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ABSTRACT

OBJECTIVES: This study aims to validate the Distress Thermometer Filipino version, (DT-F) in
head and neck cancer patients and identify the cut off score of DT-F for psychosocial distress
at which to make referrals for clinical intervention. 

METHODOLOGY: After obtaining permission from the National Comprehensive Cancer
Network (NCCN), translation and back-translation of the Distress Thermometer (DT) were
done. One hundred ninety- two patients who fit the inclusion criteria were included in the
study. They were from the outpatient clinic and ward of both the Cancer Institute and
Otorhinolaryngology Department and each participant accomplished a socio-demographic
form, the DT-F and Problem List, The Hospital Anxiety and Depression Scale-Pilipino (HADS P)
and had a brief psychiatric interview. 

RESULTS: Receiver Operating Characteristic (ROC) curve analyses generated area under the
curve (AUC) of 0.7506, suggesting good discrimination using the HADS P cut off score of 11.
The optimal cut off score in DT-F is 4, with a sensitivity of 77% and specificity of 58%. Hence,
using this cut off score, head and neck cancer patients who score 4 and above in the DT-F were
identified to experience clinically relevant psychosocial distress than those who score below
the cut off.

CONCLUSION: The Filipino version of DT is a valid tool for screening psychosocial distress in
head and neck cancer patients. Using a cut off score of 4 is recommended for appropriate and
timely referral for further evaluation.
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INTRODUCTION
Cancer is a leading cause of morbidity and
mortality worldwide. Data show that there are
approximately 14 million new cancer cases, 8.2
million cancer deaths and 32. 6 million people
live with the consequences of cancer in 2012,
worldwide. (1) For both sexes, lung cancer was
the most common cancer worldwide
contributing 13% of the total number of new 

cases, while breast cancer (for women only) and
colorectal cancer, the second and third most
common respectively, diagnosed in 2012. (2)
Jemal and colleagues reported that head and
neck squamous cell carcinomas (HNSCC) is the
sixth leading cancer worldwide and that there
are more than 550,000 new cases of head and
neck cancers (of which, 90% are HNSCC)
diagnosed each year with a male to female ratio 
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hat ranges from 2:1 to 4:1. (3) 

In developing countries, head and neck cancers
are highly prevalent and one of the most
common forms of cancer, particularly in
Southeast Asia. Head and neck cancer is
considered to be one of the most “traumatic”
forms of cancer owing to its effects on the
patients’ breathing, swallowing, speech and
hearing (4).

 In the Philippines, malignant neoplasms are the
third cause of mortality, with 98, 200 new cancer
cases diagnosed each year; with breast cancer
and lung cancer as the most prevalent in women
and men, respectively. (5) The report estimated
that oral cavity cancer will be the 15th most
common site when both sexes are combined
(2%) (6).

 The risk factors for cancer worldwide are
tobacco use, alcohol use, unhealthy diet and
physical inactivity which are all modifiable.
Similarly, these risk factors account for the
continued increasing incidence and prevalence
of cancers in the Philippines. Given the
continued advances in early cancer detection
and treatment, and in spite of the awareness
campaigns conducted by public and private
sectors done in the Philippines, the reality is that
a large percentage of cancers are still not
diagnosed and treated at an earlier, and more
curable stage in the country.It has long been
perceived that lack of cancer awareness and
education account for the continued increase of
cancer incidence, however, it could also be that
socioeconomic reasons limit Filipinos in availing
the necessary cancer care and treatment. (7) 

 The chronic nature of cancer, the psychological,
its emotional and financial burden on the patient
and the family greatly impact the survivorship
of patients, and vice versa. Mehnert and
colleagues reported emotional distress is
common after a cancer diagnosis and is often a
result of a variety of problems that can affect
every aspect of life according to different stages
of the disease. The authors reported that most of
the concerns of patients relate to the physical
symptoms such as pain, fatigue and problems
with functional impairments and burden on the
family as well as social, financial and
occupational problems (6).

