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Abstract

Objective—Psychosocial distress is common among patients with head and neck cancer and is
associated with poorer quality of life and clinical outcomes. Despite these risks, distress screening
is not widely implemented in head and neck cancer care. In this study, we investigated the
prevalence of psychosocial distress and its related factors in routine care of patients with head and
neck cancer.

Methods—Data from medical records between September 2017 to March 2020 were analyzed.
Psychosocial distress was measured by the National Comprehensive Cancer Network’s Distress
Thermometer (DT), and a modified, head and neck cancer-specific Problem List; depression

and anxiety were assessed using the Patient Health Questionnaire-4. Descriptive statistics and
logistic regression were conducted to report prevalence of distress, depression and anxiety, and
factors associated with clinical distress. Implementation outcomes, including rates of referrals and
follow-up for distressed patients, are also reported.

Results—287 HNC patients completed the questionnaire (age 64.3 + 14.9 years), with a mean
distress score of 4.51 + 3.35. Of those, 57% (n = 163) reported clinical distress (DT = 4). Pain
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(OR=3.31, 95% CI=1.75, 6.26), fatigue (OR=2.43, 95% CI1.1.7, 5.05), anxiety (OR=1.63, 95%
Cl=1.30, 2.05) and depression (OR=1.51., 95% CI=1.04, 2.18) were significantly associated with
clinical distress (p<.05). Of patients identified as distressed, 79% received same-day psychosocial
evaluation.

Conclusions—<Clinical distress was identified in 57% of patients who completed the
questionnaire, suggesting that an ultra-brief psychosocial screening protocol can be implemented
in routine ambulatory oncology care, and identifies patients whose distress might otherwise go
unrecognized.

Level of Evidence: 4

Keywords

distress screening; depression; head and neck cancer

INTRODUCTION

Psychosocial distress is defined as 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.! Distress screening

is now mandated by the American College of Surgeons (ACoS) Commission on Cancer
(CoC),2 and strongly recommended by the National Comprehensive Cancer Network
(NCCN),! Institute of Medicine (now known as the National Academy of Medicine),3

and American Psychosocial Oncology Society (APOS),* as an essential component of high
quality cancer care.

Head and neck cancers (HNCs) are associated with higher levels of psychosocial distress;
prevalence levels have been observed at approximately 60% among patients with HNCs, as
compared to 40% among cancer patients more generally.> The elevated rates observed

in HNC patients have been attributed to significant treatment side effects, functional
impairment and loss (eg, speech and swallowing),19-12 disfigurement,13 and persistent

pain and fatigue.141 Prior studies in patients with HNCs have identified distress as

an important predictor of a range of negative medical outcomes,16:17 such as delays in
seeking treatment,17:18 poor adherence to treatment,1® increased costs,20 increased health
care utilization,?! longer hospital stays, poorer quality of life,?2 and decreased survival.23:24
Despite the high prevalence of distress in HNC patients and its negative impact on clinical
outcomes, the implementation of distress screening and management in routine care is not
widespread. Consequently, distress is often unrecognized and untreated in clinical practice.l

Given the clinical implications of psychosocial distress in patients with HNCs, a tailored
screening protocol that targets the unique concerns of this group is warranted. Very few
studies have applied this approach for patients with HNCs, and more research is needed
to determine whether it will improve clinical outcomes.25-27 The Head and Neck Cancer
Program (HNCP) at University of California, Los Angeles (UCLA) Health developed
and implemented a HNC-specific questionnaire-based protocol for psychosocial distress
screening as part of routine care. The standardized protocol, in accordance with NCCN
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and CoC guidance,’-2 aims to identify distress in patients efficiently, as well as the
psychological, social, financial, and behavioral issues that may interfere with a patient’s
treatment plan or contribute to adverse clinical outcomes. In this study, we report the
prevalence of distress and associated factors in a sample of patients at the outpatient HNCP
clinic of UCLA. In addition, we discuss early implementation experiences with a brief
psychosocial screening protocol in the clinical workflow of a busy multidisciplinary clinic.

