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Abstract
Despite considerable evidence that psychosocial interventions 
can effectively relieve distress in patients with cancer, many 
individuals who could benefit from these interventions do 
not receive them. A proposed solution to this problem is 
the establishment of programs in oncology settings that 
routinely screen for distress and refer patients for appropriate 
psychosocial care. This commentary addresses a review by 
Ehlers et al. that describes policies and procedures related to 
distress screening, summarizes prior research on this topic, 
and identifies key areas for future research. Among their major 
conclusions is the need for research to fill the gap in knowledge 
about how best to implement new distress screening 
programs as well as optimize the use and efficiency of existing 
programs. This commentary focuses on how the types of study 
methods, designs, and outcomes that are commonplace in 
implementation science to facilitate the integration of research 
into practice can be applied to distress screening programs. 
Priorities identified include designing and conducting pragmatic 
clinical trials, evaluating multilevel interventions, and using 
hybrid designs to simultaneously evaluate clinical effectiveness 
and barriers and facilitators of implementation. Use of these 
approaches holds considerable potential for developing an 
evidence base that can promote more widespread adoption 
of effective distress screening programs and inform further 
development of standards and policies related to the 
psychosocial care of patients with cancer.
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Recognition of the need for psychosocial care and 
its benefits for patients with cancer was greatly 
advanced in 2008 with the publication of the 
Institute of Medicine (now National Academy of 
Medicine) report Cancer Care for the Whole Patient: 
Meeting Psychosocial Health Needs [1]. Among the 
report’s major conclusions was that, despite evi-
dence of the effectiveness of psychosocial services, 
many cancer patients who could benefit from these 
services do not receive them.

In addition to drawing attention to this problem, 
the report proposed several possible solutions. First, 
the report identified a model designed to allow for 
the appropriate provision of psychosocial services 
in oncology settings [1]. Key features of the model 
include a process for identifying patients’ psychoso-
cial needs that is designed to trigger development 
and enactment of plans to address those needs. 
Second, the report issued a set of recommendations 
designed to improve the delivery of psychosocial 
care [1]. Key recommendations include encouraging 
development of reliable and valid tools and strat-
egies to identify and address psychosocial needs, 
ensuring that provision of appropriate psychosocial 
services is included in standards defining the quality 
of cancer care, and promoting and supporting efforts 
aimed at dissemination and uptake of efficient provi-
sion of psychosocial care.

The article by Ehlers et al. [2] can be viewed, in 
part, as an evaluation of progress achieved since 
the publication of the 2008 National Academy of 
Medicine report. As described by the authors, sev-
eral distress screening tools have been developed 
and validated, evaluated for their utility as screen-
ing measures, and determined to be both feasi-
ble for routine use and acceptable to patients and 
staff. In addition, they note that in recent years a 
growing number of interventions have been shown 
to be efficacious in addressing the various forms 
of distress experienced by patients with cancer. 
Regarding efforts to ensure that standards of care 
address psychosocial care, Ehlers et  al. point to 
the American College of Surgeons Commission on 
Cancer Standard 3.2 issued in 2015 [3]. This stand-
ard mandates the development and implementation 
of processes for distress screening and referral for 
provision of psychosocial care at participating insti-
tutions. The issuance of this standard is significant as 
over 1,500 centers in the USA that treat more than 
70% of all patients with newly diagnosed cancer are 
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evaluated for accreditation by the Commission on 
Cancer [4]. Reflecting its importance, the issuance 
of this standard stimulated several publications that 
sought to disseminate relevant information on ways 
to meet the requirements [5] and promote greater 
uptake of distress screening and referral [6].

Despite these and other efforts, Ehlers et al. iden-
tify a lack of knowledge on how best to implement 
new distress screening and management programs 
as well as optimize the use and efficiency of existing 
programs. In particular, they point to the need for 
more research on distress measure selection, distress 
screening practices, referral practices subsequent 
to screening, and receipt of recommended care. 
Importantly, they indicate that research is needed 
to understand and address multilevel barriers at 
the patient, provider, health care system, and policy 
levels toward adoption and appropriate use of evi-
dence-based distress screening and management 
programs.

