechanisms, psychological response to a cancer diagnosis.
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INTRODUCTION
Psychiatric and psychosocial disorders among cancer patients have
been reported as a major consequence of the disease and treatment.
Sutherland (1956) among the first indicated that the psychol-
ogy of cancer patient is that of a person under a special and
severe form of stress, during which many fundamental under-
lying convictions, based on the life-history of the person and his
experiences (e.g., pattern of relationship with attachment figures)
are brought to the surface. He also described six clinical types
of psychological reactions commonly seen after cancer diagnosis
and treatment, namely dependency, anxiety, postoperative depres-
sion, hypochondriac response, obsessive-compulsive reactions,
and paranoid reactions.

Subsequent research, by using more specific tools and inter-
views (e.g., the Diagnostic Statistical Manual for Mental Disorders
DSM-III, III-R, and IV; the International Classification of Dis-
orders), has confirmed the importance of assessing psychosocial
responses, indicating that adjustment disorders, anxiety, and
depression may be diagnosed in between 40–50% of cancer
patients (Derogatis et al., 1983; Hardman et al., 1989; Grassi et al.,
2000; Kissane et al., 2004; Singer et al., 2013). The implications and
the impact of these disorders for the patients and the families are of
paramount importance in oncology, with studies demonstrating

the association of psychosocial morbidity with maladaptive cop-
ing, reduction of quality of life (QoL), impairment in social
relationships, risk of suicide, longer rehabilitation time, poor
adherence to treatment, and abnormal illness behavior, family
dysfunction, and possibly, shorter survival (Mitchell et al., 2011).

The problems in applying a “pure” psychiatric approach, in
conducing structured psychiatric interviews in cancer settings
(Grassi and Nanni, 2013) and in having the largest possible num-
ber of cancer patients evaluated in their psychosocial dimension,
according to the new standard of treatment (Holland et al., 2011)
have determined the need for structuring more defined meth-
ods. There is today a general agreement that screening for distress
and emotional symptoms is the first important procedure to be
implemented in clinical settings, while a more specific psychoso-
cial assessment should follow, to warrant proper care to cancer
patients with psychosocial problems (Grassi et al., 2013a). This
review examines some of the most significant issues related to these
two steps, screening and assessment of psychosocial morbidity in
cancer and palliative care.

SCREENING FOR EMOTIONAL DISORDERS
In oncology and palliative care settings there are several
dimensions including emotional distress, anxiety and depression,
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maladaptive coping, and dysfunctional attachment that, a broad
psychosomatic approach can elicit (Grassi, 2013).

EMOTIONAL DISTRESS
The [National Comprehensive Cancer Network (NCCN), 2003];
www.nccn.org established in 1997 a multidisciplinary team, con-
sisting of health care professionals from different fields that worked
on the first set of clinical practice standards and guidelines for the
assessment and management of the psychosocial consequences of
cancer (Holland,1997). The panel developed a specific instrument,
the distress thermometer (DT), as a short screening instrument
to routinely and rapidly assess distress in cancer settings. The
word “distress” was chosen to define “a multifactorial unpleasant
emotional experience of a psychological (cognitive, behavioral, emo-
tional), social, and/or spiritual nature that may interfere with the
ability to cope effectively with cancer, its physical symptoms and its
treatment. Distress extends along a continuum, ranging from com-
mon normal feelings of vulnerability, sadness and fears to problems
that can become disabling, such as depression, anxiety, panic, social
isolation and existential and spiritual crisis [. . .].” The DT is visual
analogue tool asking the subject to rate his/her level of distress on a
0–10 scale (from No Distress to Extreme Distress) and to check for
possible problems in different areas, including physical, emotional,
spiritual, family, and practical problems. National Comprehen-
sive Cancer Network (NCCN), (2003) Distress Management panel
published the standards for psychosocial care of cancer patients,
establishing a set of quality measures for screening and algo-
rhythms for managing distress and psychiatric disorders (e.g.,
adjustment disorders, depression, suicide and suicide risk, cogni-
tive disorders) which have been regularly updated on annual basis
(Holland et al., 2013). The DT and the related list of possible prob-
lems (e.g., physical, practical, interpersonal, spiritual, emotional)
increasing the risk for distress have been used worldwide, with data
showing that although cut-off scores varied by language, country,
and clinical setting and to sample characteristics, in the majority
of studies, a score of ≥4 maximize sensitivity and specificity rel-
ative to an established criterion (e.g., psychiatric interview, other
questionnaires) for psychosocial morbidity (Donovan et al., 2014).

Policies about the routine use of short screening tools, such
as the DT or other visual analogue scales (e.g., Edmonton Symp-
tom Assessment Scale, ESAS), have been implemented in several
countries, as a way to rapidly identify patients reporting levels of
distress indicative of psychosocial morbidity and facilitate their
proper referral to psychosocial oncology services (Bultz and Carl-
son, 2006; Bultz et al., 2011; Holland, 2013). The implications
relative to the context and the trajectory of distress, the role of the
patients’ perspective (using screening questionnaires, practition-
ers cannot discover a patient’s thoughts or feelings beyond what
the patient already knows and chooses to disclose) and the transfer
from a diagnostic to a public health framework for screening are
part of a debate still ongoing (Bultz and Johansen, 2011; Salmon
et al., 2014).