MATERIALS AND METHODS

Participants and Setting

The UCLA HNCP comprises a team of clinicians from oncologic subspecialties and
provides multidisciplinary evaluation, treatment, and care coordination for patients with both
new cancer diagnoses and recurrent disease across all HNC tumor sites. Program activities
include a weekly multidisciplinary case conference, followed by a clinic, wherein patients
are seen by all necessary subspecialists in one day and one location. In September 2017,
the HNCP implemented a new standard of care for psychosocial distress screening as part
of an existing intake process. At the initial HNCP appointment, patients were asked to
complete the HNCP Distress (HNCP-DS) questionnaire in the clinic waiting room using
paper and pen. Questionnaire responses were reviewed immediately by clinical staff and
documented in the medical record. A distress score threshold (DT =4) was used to trigger
referrals for same-day evaluation by the HNCP Mind-Body Team (MBT), which includes
HNCP-affiliated psychologists, social workers from the cancer center, and a dedicated
patient navigator. The questionnaire-based screening program was implemented alongside
the existing method for MBT referral in which HNCP staff refer directly based on clinical
judgment of patients’ psychosocial needs. Patients who were identified as distressed using
either method were referred to the MBT for same-day further evaluation in the same clinic.
Data from all new HNCP patients who were seen in clinic were included in the analysis;
return patients (n=11) were omitted from analysis due to different clinical circumstances.

Screening Instrument

Developed by the HNCP clinical team, the HNCP-DS questionnaire is a 1-page instrument
combining 3 brief screening tools: (1) the NCCN Distress Thermometer (DT), (2) a
modified version of the DT Problem List (PL), and (3) the Patient Health Questionnaire-4
(PHQ-4). The entire questionnaire is shown in Figure 1.

Distress Thermometer—The NCCN DT is a validated, 1-item visual analogue scale in
which patients are asked to rate their level of distress on a scale of 0 to 10, ranging from
“No Distress” to “Extreme Distress.”1:28 As one of the simplest and widely used distress
screening tools, the DT has been tested in diverse cancer populations and settings with
acceptable validity and reliability.2% While it can be completed in approximately less than 1
minute, the DT is strongly correlated with more comprehensive measures of depressive and
anxious symptoms.30 A standard threshold in distress screening (DT >4), with acceptable
sensitivity (a = 0.70) and specificity (a = 0.70) in ambulatory cancer patients, was defined
as clinically significant distress and served as the trigger for MBT referrals.31-34
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Modified HNC-Specific Problem List—To identify the nature of the problems
contributing to distress, the DT was implemented with an accompanying Problem List.

As recommended by the NCCN guidelines,! the HNCP clinicians modified the standard

DT Problem List to focus on the unique concerns and experiences of patients with HNC.
The HNC-specific Problem List contains 28 items across 4 categories: “Practical,” “Family,”
“Physical,” and “Spiritual/Religious.” When compared to the standard NCCN version, the
“Food” item was excluded from the “Practical” category; two items, “Isolation/Loneliness”
and “Lack of support,” were added to the “Family” category; and the “Physical” category
was abridged by removing the “Bathing/Dressing,” “Changes in Urination,” “Feeling
Swollen,” “Fevers,” “Indigestion,” “Nose Dry/Congested,” “Skin Dry/itchy,” and “Tingling
in hands and feet” items and by collapsing “Constipation” and “Diarrhea” into a single item.
As with the standard Problem List, patients were asked to check “Yes” or “No” to indicate
the presence or absence of a problem in the past week. During follow-up evaluations with
the MBT, endorsed Problem List items were used to focus the assessment and identify
potentially useful resources.

Patient Health Questionnaire-4 (PHQ-4)—To provide a comprehensive psychosocial
assessment, the HNCP-DS questionnaire included the Patient Health Questionnaire-4
(PHQ-4), a validated, ultra-brief tool comprised of the PHQ-2 and the Generalized Anxiety
Disorder-2 (GAD-2) tools to screen for depression and anxiety, respectively.3® The PHQ-4
replaced the “Emotional” category of the standard Problem List to reduce patient burden.
Both the PHQ-2 and GAD-2 ask patients 2 questions about the frequency of problems in the
previous 2 weeks. Responses range from 0 (“not at all”) to 3 (“nearly every day”) on each
item and a score of >3 on either tool indicates a positive screening result.35-37

Implementation Measures

Initial implementation of the standardized protocol was evaluated by reviewing the 2
methods of identifying patients with distress, analyzing the extent of overlap between
methods, and tracking the rates of documented same-day follow-ups with the MBT for
patients identified as distressed.