These gaps point to the need to expand the scope 
of work in psychosocial oncology to include the later 
phases of translational research in an effort to more 
rapidly and efficiently integrate research into rou-
tine practice. For most of its relatively short history, 
psychosocial oncology research has focused on dis-
covering opportunities to address problems, moving 
these discoveries into the first application of inter-
ventions, and using these and other sources of know-
ledge to develop evidence-based recommendations 
[7]. In contrast, there has been relatively little re-
search to date on how to move evidence-based inter-
ventions and recommendations into routine clinical 
practice [7]. The remainder of this commentary will 
review and discuss specific ways in which future re-
search informed by implementation science can im-
prove the delivery of psychosocial care as part of 
routine cancer care and address many of the gaps 
identified by Ehlers et  al. The National Institutes 
of Health defines implementation science as the 
scientific study of the use of strategies to adopt and 
integrate evidence-based health interventions into 
clinical and community settings in order to improve 
patient outcomes and benefit population health [8].

Although numerous interventions have been 
shown in randomized controlled trials to be effica-
cious in addressing distress in patients with cancer 
[9], many of these interventions have low potential 
for implementation as part of routine care because 
of their complexity, the amount of resources 
required to deliver them, and the limited range of 
distress-related problems they address. An argu-
ment can be made that the type of intervention best 
suited for distress screening and management is a 
multicomponent care pathway that includes screen-
ing to identify the severity and source(s) of distress, 
distress management based on algorithms designed 
to provide patients with appropriate evidence-based 
interventions, ongoing monitoring, and treatment 

modifications and repeat screenings as applicable. 
Few studies have evaluated this type of approach. 
A recent systematic review [10] cited by Ehlers et al. 
[2] identified only five trials of interventions aimed 
at improving the rate of routine screening and refer-
ral for detected distress in patients with cancer. The 
methodological quality of most of these trials was 
judged to be weak and only one study reported a sig-
nificant improvement in referral rates. Interestingly, 
this trial was judged to be the only study to adopt 
a comprehensive approach toward implementation 
[10].

The findings of this systematic review illustrate 
the need for additional research to identify effective 
distress screening and management interventions 
suitable for implementation. Findings also illustrate 
the need to identify those implementation strategies 
that promote successful intervention adoption and 
integration into cancer care delivery settings. Three 
recommendations, informed by implementation sci-
ence, can be offered for the design of future trials to 
address these needs.

The first recommendation is to conduct clinical 
trials of interventions that feature pragmatic design 
elements. A  useful distinction has been drawn 
between trials that are primarily explanatory ver-
sus those that are primarily pragmatic [11]. The 
former are typically designed to evaluate the ben-
efits an intervention may produce under well-con-
trolled conditions whereas the latter are typically 
designed to evaluate the benefits an intervention 
may produce in routine clinical practice relative to 
usual care. More recent elaborations have viewed 
clinical trials as arrayed along an explanatory–prag-
matic continuum based on their design features. For 
example, the PRagmatic-Explanatory Continuum 
Indicator Summary 2 (PRECIS-2) considers nine 
design features (e.g., eligibility criteria, flexibility 
of intervention delivery) that collectively inform 
the extent to which the trial is more explanatory or 
more pragmatic [12]. These design features, in turn, 
have important implications for the applicability 
of trial results to routine care settings. For exam-
ple, with respect to the eligibility criteria domain, 
a study with numerous exclusion criteria would be 
considered more explanatory whereas a study with 
few exclusion criteria would be considered more 
pragmatic. Similarly, for flexibility of intervention 
delivery, a study that featured a protocol requiring 
strict adherence would be considered more explan-
atory whereas a study that featured a flexible proto-
col with few restrictions on co-interventions would 
be considered more pragmatic. Pragmatic trials are 
critically important for generating evidence that is 
relevant, actionable, and reflective of patients, pro-
viders, and delivery settings to which the trial results 
would apply and the intervention would be used 
outside the context of a research study. A recently 
published article illustrates the use of PRECIS-2 
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criteria to evaluate an integrative oncology trial 
along the explanatory–pragmatic continuum [13].