ANXIETY AND DEPRESSION
As reported by Mitchell et al. (2011) and Mitchell and Bultz
(2014) a number of data have been accumulated regarding the
screening for depression and anxiety, with the Depression in

Cancer Consensus Group reporting diagnostic validity studies
involving at least 19 tools designed to help clinicians identify
depression in cancer settings (Mitchell et al., 2012). Two stem ques-
tions derived form the Patient Health Questionnaire (PHQ-2), the
Beck Depression Inventory (BDI-II) where considered acceptable.
Other instruments have been applied in psychosocial oncology
and palliative care showing that some tools can be employed as
sensitive and specific tools in clinical settings, including the Hos-
pital Anxiety and Depression Scale (HADS; Zigmond and Snaith,
1983). However recent reviews found that the HADS is a suit-
able tool for initial screening for anxiety and depression (Luckett
et al., 2010; Mitchell et al., 2010), but it cannot be proposed as
a case-finding (diagnostic) instrument. Screening for anxiety has
less been taken into consideration (apart from the data deriving
from the HADS), although it is extremely important in cancer set-
tings. The State-Trait Anxiety Inventory (STAI), the Generalized
Anxiety Disorder scale (GAD-7), the GAD for DSM, and Fear of
Disease Progression Scale (FoP; Herschbach et al., 2005) have been
reported as tools to be applied in cancer settings, although their
acceptability is also reported to be modest.

OTHER SYMPTOMS/SYNDROMES AND CLINICAL CONDITIONS
In oncology and palliative care settings, other clinical conditions
have been the object of studies aimed at evaluating the feasibility of
screening procedures. Cognitive disorders and impairment have
been examined in cancer as possible consequences of treatment.
Data regarding brief testing (bedside cognitive testing) exist with
studies evaluating the sensitivity/specificity of well-known instru-
ments, including the Mini-Mental State Examination (MMSE),
which seems to be less accurate than other tools, the Addenbrooke’s
Cognitive Assessment – Revised (ACE-R), the abbreviated mental
test score (AMTS), and 6-item cognitive impairment test (6CIT;
Mitchell and Bultz, 2014).

Data have been also collected regarding the dimensions of QoL
and wellbeing. With this respect the literature regarding QoL is
extremely vast and besides the scopes of this paper. It suffice
to say that several groups, such as the European Organization
for Research and Treatment of Cancer (EORTC), have developed
instruments to measure a number of areas and items related to
QoL, patient’s satisfaction with doctors and health acre profession
also in general, physical, and mental symptoms, with modules rel-
ative to the single cancer disorders and sites. The EURO-Qol-5,
the Health Survey-36 (SF36), the Rotterdam Symptom Check-List
(RSCL), the Nottingham Health Profile (NHP), and many others
have been however used more for research purposes rather than
routine clinical care.

ASSESSMENT OF BIOPSYCHOSOCIAL DIMENSIONS
Once screened for possible emotional and psychosocial unmet
needs or problems, patients showing symptoms or problems
should be assessed in a more proper way to examine the structural
characteristics of their clinical condition and other psychosocial
dimensions.

COPING AND ATTACHMENT
Assessment of coping, as the pattern of thoughts, beliefs, and
behaviors in response to stressful events, is part of a diagnostic
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approach to cancer patients, since maladaptive styles among can-
cer patients are intrinsically related to psychopathology (Grassi
et al., 1993). According to the transactional theory of stress and
coping (indicating that a stressor is initially appraised and, sub-
sequently, the resources available to deal with the stressor are
examined by the individual), several measures of coping have
been developed (Mitchell and Bultz, 2014). The Mental Adjust-
ment to Cancer (MAC) scale and the shorter Mini-MAC version
have been particularly used in cancer and palliative care settings
with data showing the good property of the scale (Greer et al.,
1989; Watson and Homewood, 2008) in identifying specific styles
of coping, including denial/avoidance (i.e., deliberate effort not
to think about cancer as a way cope), fighting spirit (i.e., the
tendency to see the illness as a challenge), fatalism (i.e., liv-
ing in the moment and take one day at a time), helplessness/
hopelessness (i.e., desperation and hopelessness regarding the ill-
ness and the future), and anxious preoccupation (i.e., the tendency
to be anxious and extremely preoccupied about the illness).

Attachment style is also a significant area to be explored in
the assessment phase both in oncology and palliative care, since
the way in which the patient has experienced early relations with
caregiving figures in the past relates to her view of herself and
to the expectation she has from the health care provider (or
health care system; Grassi et al., 2014). In medically ill patients,
Maunder and Hunter (2009, 2012) have described four possible
patterns of attachment, namely secure, preoccupied, dismissing,
and fearful, which are related to illness behavior, health care rela-
tionships, and health outcomes (Hunter and Maunder, 2001). In
the setting of palliative care, Tan et al. (2005) have described the
importance of attachment processes as critically important deter-
minants of therapeutic relationships, particularly when the aims
of clinicians are to improve the QoL of patients and to address the
suffering that encompasses the physical, psychosocial, and spiri-
tual realms of individuals’ and families’ experiences with terminal
illness. In research with patients with end-stage cancer, attach-
ment anxiety, and avoidance have been found to be associated with
less social support and more psychological distress (Hunter et al.,
2006). A further study of patients with metastatic gastrointesti-
nal and lung cancer has found that both the Experiences in Close
Relationships scale (ECR) in its 36-item version and in a shorter
form (16 items) are valid tools to identify several dimensions of
attachment in oncology (e.g., four first-order factors Worrying
about Relationships, Frustration about Unavailability, Discomfort
with Closeness, Turning Away from Others and two second-order
factors, Attachment Anxiety and Avoidance; Lo et al., 2009).