Data Analysis

Data from completed questionnaires were consolidated with abstracted sociodemographic
and clinical information. Descriptive statistical analyses were used to characterize the
sample in terms of demographic and clinical variables as well as distress screening results,
including both raw scores and a dichotomous distress outcome indicating the presence of
clinically significant distress. Differences between distressed and non-distressed patients
were analyzed using t-tests and chi-square tests. Items endorsed on the Problem List were
analyzed in overall totals, categorical totals, and, individually, for comparisons between
distressed and non-distressed groups. A multivariable logistic regression model was used to
identify variables associated with clinically significant distress (DT =4). Outcomes of the
implementation were evaluated by comparing the 2 methods of identification and analyzing
the rates of same-day follow-up. All analyses were performed using R Studio (version 1.3).

Laryngoscope. Author manuscript; available in PMC 2023 January 25.
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Ethical Considerations

RESULTS

The institutional review board at UCLA reviewed and approved this study.

Patient Characteristics

From September 2017 to March 2020, a total of 328 patients attended the HNCP clinic

for in-person appointments, and of these, 298 (90.9%) completed psychosocial screening
questionnaires. Reasons for incomplete questionnaires included patient refusal (n=10) or
failure of clinic staff to provide the questionnaire to patients (n = 20). Eleven questionnaires
(3.7%) were identified as return patients and excluded from analysis due complex clinical
circumstances, leaving 287 evaluable questionnaires. The sample was predominantly male
(64.8%), and ranged in age from 17 to 99 years, with 55.4% of patients aged 65 or older.
Table 1 presents the sociodemographic and clinical characteristics of the sample, mean
distress scores, and proportion of patients classified as clinically distressed.

The average DT score of the total sample was 4.51 + 3.35. Of the 287 total patients, 163
(57%) reported a DT score =4. In the distressed group, the average DT score was 7.07
1.85, whereas the average DT for non-distressed patients was 1.14 + 1.16. Distress levels
varied significantly across sociodemographic characteristics. For example, age was inversely
related to distress (r = —0.14, p<0.05), with younger patients reporting higher DT scores.
Female patients reported a higher average DT score than males (5.5 + 3.15 vs. 3.96

3.34, p<0.01), with more than two-thirds of females (69.3%) reporting clinically significant
distress compared to only half of male patients. Differences in distress were also observed
across marital status, with divorced patients reporting higher DT scores than single patients
(6.36 + 2.73 vs. 4.41 + 3.25, p<0.05) and partnered patients (6.36 £ 2.73 vs. 4.44 + 3.25,
p<0.05). Patients with a professional degree reported significantly lower DT scores than
patients with a high school degree (3.66 + 3.51 vs. 4.94 + 3.43, p<0.05) and patients with a
trade or associate’s degree (3.66 + 3.51 vs. 5.14 + 3.52, p<0.05). No significant differences
in DT scores were found with respect to employment status, alcohol use, and tobacco use.

Problems Endorsed by Distressed and Non-Distressed Patients on HNC-Specific Problem

List

Among the total sample, patients reported an average of 4.0 £ 3.7 problems on the modified
HNC-specific Problem List, and 232 (81%) patients endorsed at least one problem from any
category. In the “Physical” category, 214 (75%) patients reported at least one problem, with
pain, fatigue, and sleep cited most frequently. In the “Practical,” “Family,” and “Spiritual/
Religious” categories, 111 (38%), 56 (20%), and 3 (1%) patients reported at least one
problem, respectively. To identify differences between distressed or non-distressed patients,
we compared the number of problems and the frequencies of specific problems reported

by the two groups. As shown in Table 2, distressed patients reported a significantly higher
number of problems in total and in each category compared to non-distressed patients. In the
distressed group, pain was the most frequent problem, endorsed by 62% patients, followed
by fatigue (50.3%), sleep (44.8%), and eating (39.3%).
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Anxiety and Depression Screening Results in Distressed and Non-distressed Patients