The second recommendation is to conduct clinical 
trials of multilevel interventions [14]. Much of the 
intervention research in psychosocial oncology has 
tested interventions directed solely toward patients 
or, in some cases, toward patients and their family 
members or caregivers. At least two additional lev-
els should be considered when seeking to evaluate a 
distress screening and management program. These 
levels are the clinical care providers (e.g., oncolo-
gists, oncology nurses, social workers) and the prac-
tice or organizational setting (e.g., specialty clinic, 
cancer center). Distress screening and management 
programs can be viewed as complex interventions 
[15] based on the number of interacting components, 
the numbers and types of individuals involved, and 
the extent to which the intervention will need to be 
adapted to local needs and resources. Engaging pro-
viders and the practices and organizations in which 
they work would seem to be essential for designing 
interventions that are feasible and acceptable if they 
require changes in clinical workflow, changes in pro-
fessional roles and responsibilities, and additional 
institutional resources. Given these considerations, 
many trials of multilevel interventions randomize 
at the level of the practice or institution (i.e., use a 
cluster randomized trial design) rather than at the 
level of the patient to avoid the potential for con-
founding and in acknowledgment of the multiple 
levels at which the intervention functions [16]. A re-
cently published study illustrates the design and con-
duct of a cluster randomized trial to test a multilevel 
intervention to improve symptom management. In 
this study, 19 cancer inpatient units were randomly 
assigned to implement a clinician-delivered bedside 
pain assessment and management tool or to con-
tinue with usual care [17]. The effects of the inter-
vention were tested by comparing changes in the 
percentages of patients with a clinically significant 
improvement in their pain at the inpatient unit level.

The third recommendation is to conduct clinical 
trials using hybrid effectiveness-implementation 
study designs. Briefly, the purpose of hybrid designs 
is to accelerate the transition from effectiveness 
trials to implementation trials by incorporating 
elements of each into a single study, albeit with a 
different primary and secondary focus depending 
on hybrid design type (1, 2, or 3). For example, 
in the hybrid type 1 design, the primary aim is to 
determine the effectiveness of an intervention and 
the secondary aim is to better understand the con-
text for implementation [18]. The primary aim seeks 
to answer the question of whether the intervention 
is beneficial for patients in the setting(s) in which it 
was tested whereas the secondary aim seeks to iden-
tify barriers and facilitators of the implementation 
tested in the trial. For a study of a distress screen-
ing and management program, outcomes for the 

primary aim may be patient-reported measures of 
psychological distress whereas outcomes for the sec-
ondary aim may be quantitative measures of feasi-
bility and acceptability captured during the course 
of the study combined with qualitative measures of 
barriers and facilitators captured through interviews 
with patients and providers. A  recently published 
protocol illustrates many of these methods to study 
the implementation of linked symptom monitoring 
and depression treatment programs designed for 
specialist cancer services. Guided by the RE-AIM 
evaluation framework [19], the authors specify the 
measures and the data sources to be used to assess 
the reach, effectiveness, adoption, implementation, 
and maintenance of the programs [20].

There is increasing recognition of the impor-
tance of implementation science in improving the 
management of distress and other common symp-
toms in patients with cancer. For example, the Blue 
Ribbon Panel report issued as part of the National 
Cancer Institute’s Cancer Moonshot included a 
recommendation to accelerate, through imple-
mentation science, the clinical adoption of sys-
tems that monitor patient-reported symptoms and 
provide decision support using symptom man-
agement guidelines [21]. The National Cancer 
Institute subsequently issued funding opportu-
nity announcements and recently awarded funds 
for a research consortium that will conduct a set 
of multicenter, multilevel studies using hybrid 
effectiveness–implementation designs [22]. These 
studies are being conducted with the goal of iden-
tifying evidence-based, scalable, and sustainable 
models for how symptom monitoring and manage-
ment can be routinely incorporated into a variety 
of oncology practice settings and delivered to a 
range of patient populations.

In summary, addressing existing gaps in knowl-
edge about distress screening and management 
for patients with cancer will require continued 
work to evaluate assessment and screening tools 
suitable for clinical use and to identify interven-
tions ready for implementation. In addition, the 
scope of work needs to be expanded to include 
the types of study methods, designs, and outcomes 
that are commonplace in implementation science 
to facilitate the integration of research into prac-
tice. Priorities include designing and conducting 
pragmatic clinical trials, evaluating multilevel 
interventions, and using hybrid designs to simul-
taneously evaluate clinical effectiveness and bar-
riers and facilitators of implementation. Use of 
these approaches holds considerable potential for 
developing an evidence base that can promote 
more widespread adoption of effective distress 
screening and management programs and can 
inform further development of standards and pol-
icies related to the psychosocial care of patients 
with cancer.
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