DEMORALIZATION, HEALTH ANXIETY, AND OTHER PSYCHOSOCIAL
DIMENSIONS
The assessment of other psychosocial dimensions among can-
cer patients has been raised by research in oncology (Grassi
et al., 2007a). The Diagnostic Criteria for Psychosomatic Research
(DCPR; Fava et al., 1995) consists of twelve clinical clusters which
explore a variety of possible psychological conditions and emo-
tional responses to medical illness. Four clusters are related
to patients’ ways of perceiving, experiencing, evaluating, and
responding to their health status (abnormal illness behavior:
disease phobia, thanatophobia, health anxiety, and illness denial);

four clusters are related to the concept of somatization (i.e.,
functional somatic symptoms secondary to psychiatric disorders,
persistent somatization, conversion symptoms, and anniversary
reaction); and four to psychological dimensions that have been
frequently and consistently found in medical patients (i.e., alex-
ithymia, type A behavior, irritable mood, and demoralization; Sirri
et al., 2007). The DCPR constructs of demoralization, alexithymia,
irritable mood, and anniversary reaction were found as significant
dimensions (not detectable by ICD and DSM nosographic sys-
tems) to be taken into account in medically ill patients (Mangelli
et al., 2005, 2006; Grassi et al., 2007b; Guidi et al., 2011; De Vries
et al., 2012; Fava et al., 2012; Porcelli et al., 2012, 2013). In oncol-
ogy settings, health anxiety (37.7%), demoralization (28.8%), and
alexithymia (26%) were the most frequent DCPR clusters reported
by cancer patients in different phases of illness (Grassi et al., 2004,
2005). Patients with DCPR syndromes reported higher levels
of sadness, more physical symptoms, poorer well-being, poorer
leisure activity, and lower support from interpersonal ties, than
women without any DCPR syndrome, with higher scores on the
assessment of worries and preoccupation related to cancer (e.g.,
the illness itself, the effects of treatment, feeling different from
others, the impact on sexual life, the future). Other dimensions
related to the concept of demoralization, as a clinical syndrome
separated from major depression, have been shown to extremely
important in oncology. Loss of meaning and hope can determine
a sense of worthlessness on one’s own life and in the future which
is the hallmark of demoralization, as a syndrome to be measured
in oncology settings (Angelino and Treisman, 2001; Kissane et al.,
2001). A number of recent studies have shown that demoraliza-
tion in cancer patients is related to due to confrontation with
existential stressors that, throughout the illness across all disease
stages, impair the sense of mastery and competence. While global
sense of meaning is an important protecting factor regarding the
development of demoralization and distress symptoms (Vehling
et al., 2011), loss of dignity also has been found to be related to
demoralization (Vehling and Mehnert, 2014).

Abnormal illness behavior (i.e., affective inhibition, disease
conviction in spite of medical reassurance, frictions in inter-
personal relationships) and somatization (i.e., the tendency to
evaluate in somatic terms bodily functions) have been also
reported by both cross-sectional (Grassi et al., 1989; Chaturvedi
et al., 1993) and prospective studies of cancer patients (Grassi and
Rosti, 1996). The importance of assessing this dimension has been
undelined by some authors (Chaturvedi et al., 2006; Grassi et al.,
2013a), who showed that somatic symptoms may magnify dis-
ability resulting from cancer, interfere with treatment adherence
and decisions, cause delay in recovery, result in poor outcome
and recurrence, and reduce overall well-being and QoL, besides
complicating the diagnosis of major depression due to the over-
lap of symptoms occurring as a result of the underlying disease,
depression, or somatoform disorder.

CROSS-CULTURAL CONSIDERATIONS
A specific topic to be discussed when speaking about screening
and assessment of psychosocial consequences of cancer regards
the importance of taking into account cross-cultural issues. In fact
in the last thirty years, attention has focused on the implications
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of cultural diversity in clinical settings, particularly for racial
and ethnic minorities for whom health disparities are related to
socioeconomic disadvantage or the difficulty of integrating their
cultural model into the dominant model (Kagawa-Singer et al.,
2010; Surbone, 2012). Since cancer and palliative care settings are
gradually becoming multiethnic and multicultural, the need for
clear policies of screening and assessment which take into account
the implications determined by cultural diversity, is nowadays
mandatory (Grassi and Riba, 2012).

Language, ethnicity, race, and religion, have an important
role in affecting the patients and families perception of illness,
in influencing communication and doctor–patient relationship
(e.g., disclosure of information related to diagnosis and progno-
sis, role of patient and family in decision-making). Culture may
also influence a patient’s coping mechanisms, including psycho-
logical response to a cancer diagnosis, the presence, or absence of
psychopathological disorders (e.g., phenomenology of anxiety or
depression, abnormal illness behavior, somatization), the aware-
ness and knowledge of treatment options, and their acceptance of
psychological intervention. All these phenomena should be taken
into consideration when training physicians and multidisciplinary
oncology and palliative care teams (Grassi et al., 2015).