In addition to the DT and the modified Problem List, patients were asked to complete

the PHQ-4 to screen for anxiety and depression. Among the total sample, 81 (28.2%)

had positive screening results for anxiety, while 39 (13.6%) patients were positive for
depression. Table 2 shows comparisons in PHQ-4 screening results of distressed versus
non-distressed patients. Distressed patients reported significantly higher scores than non-
distressed patients on both the GAD-2 (3.08 + 2.14 vs. 0.78 + 0.33, p<0.01) and the PHQ-2
(2.04 £1.97 vs. 0.33 £ 0.86, p<0.01). Furthermore, distressed patients were significantly
more likely to screen positive for anxiety, x2 (1,N=287)=49.2, p<0.001, and depression, x?
(1,N=287)=24.9, p<0.001.

Variables Associated with Clinically Significant Distress

Multivariable logistic regressions were performed to identify variables associated with
clinically significant distress (DT=4) using a hierarchical process to select contributing
sociodemographic (age, gender), psychological (PHQ-2 and GAD-2 scores), and Problem
List variables. In the final model, presented in Table 3, pain and fatigue significantly
increased the likelihood of clinically significant distress by 3.31 (95 % CI 1.75-6.26,
p<0.01) and 2.43 (95 % CI 1.17- 5.05, p<0.05), respectively. Additionally, higher scores on
the PHQ-2 and the GAD-2 also increased the odds of clinically significant distress by 1.51
(95% CI 1.04-2.18, p<0.05) and 1.63 (95 % CI 1.30-2.05, p<0.01). Significant associations
between age or gender and distress were not observed.

Evaluation of distress screening implementation

Two parallel strategies were used to refer patients for psychosocial MBT evaluation: DT
score on the patient questionnaire and clinician judgment during patient encounter. Using
at least one of the two methods, 210 patients (73%) were identified as distressed. Clinician
judgment resulted in 150 MBT referrals, while positive DT screening results triggered 163
referrals. Figure 2 depicts the extent of overlap between these methods, with 103 (36%)
patients identified by both methods, 47 patients by clinician judgment only, and 60 patients
using the DT score alone. Chi-square tests showed a weak association between the two
methods (Cramer’s V: 0.25, p<0.01), suggesting that the two referral methods identify
many distinct patients as distressed. We also reviewed adherence to psychological follow-up
with the MBT as indicated by the protocol, and found 166/210 (79%) patients received a
same-day psychosocial evaluation, as documented in the medical record.

DISCUSSION

Assessment and management of the psychosocial needs of patients with cancer is now
considered a fundamental aspect of cancer care, and distress has been referred to as

the sixth vital sign.21:38:39 prior studies exploring the feasibility and acceptability of
distress screening in oncology care have emphasized the importance of ultra-brief, validated
measures for successful implementation.#%41 Distress screening is particularly critical for
patients with HNC, who suffer disproportionately higher rates of distress and increased
risks for adverse physical, psychological, and social outcomes compared to other oncology
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populations.26:42-46 A tailored protocol for distress screening and management may facilitate
early identification, intervention, and ongoing support for patients with complex needs.

In the current study, a HNC-specific psychosocial screening protocol was developed and
implemented in an outpatient setting. Our findings demonstrate a high prevalence (57%)

of clinically significant distress in this sample that was slightly higher than other studies
reporting distress in approximately half of HNC patients using the DT.54748 This study
also highlights the importance of both the quantity and quality of contributing factors when
evaluating distress, and supports the utility of a HNC-specific Problem List in efficiently
capturing multidimensional factors. Findings from this study indicate that pain, fatigue,
anxiety, and depression are associated with distress at intake. Therefore, efforts by the
multidisciplinary care team to address physical and psychological problems early in the
cancer care trajectory may contribute to better outcomes.