For these reasons, instruments and tools should be translated
and adapted according to the different languages and cultures,
and accuracy and analysis of validity and reliability of these tools
should be also considered in order to be clinically useful to the
clinician.

As an example, the US-based NCCN practical guidelines for
routinely screening, assessing, and managing distress are today
one of the most significant points of reference in psychosocial
oncology (Holland et al., 2013), but the authors may not have
anticipated the potential utility of these guidelines in other cul-
tures. The translation, adaptation, and application of the NCCN
guidelines in a number of different countries and cultures indi-
cated the need for these guidelines to take into account the specific
needs of different health care systems, and relative cultures, in
the different countries (Donovan et al., 2014). This is extremely
important since the attitudes toward the concepts of illness and
suffering, decisions about treatment, and the whole of oncology
care are framed by cultural factors that also influence the social
structure of doctor–patient relationship within which both screen-
ing and assessment of psychosocial needs are part of. Although it
is said that research on the impact of cultural issues in oncol-
ogy is not well-developed, data have accumulated regarding the
importance of cultural variables in cancer care and the specific
role of cultural competence in providing care (Seeleman et al.,
2009). Cultural (and linguistic) competence as a set of congru-
ent behaviors, attitudes, and policies enabling effective work in
cross-cultural situations, is thus a specific role in oncology, where
competence implies having the capacity to function effectively
as an individual and an organization within the context of the
cultural beliefs, behaviors, and needs presented by patients and
their support system (Surbone, 2004).

As another example, a study of breast cancer survivors of
different backgrounds (i.e., African American, Asian American,
Latina, and Caucasian) it was shown that psychosocial concerns
related to worry about children and burdening the family, body

image, and sexual health concerns, beliefs about illness, gender
role, family obligations (e.g., self-sacrifice), as well as language
barriers were significantly different among the different cultural
groups (Ashing-Giwa et al., 2004). In another study, researchers
demonstrated that immigrant Chinese breast cancer survivors
may express symptoms in culturally unique ways (e.g., hot-cold
imbalances) and may be at higher risk for distress compared
with US-born Chinese and non-Hispanic breast cancer survivors,
because of cultural norms that influence the tendency to express
one’s own needs to physicians or to challenge physicians when
one’s own needs are not met (Wang et al., 2012).

These data confirm the need for cultural sensitivity and compe-
tence of cancer care providers. It is clear that the creation and the
dissemination of true patient/family-centered care favor cultural
competence. In culturally sensitive patient/family-centered care,
the clinical encounter is grounded in communication whereby cul-
tural cues (i.e., values and beliefs) of the patient and the clinician
are incorporated within the therapeutic relationship and mutually
shared (Kumagai and Lypson, 2009; Teal and Street, 2009; Surbone,
2010).

Thus, screening and assessment should be part of a spe-
cific encounter with a cancer patient and her family, and thus
culturally competent communication should be part of a more
effective patient-centered communication framework, with cul-
tural competence as a necessary component in establishing a
relationship, gathering information, assessing, and managing
patients’ problems, including psychosocial disorders.

CONCLUSION
Given the importance of psychological disorders secondary to can-
cer diagnosis and treatment, careful examination of symptoms
and psychosocial needs is mandatory in oncology and palliative
care settings. Since proper psychiatric evaluation of all patients is
impossible, guide-liens have been implemented with the aim of
facilitating procedures of screening for distress and psychosocial
symptoms/needs as a routine good clinical practice. Assessment
is considered as a second step approach for those presenting
detectable symptoms/needs. Several dimensions, besides those
emerging form a standard psychiatric interview, should be specif-
ically considered. In fact, while the main aims of a standard
psychiatric approach are to establish whether a psychiatric disor-
der or other condition requiring clinical psychiatric/psychosocial
attention is present and to collect data to support the differential
diagnosis and a comprehensive clinical formulation [American
Psychiatric Association (APA), 2006], there are also different levels
of diagnosis that should be considered as not mutually exclusive
but integrated in consultation psychiatry/psychosomatic medicine
and, by extension psychosocial oncology: the clinical diagnosis,
which it is nosologically-oriented, allowing clinicians to com-
municate with one another about the signs and symptoms the
patient is presenting (e.g., DSM, ICD); the dynamic-interpersonal
diagnosis, which is interpersonally-oriented and includes the
psychological and social variables (or forces) involved in the pre-
sentation of the patient’s symptoms, vulnerabilities and strengths;
and the genetic diagnosis which is historically-oriented, including
early experiences and life-events (e.g., attachment early experi-
ences), coping and social support (Wise, 1986). These approaches,
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in the specific setting of cancer and palliative care, as well as
of consultation-liaison psychiatry and psychosomatic medicine
(Smith et al., 2011), are part of the process of assessment and
should consider multiple dimensions. It is in fact necessary to
understand the many different variables, such as the factors affect-
ing individual vulnerability (e.g., life events, chronic stress and
allostatic load, well-being, and health attitudes) and the psychoso-
cial correlates of medical disease (e.g., psychiatric disturbances,
psychological symptoms, illness behavior, and QoL) which are
possibly implicated not only in “classical” psychiatric disorders
but more broadly in psychosocial suffering (Fava, 1996; Fava
and Sonino, 2005). Thus, the role of screening for distress (e.g.,
DT, ESAS, and other psychometric questionnaires), associated
with more specific assessment of other psychosocial dimensions
related to cancer diagnosis and treatment (e.g., attachment, cop-
ing, DCPR) need to be considered as part of routine care in
oncology and palliative care settings (Grassi et al., 2013b).

ACKNOWLEDGMENT
The present paper has been supported by the University of Ferrara
Local Research Funding (FAR).

REFERENCES
American Psychiatric Association (APA). (2006). Practice Guideline for the Psy-

chiatric Evaluation of Adults, 2nd Edn. Washington, DC: American Psychiatric
Press.

Angelino, A. F., and Treisman, G. J. (2001). Major depression and demoralization in
cancer patients: diagnostic and treatment considerations. Support. Care Cancer
9, 344–349. doi: 10.1007/s005200000195

Ashing-Giwa, K. T., Padilla, G., Tejero, J., Kraemer, J., Wright, K., Coscarelli, A., et al.
(2004). Understanding the breast cancer experience of women: a qualitative study
of African American, Asian American, Latina and Caucasian cancer survivors.
Psychooncology 6, 408–428. doi: 10.1002/pon.750

Bultz, B. D., and Carlson, L. (2006). Emotional distress: the sixth vital sign–future
directions in cancer care. Psychooncology 15, 93–95. doi: 10.1002/pon.1022

Bultz, B. D., Groff, S. L., Fitch, M., Blais, M. C., Howes, J., Levy, K., et al. (2011).
Implementing screening for distress, the 6th vital sign: a Canadian strategy for
changing practice. Psychooncology 20, 463–469. doi: 10.1002/pon.1932

Bultz, B. D., and Johansen, C. (2011). Screening for distress, the 6th vital sign:
where are we, and where are we going? Psychooncology 20, 569–571. doi:
10.1002/pon.1986

Chaturvedi, S. K., Hopwood, P., and Maguire P. (1993). Nonorganic somatic
symptoms in cancer. Eur. J. Cancer 29A, 1006–1008. doi: 10.1016/S0959-
8049(05)80212-6

Chaturvedi, S. K., Maguire, P., and Somashekar, B. (2006). Somatization in cancer.
Int. Rev. Psychiatry 18, 49–54. doi: 10.1080/09540260500466881

Derogatis, L. R., Morrow, G. R., Fetting, J., Penman, D., Piasetsky, S., Schmale, A. M.,
et al. (1983). The prevalence of psychiatric disorders among cancer patients.
JAMA 249, 751–757 doi: 10.1001/jama.1983.03330300035030

De Vries, A. M., Forni, V., Voellinger, R., and Stiefel F. (2012). Alexithymia in
cancer patients: review of the literature. Psychother. Psychosom. 81, 79–86. doi:
10.1159/000330888

Donovan, K. A., Grassi, L., McGinty, H. L., and Jacobsen, P. B. (2014). Validation
of the distress thermometer worldwide: state of the science. Psychooncology 23,
241–250. doi: 10.1002/pon.3430

Fava, G. A. (1996). Beyond the biopsychosocial model: psychological character-
ization of medical illness. J Psychosom. Res. 40, 117–120. doi: 10.1016/0022-
3999(95)00522-6

Fava, G. A., Freyberger, H. J., Bech, P., Christodoulou, G., Sensky, T., Theorell, T.,
et al. (1995). Diagnostic criteria for use in psychosomatic research. Psychother.
Psychosom. 63, 1–8. doi: 10.1159/000288931

Fava, G. A., Guidi, J., Porcelli, P., Rafanelli, C., Bellomo, A., Grandi, S.,
et al. (2012). A cluster analysis-derived classification of psychological distress
and illness behavior in the medically ill. Psychol. Med. 42, 401–407. doi:
10.1017/S0033291711001231

Fava, G. A., and Sonino, N. (2005). The clinical domains of psychosomatic medicine.
J. Clin. Psychiatry 66, 849–858. doi: 10.4088/JCP.v66n0707

Grassi, L. (2013). Quam bene vivas referre: curing and caring in psycho-oncology.
Psychooncology 22, 1679–1687. doi: 10.1002/pon.3333

Grassi, L., Biancosino, B., Marmai, L., Rossi, E., and Sabato, S. (2007a). Psycholog-
ical factors affecting oncology conditions. Adv. Psychosom. Med. 28, 57–71. doi:
10.1159/000106797

Grassi, L., Mangelli, L., Fava, G. A., Grandi, S., Ottolini, F., Porcelli, P., et al.
(2007b). Psychosomatic characterization of adjustment disorders in the medi-
cal setting: some suggestions for DSM-V. J. Affect. Disord. 101, 251–254. doi:
10.1016/j.jad.2006.11.011

Grassi, L., Caruso, R., and Nanni, M. G. (2013a). “Psycho-oncology and optimal
standards of cancer care: developments, multidisciplinary team approach and
international guidelines,” in Psycho-Oncology, eds T. N. Wise, M. Biondi, and A.
Costantini (Arlington, VA: American Psychiatric Publishing Press), 315–339.

Grassi, L., Caruso, R., and Nanni, M. G. (2013b). Somatization and somatic symp-
tom presentation in cancer: a neglected area. Int. Rev. Psychiatry 25, 41–51. doi:
10.3109/09540261.2012.731384

Grassi, L., Donovan, K. A., Nanni, M. G., and Jacobsen, P. B. (2015). “Cross-cultural
considerations in screening and assessment,” in Handbook of Psycho-Oncology, III
Edn, ed. J. C. Holland (New York: Oxford University Press).