This standardized questionnaire-based screening protocol was created to complement, rather
than replace, the existing method of clinician judgment to refer patients for psychosocial
support. The clinicians were highly engaged in both developing the questionnaire and
incorporating this new distress screening protocol into the existing clinic workflow. Several
factors may account for the modest proportion of distressed patients identified by both
methods: the questionnaire explores patient or caretaker self-identified physical, social

and emotional factors, whereas clinician referrals were generally based on perceived
circumstances such as serious mental illness, socioeconomic hardship, or patient or caretaker
behaviors indicating distress. Such behaviors included barriers to treatment adherence, low
retention of treatment details, negative interactions with HNCP staff, or mismatched goals of
care between the patients and caregivers. Although beyond the scope of this project, it may
be valuable to explore improvements to the screening protocol to capture a higher proportion
of such patients systematically.

These findings demonstrate high rates of positive screening results, which can pose
challenges to follow-up in clinical practice. In a systematic review of randomized controlled
trials, only 1 in 3 patients who screened positive for distress received appropriate follow-up
care.49 In contrast, this study suggests that providing same-day psychosocial evaluation

to a substantial proportion of patients is achievable, as evidenced by a 79% same day

MBT evaluation rate. Reasons for missed MBT follow-ups were not systemically tracked,
but included occasional staff limitations, conflicting appointments in other locations (e.g.,
CT simulation scan), as well as patient inability or unwillingness to stay for additional
evaluation. Specific aspects of the HNCP protocol likely enhance the clinic’s capacity

to follow through on psychosocial referrals. In particular, the embedding of psychosocial
staff within the clinic reduces many common barriers to accessing psychosocial services,
such as requiring an additional appointment or a separate clinic, or being seen by a
clinician who is not well integrated with the oncology team. Some MBT members
participate in multiple services while others work exclusively with this population. The
MBT communicates weekly to plan for patient volume and staffing needs, with generally
three members present and available to assess patients during clinic. To this end, substantive
incorporation of psychosocial clinicians will be a key factor as health systems move toward
providing care in the context of Integrated Practice Units. In settings without an embedded
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psychosocial provider, alternative approaches to screening follow-up could incorporate
telehealth psychosocial consultations, structured counseling by the primary team or tailored
referrals to appropriate supportive services based on specific problems endorsed by the
patient.

Initial implementation of the distress protocol targeted patients’ first HNCP appointment
pre-treatment. With the focus on this initial stage of care, it is unsurprising that treatment
decisions and anxiety were commonly endorsed issues. Future plans include incorporating
the screening protocol at other clinically meaningful time points to understand the
longitudinal patterns of distress and associated problems through treatment and transition
to survivorship care. Further research is needed to evaluate the impact of distress screening
on both clinical and health services outcomes.

This study presents a unique, disease-specific approach of distress screening. However, the
generalizability of results is limited, as the study was performed in a single institution and
did not include all eligible patients, which may contribute to sampling bias. For example,
patients who did not have a clinic appointment when their case was discussed at the HNCP
conference were not screened (n = 440). However, the rapid uptake of telehealth in response
to the COVID-19 pandemic has facilitated the expansion of distress screening for this patient
population recently. The protocol was also implemented in an established multidisciplinary
program; institutions without these resources will likely require adjustments. Although the
questionnaire could be adopted, developing appropriate follow-up approaches, compatible
with available institutional resources, would be necessary. Our findings suggest that not

all patients with DT=>4 received psychosocial follow-up as indicated by the protocol and
understanding barriers in these cases is beyond the scope of this analysis. Future work

will focus on increasing rates of psychosocial consultation when indicated and developing
processes for longitudinal distress screening, beyond the initial appointment. This work will
help address psychosocial needs effectively over time, and expand access to supportive care
services for patients during and after primary treatment.