Grassi, L., Gritti, P., Rigatelli, M., and Gala, C. (2000). Psychosocial problems sec-
ondary to cancer: an Italian multicentre survey of consultation-liaison psychiatry
in oncology. Italian Consultation-Liaison Group. Eur. J. Cancer 36, 579–585. doi:
10.1016/S0959-8049(99)00285-3

Grassi, L., and Nanni, M. G. (2013). Beyond psychiatric classification in oncology:
psychosocial dimensions in cancer and implications for care. Psycho Oncol. 7,
235–242. doi: 10.1007/s11839-013-0436-4

Grassi, L., Nanni, M. G., and Riba, M. (2014). “Diagnostic issues,” in Psychophar-
macology in Oncology and Palliative Care, eds L. Grassi and M. Riba (Berlin:
Springer), 31–48. doi: 10.1007/978-3-642-40134-3_3

Grassi, L., and Riba, M. (2012). “Introducing multicultural perspectives in psycho-
oncology,” in Clinical Psycho-Oncology: An International Perspective, eds L. Grassi
and M. Riba (Chichester: Wiley), 1–9. doi: 10.1002/9781119941101.ch1

Grassi, L., Rossi, E., Sabato, S., Cruciani, G., and Zambelli, M. (2004). Diagnostic
criteria for psychosomatic research and psychosocial variables in breast cancer
patients. Psychosomatics 45, 483–491. doi: 10.1176/appi.psy.45.6.483

Grassi, L., and Rosti, G. (1996). Psychiatric morbidity among long-term sur-
vivors of cancer. A six-year follow-up study. Psychosomatics 37, 523–532. doi:
10.1016/S0033-3182(96)71516-5

Grassi L., Rosti, G., Albieri, G., and Marangolo, M. (1989). Depression and abnor-
mal illness behavior in cancer patients. Gen. Hosp. Psychiatry 11, 404–411. doi:
10.1016/0163-8343(89)90135-7

Grassi, L., Rosti, G., Lasalvia, A., and Marangolo, M. (1993). Psychosocial vari-
ables associated with mental adjustment to cancer. Psycho Oncol. 2, 11–20. doi:
10.1002/pon.2960020104

Grassi, L., Sabato, S., Rossi, E., Biancosino, B., and Marmai, L. (2005). Use of the
diagnostic criteria for psychosomatic research in oncology. Psychother. Psychosom.
74, 100–107. doi: 10.1159/000083168

Greer, S., Moorey, S., and Watson, M. (1989). Patients’ adjustment to cancer: the
Mental Adjustment to Cancer (MAC) scale vs clinical ratings. J. Psychosom. Res.
33, 373–377. doi: 10.1016/0022-3999(89)90027-5

Guidi, J., Fava, G. A., Picardi, A., Porcelli, P., Bellomo, A., Grandi, S., et al. (2011).
Subtyping depression in the medically ill by cluster analysis. J. Affect. Disord. 132,
383–388. doi: 10.1016/j.jad.2011.03.004

Hardman, A., Maguire, P., and Crowther, D. (1989). The recognition of psychiatric
morbidity on a medical oncology ward. J. Psychosom. Res. 33, 235–239. doi:
10.1016/0022-3999(89)90051-2

Herschbach, P., Berg, P., Dankert, A., Duran, G., Engst-Hastreiter, U., Waadt, S.,
et al. (2005). Fear of progression in chronic diseases: psychometric properties
of the fear of progression questionnaire. J. Psychosom. Res. 58, 505–511. doi:
10.1016/j.jpsychores.2005.02.007

Holland, J. C. (1997). Preliminary guidelines for the treatment of distress. Oncology
11, 109–114.

Holland, J. C. (2013). Distress screening and the integration of psychosocial care
into routine oncologic care. J. Natl. Compr. Cancer Netw. 11(5 Suppl.), 687–689.

Holland, J. C., Andersen, B., Breitbart, W. S., Buchmann, L. O., Compas, B.,
Deshields, T. L., et al. (2013). Distress management. J. Natl. Compr. Cancer Netw.
111, 190–209.

www.frontiersin.org January 2015 | Volume 5 | Article 1485 | 5

http://www.frontiersin.org/
http://www.frontiersin.org/Psychology_for_Clinical_Settings/archive


Grassi et al. Psychosocial dimensions and cancer care

Holland, J., Watson, M., and Dunn, J. (2011). The IPOS new International Standard
of Quality Cancer Care: integrating the psychosocial domain into routine care.
Psychooncology 20, 677–680. doi: 10.1002/pon.1978

Hunter, J. J., and Maunder, R. G. (2001). Using attachment theory to understand
illness behavior. Gen. Hosp. Psychiatry. 23, 177–182. doi: 10.1016/S0163-
8343(01)00141-4

Hunter, M. J., Davis, P. J., and Tunstall, J. R. (2006). The influence of attachment
and emotional support in end-stage cancer. Psycho. Oncol. 15, 431–444. doi:
10.1002/pon.965

Kagawa-Singer, M., Valdez, A., Yu, M. C., and Surbone, A. (2010). Cancer, culture
and health disparities: time to chart a new course? CA Cancer Clin. J. 60, 12–39.
doi: 10.3322/caac.20051

Kissane, D. W., Clarke, D. M., and Street, A. F. (2001). Demoralization syndrome. A
relevant psychiatric diagnosis for palliative care. J. Palliat. Care 17, 12–21.