CONCLUSION

Patients with HNC report high levels of psychosocial distress and physical, emotional and
practical problems at the time of diagnosis and treatment planning consultation. Findings
from early implementation suggest that an ultra-brief psychosocial screening process with
an embedded mental health team may facilitate identification and same-day evaluation

of patients whose distress might otherwise go unrecognized. Longitudinal assessment of
distress represents the next step to determine patterns of distress and problems specific to
HNC patients at key points along the cancer care trajectory.
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Health

HNCP DISTRESS SCREENER FOR PATIENTS

Instructions: First please circle the Second, please indicate if any of the following has been a problem for you in the PAST WEEK
number (0-10) that best describes including today. Be sure to check YES or NO for each.

how much distress you have been Yes No Practical Problems Yes No Physical Problems
experiencing in the PAST WEEK O O childcare O [0 Appearance
including today. O [ Housing O [J Breathing
O [  Insurance/Financial O [0 Eating
X \\O// O [ Transportation O [d cChanges in Swallowing
Extreme distress 10 T O [ work/School O [0 Changesin Speech
o | O [ Treatment Decisions O [0 Constipation/Diarrhea
sl L Family Problems O [J Fatigue
O O Dealing with Children O O Getting Around
74 = O [ Dealing with Partner O O Memory/Concentration
6 L O O Ability to Have Children O O Nausea
O [ Family Health Issues O 0O Pain
54 O [0 1solation/Loneliness O [0 Mouth Sores
ad L O O Lackof Support O O Ssexual
O O Sleep
3 = [0 [ spiritual/Religious Concerns O O substance Abuse
29 - Other:
1 Over the LAST TWO WEEKS how often have you Not At Several More Nearly
No distress 0 been bothered by the following problems? All Days Than Half Every
O (Use v to indicate your answer) the Days Day
u 1. Feeling nervous, anxious or on edge. 0o 01 02 03
2. Not being able to stop or control worrying. Oo 01 02 03
3. Little interest or pleasure in doing things. 0o 01 02 O3
4. Feeling down, depressed, or hopeless. Oo 01 02 O3
Patient or Representative Signature: Interpreter Signature:
Date Time ID#
If signed by someone other than the patient, please specify relationship to the
Patient: Date Time

Figure 1. UCLA HNCP Distress Screener (HNCP-DS) Questionnaire.
The questionnaire is comprised of three brief screening tools: (1) the NCCN Distress

Thermometer (DT) (left), (2) a modified version of the DT Problem List (PL) (upper

right), and (3) the Patient Health Questionnaire-4 (PHQ-4) (lower right). A DT score of >4
indicated clinically significant distress and triggered same day evaluation by the Mind-Body
Team.
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Formal Screening with
HNCP-DS (New Method)

Clinician Assessment

(Existing Method)

7
/
/
] ¥ _.
| DT>4 |
e I
S
’
4

210/287 (73%) identified as distressed

.y 103 60

(22%) (O  (29%)

l

166/210 (79%)
Receipt of Same-day Psychosocial Evaluation

Figure 2. Identification and referral outcomes of distressed patients.
Two pathways were utilized to identify distressed patients: (1) Clinician assessment and

referral for psychosocial evaluation and (2) formal screening using the UCLA HNCP-DS.
Distress was defined as DT of =4 on the HNCP-DS. Patients identified as distressed by

clinician judgment (black), screening questionnaire (white), and both (grey) are shown, as
are the proportion of patients who received same-day evaluation by the Mind-Body Team.

Laryngoscope. Author manuscript; available in PMC 2023 January 25.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Brauer et al.

Distress Status by the Sociodemographic and Clinical Characteristics of Patients.

Table 1.