Kissane, D. W., Grabsch, B., Love, A., Clarke, D. M., Bloch, S., and Smith, G. C.
(2004). Psychiatric disorder in women with early stage and advanced breast
cancer: a comparative analysis. Aust. N. Z. J. Psychiatry 38, 320–326. doi:
10.1080/j.1440-1614.2004.01358.x

Kumagai, A. K., and Lypson, M. L. (2009). Beyond cultural competence: critical
consciousness, social justice, and multicultural education. Acad Med. 84, 782–787.
doi: 10.1097/ACM.0b013e3181a42398

Lo, C., Walsh, A., Mikulincer, M., Gagliese, L., Zimmermann, C., and Rodin, G.
(2009). Measuring attachment security in patients with advanced cancer: psy-
chometric properties of a modified and brief experiences in close relationships
scale. Psycho. Oncol. 18, 490–499. doi: 10.1002/pon.1417

Luckett, T., Butow, P. N., King, M. T., Oguchi, M., Heading, G., Hackl, N. A., et al.
(2010). A review and recommendations for optimal outcome measures of anxiety,
depression and general distress in studies evaluating psychosocial interventions
for English-speaking adults with heterogeneous cancer diagnoses. Support. Care
Cancer 18, 1241–1262. doi: 10.1007/s00520-010-0932-8

Mangelli, L., Fava, G. A., Grandi, S., Grassi, L., Ottolini, F., Porcelli, P., et al. (2005).
Assessing demoralization and depression in the setting of medical disease. J. Clin.
Psychiatry 66, 391–394. doi: 10.4088/JCP.v66n0317

Mangelli, L., Fava, G. A., Grassi, L., Ottolini, F., Paolini, S., Porcelli, P., et al. (2006).
Irritable mood in Italian patients with medical disease. J. Nerv. Ment. Dis. 194,
226–228. doi: 10.1097/01.nmd.0000202511.21925.a2

Maunder, R. G., and Hunter, J. J. (2009). Assessing patterns of adult
attachment in medical patients. Gen. Hosp. Psychiatry 31, 123–130. doi:
10.1016/j.genhosppsych.2008.10.007

Maunder, R. G., and Hunter, J. J. (2012). A prototype-based model of
adult attachment for clinicians. Psychodyn. Psychiatry 40, 549–573. doi:
10.1521/pdps.2012.40.4.549

Mitchell, A. J., and Bultz, B. D. (2014). “Psychological assessment in psychopharma-
cology,” in Psychopharmacology in Oncology and Palliative Care, eds L. Grassi and
M. Riba (Berlin: Springer), 49–68. doi: 10.1007/978-3-642-40134-3_4

Mitchell, A. J., Chan, M., Bhatti, H., Halton, M., Grassi, L., Johansen, C., et al.
(2011). Prevalence of depression, anxiety, and adjustment disorder in oncological,
haematological, and palliative-care settings: a meta-analysis. Lancet Oncol. 12,
160–174. doi: 10.1016/S1470-2045(11)70002-X

Mitchell, A. J., Meader, N., Davies, E., Clover, C., Crater, G., Loscalzo, M., et al.
(2012). Meta-analysis of screening and case finding tools for depression in
cancer: evidence based recommendations for clinical practice on behalf of the
DCC consensus group. J. Affect. Disord. 140, 149–160. doi: 10.1016/j.jad.2011.
12.043

Mitchell, A. J., Meader, N., and Symonds, P. (2010). Diagnostic validity of the
Hospital Anxiety and Depression Scale (HADS) in cancer and palliative set-
tings: a meta-analysis. J. Affect. Disord. 126, 335–348. doi: 10.1016/j.jad.2010.
01.067

National Comprehensive Cancer Network (NCCN). (2003). Distress management.
Clinical practice guidelines. J. Natl. Compr. Cancer Netw. 1, 344–374.

Porcelli, P., Fava, G. A., Rafanelli, C., Bellomo, A., Grandi, S., Grassi, L., et al. (2012).
Anniversary reactions in medical patients. J. Nerv. Ment. Dis. 200, 603–606. doi:
10.1097/NMD.0b013e31825bfb2e

Porcelli, P., Guidi, J., Sirri, L., Grandi, S., Grassi, L., Ottolini, F., et al. (2013).
Alexithymia in the medically ill. Analysis of 1190 patients in gastroenterology,
cardiology, oncology and dermatology. Gen. Hosp. Psychiatry 35, 521–527. doi:
10.1016/j.genhosppsych.2013.04.005

Salmon, P., Clark, L., McGrath, E., and Fisher P. (2014). Screening for psycho-
logical distress in cancer: renewing the research agenda. Psychooncology doi:
10.1002/pon.3640 [Epub ahead of print].

Seeleman, C., Suurmond, J., and Stronks, K. (2009). Cultural competence: a con-
ceptual framework for teaching and learning. Med. Educ. 43, 229–237. doi:
10.1111/j.1365-2923.2008.03269.x

Singer, S., Szalai, C., Briest, S., Brown, A., Dietz, A., Einenkel, J., et al. (2013). Co-
morbid mental health conditions in cancer patients at working age – prevalence,
risk profiles, and care uptake. Psychooncology doi: 10.1002/pon.3282 [Epub ahead
of print].