Count DT Score Distressed (DT=4)
Characteristic N=287 Mean SD Count %
Gender Female 101 548 3.13 70 69.3%
Male 186 399 335 93 50.0%
Age <50 48 492 285 32 66.7%
50-65 80 486 337 48 60.0%
265 159 422 346 83 52.2%
Marital Status Single 43 441 325 25 58.1%
Married / Partnered 196 444 325 109 55.6%
Divorced 18 6.36  2.73 15 83.3%
Widowed 19 524 434 12 63.2%
Unknown 11 205 297 2 18.2%
Educational Achievement  Some high school 16 569 324 11 68.8%
High school graduate 46 493 343 28 60.9%
Associate degree 48 514 352 30 62.5%
Bachelor degree 85 425  3.07 47 55.3%
Professional degree 71 368 351 32 45.1%
Unknown 21 517 291 15 71.4%
Employment Status Yes 124 447 323 71 57.3%
No 26 527 348 17 65.4%
Retired 137 4.41 3.43 75 54.7%
Tobacco Use Current 13 581 3.86 9 69.2%
Former 111 467 352 66 59.5%
Never 160 437 316 88 55.0%
Alcohol Use Yes 163 443  3.26 95 58.3%
No 124 4.63  3.46 68 54.8%
Tumor Location Face / Scalp 65 345  3.27 28 43.1%
Larynx 19 389 335 7 36.8%
Nasal / Paranasal sinus 22 6.09 3.26 17 77.3%
Nasopharynx 7 564 175 6 85.7%
Neck 6 433 344 3 50.0%
Oral cavity 56 554 320 39 69.6%
Oropharynx 56 431 341 32 57.1%
Salivary gland 22 450 344 12 54.5%
Thyroid / Parathyroid 15 513 3.12 10 66.7%
Other 18 3.67 3.6 8 44.4%
Stage of Disease Stage 0 9 433 374 5 55.6%
Early stage 103 431 327 60 58.3%
Locally advanced 63 521 333 41 65.1%
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Count DT Score Distressed (DT=4)
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Characteristic N=287 Mean SD Count %
Metastatic 28 370 358 12 42.9%
Multiple Primary 3 233 153 1 33.3%
Recurrence 11 536 3.85 7 63.6%
Not formally staged 15 450 3.65 7 46.7%
Unable to Stage 18 469 343 10 55.6%
Unknown 5 6.00 235 5 100.0%
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Problem List and PHQ-4 Screening Outcomes in Distressed and Non-Distressed Patients.

Table 2.

Distressed  Non-Distressed

(n=163) (n=124)
Number of
Problem List Domains Problems Percentage (%) l\#;gqbt:grg;f Percentage
(M;S;\ * (Mean + SD) (%)
Total Problems 5.42 +£3.93 2.16 £ 2.59 el
Practical Problems 0.79+1.11 0.33+0.63 **
Child Care 1.8 0
Housing 55 0.8
Insurance / Financial 12.3 6.5
Transportation 10.4 5.6
Work / School 12.3 4 *
Treatment Decisions 374 16.1 **
Family Problems 0.45+0.86 0.14+0.48 **
Dealing with Children 4.9 0 *
Dealing with Partner 8 1.6 *
Ability to Have Children 0.6 0
Family Health Issues 117 8.1
Isolation / Loneliness 135 24 el
Lack of Support 6.1 1.6
Physical Problems 417 £2.96 1.73+2.17 *x
Appearance 20.2 10.5
Breathing 23.3 11.3 *
Eating 39.3 17.7 **
Changes in Swallowing 34.4 16.9 *
Changes in Speech 325 20.2
Constipation / Diarrhea 252 12.1 *
Fatigue 50.3 16.1 i
Getting Around 20.9 4.8 i
Memory / Concentration 28.8 10.5 el
Nausea 117 1.6 **
Pain 62 25 **
Mouth Sores 18.4 5.6 **
Sexual 5.5 2.4
Sleep 44.8 17.7 **
Substance Abuse 0.6 0
Spiritual/Religious Problems  0.02 £ 0.13 0
) Score Score
PHQ-4 Domains (MSeS;] + Percentage (Mean * SD) Percentage
Depression 2.04 £1.97 0.33+£0.86 **
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Distressed  Non-Distressed
(n=163) (n=124)
+PHQ-2 22.7 1.6 idd
- PHQ-2 77.3 98.4
Anxiety 3.08+2.14 0.78 £0.33 idd
+ GAD-2 44.8 6.5 **
- GAD-2 55.2 93.5
Hk
p<0.01
*
p<0.05
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Variables Associated with Clinically Significant Distress (DT=4) in HNC Patients.

Table 3.

95% CI for Odds Ratio

Variable Odds Ratio Lower Upper p-value
Intercept - 0.11 0.31 0.26
PHQ-2 Score  1.51 1.04 2.18 0.03
GAD-2 Score  1.63 1.30 2.05 <0.01
Fatigue 2.43 117 5.05 0.02
Pain 3.31 1.75 6.26 <0.01
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