Sirri, L., Fabbri, S., Fava, G. A., and Sonino, N. (2007). New strategies in the
assessment of psychological factors affecting medical conditions. J. Pers. Assess.
89, 216–228. doi: 10.1080/00223890701629649

Smith, F. A., Levenson, J. L., and Stern, T. A. (2011). “Psychiatric assessment and
consultation,” in The American Psychiatric Publishing Textbook of Psychosomatic
Medicine Psychiatric Care of the Medically III, 2nd Edn (revised), ed. J. L. Levenson
(Washington, DC: American Psychiatric Press), 3–17.

Surbone, A. (2004). Cultural competence: why? Ann. Oncol. 15, 697–699. doi:
10.1093/annonc/mdh194

Surbone, A. (2010). Cultural competence in oncology: where do we stand? Ann
Oncol. 21, 3–5. doi: 10.1093/annonc/mdp546

Surbone A. (2012). “Bioethical challenges: understanding cultural differences
and reducing health disparities,” in Clinical Psycho-Oncology: An International
Perspective, eds L. Grassi and M. Riba (Chichester: Wiley), 199–210. doi:
10.1002/9781119941101.ch15

Sutherland, A. M. (1956). Psychological impact of cancer and its therapy. Med. Clin.
North Am. 40, 705–720.

Tan, A., Zimmermann, C., and Rodin, G. (2005). Interpersonal processes in palliative
care: an attachment perspective on the patient_/clinician relationship. Palliat.
Med. 9, 143–150. doi: 10.1191/0269216305pm994oa

Teal, C. R., and Street, R. L. (2009). Critical elements of culturally competent
communication in the medical encounter: a review and model. Soc. Sci. Med. 68,
533–543. doi: 10.1016/j.socscimed.2008.10.015

Vehling, S., Lehmann, C., Oechsle, K., Bokemeyer, C., Krüll, A., Koch, U., et al.
(2011). Global meaning and meaning-related life attitudes: exploring their role
in predicting depression, anxiety, and demoralization in cancer patients. Support.
Care Cancer 19, 513–520. doi: 10.1007/s00520-010-0845-6

Vehling, S., and Mehnert, A. (2014). Symptom burden, loss of dignity, and demoral-
ization in patients with cancer: a mediation model. Psychooncology 23, 283–290.
doi: 10.1002/pon.3417

Wang, J. H., Adams, I., Huang, E., Ashing-Giwa, K., Gomez, S. L., and Allen, L.
(2012). Physical distress and cancer care experiences among Chinese-American
and non-Hispanic White breast cancer survivors. Gynecol. Oncol. 124, 383–388.
doi: 10.1016/j.ygyno.2011.11.029

Watson, M., and Homewood, J. (2008). Mental Adjustment to Cancer Scale: psy-
chometric properties in a large cancer cohort. Psychooncology 17, 1146–1151. doi:
10.1002/pon.1345

Wise, T. (1986). “Clinical strategies for evaluating the medical patient,” in Clinical
Psychopharmacology, ed. L. R. Derogatis (Menlo Park: Addison-Wesely Publishing
Company), 1–16.

Zigmond, A. S., and Snaith, R. P. (1983). The hospital anxiety and depression scale.
Acta Psychiatr. Scand. 67, 361–370. doi: 10.1111/j.1600-0447.1983.tb09716.x

Conflict of Interest Statement: The authors declare that the research was conducted
in the absence of any commercial or financial relationships that could be construed
as a potential conflict of interest.

Received: 26 October 2014; paper pending published: 14 November 2014; accepted:
02 December 2014; published online: 07 January 2015.
Citation: Grassi L, Caruso R, Sabato S, Massarenti S, Nanni MG and the UniFe Psychia-
try Working Group Coauthors (2015) Psychosocial screening and assessment in oncology
and palliative care settings. Front. Psychol. 5:1485. doi: 10.3389/fpsyg.2014.01485
This article was submitted to Psychology for Clinical Settings, a section of the journal
Frontiers in Psychology.
Copyright © 2015 Grassi, Caruso, Sabato, Massarenti, Nanni and the UniFe Psychi-
atry Working Group Coauthors. This is an open-access article distributed under the
terms of the Creative Commons Attribution License (CC BY). The use, distribution or
reproduction in other forums is permitted, provided the original author(s) or licensor
are credited and that the original publication in this journal is cited, in accordance with
accepted academic practice. No use, distribution or reproduction is permitted which
does not comply with these terms.

Frontiers in Psychology | Psychology for Clinical Settings January 2015 | Volume 5 | Article 1485 | 6

http://dx.doi.org/10.3389/fpsyg.2014.01485
http://creativecommons.org/licenses/by/4.0/
http://www.frontiersin.org/Psychology_for_Clinical_Settings/
http://www.frontiersin.org/Psychology_for_Clinical_Settings/archive

	Psychosocial screening and assessment in oncology and palliative care settings
	Introduction
	Screening for emotional disorders
	Emotional distress
	Anxiety and depression
	Other symptoms/syndromes and clinical conditions

	Assessment of biopsychosocial dimensions
	Coping and attachment
	Demoralization, health anxiety, and other psychosocial dimensions

	Cross-cultural considerations
	Conclusion
	Acknowledgment
	References