The National Comprehensive Cancer Network
(NCCN) in the United States has recognized the
lack of integration of psychosocial care into
routine cancer care and believed that physician
and patient attitudes contribute to this.

A multidisciplinary panel of the NCCN,
responsible for making pain the fifth vital sign
by using simple pain scale of zero to ten,
modelled and recommended a similar and
simple question to ask patients about their
psychosocial concerns and believed that distress
was the best umbrella term to represent and de-
stigmatize the emotional concerns that cancer
patients experience ranging from normal fears,
worry and sadness to clinical depression,
generalized anxiety, panic, isolation or a
spiritual or existential crisis. The NCCN panel
acknowledged the importance of incorporating
the assessment of psychosocial distress as part of
routine cancer care and considered distress as
the sixth vital sign. (7) 

 The high prevalence of psychosocial distress in
patients with head and neck cancer had been
noted in various literatures. In a review done by
Frampton, he reported that psychological
morbidity is often under diagnosed and
undertreated due to a range of factors that
include a normal reaction to the diagnosis of
cancer, the reluctance of patients to confide
openly to their doctor, the patients’ tendency to
minimize the severity of their symptoms and the
overlap of symptoms of physical and emotional
distress (4). 

 In a prospective observational study of
outpatients with head and neck cancers, Neilson
and colleagues assessed symptoms of depression
and anxiety before and after the patients
underwent radiotherapy using HADS and
Functional Assessment of Cancer Therapy-Head
& Neck (FACT -H & N). Their findings indicated
that there are significant changes in symptoms
of depression and anxiety in relation to timing of
radiotherapy, with a third of patients reporting
mild to severe depressive symptoms after
radiotherapy, emphasizing the need of ongoing
monitoring to identify patients at risk. (8) 
 Similarly, Lydiatt and colleagues stated in their
review that head and neck cancer patients
experience higher rates of major depressive
disorder of all oncology patients. (9)
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A study by De Leeuw and coworkers cited in the
article enumerated factors that place head and
cancer patients at risk of developing depression;
these include lack of emotional support, a lack of
a social network, avoidant style of coping,
advanced tumor stage, gender (women), and a
lack of openness to discuss cancer in the family.
(10)  The preceding studies mentioned have
highlighted the high prevalence of psychological
distress experienced by head and neck cancer
patients. Most of these emphasized the need for
appropriate and timely screening to detect and
address distress as part of the multidisciplinary
care of the cancer patient.  
 
 Multiple researches have been done to ascertain
the prevalence of psychosocial distress using
diverse methods to measure distress among
different cancer populations. Based on these
studies, there is a wide range of prevalence rates
of psychological distress, and it can be safely
assumed that one-third to two-thirds of cancer
patients experience distress. Norton and
colleagues identified the prevalence of
psychological distress among 143 patients with
ovarian cancer using the Beck Depression
Inventory, the Mental Health Inventory, the
Impact of Events Scale and a questionnaire
regarding mental health service use and found
out that about one fifth of women experienced
moderate to severe level of distress and more
than half reported high stress responses to their
cancer and its treatment. (11) Using the Hospital
and Depression Scale (HADS) among one
hundred cancer patients, Santre and colleagues
reported a rate of 42% cases experiencing
emotional distress. (12) Other researchers used
different methods and reported 77% prevalence
rate of psychological distress (13), 33% of
sarcoma patients experienced distress (14) while
prevalence of anxiety ranged between 21.5 and
27.4%, and prevalence of depression was 21.1%
(15), and 38% of cancer patients in the outpatient
reported experiencing psychological distress.
(16) In 1998, Roth and colleagues used the
Distress Thermometer in 97 prostate cancer
patients and reported 28.6% experienced
psychosocial distress based on the designated
cutoff. (17) 

Studies among head and neck cancer patients
similarly showed a wide range of psychological
distress, from 12% as the lowest to as high as 46%

 

Pandey and colleagues cited in their study that
up to 20% of patients may show severe
depression, grief, lack of control, personality
changes and anxiety. (18) Other studies showed
higher ranges of psychological distress such as
in the study by Riblet and colleagues quoted that
35% of head and neck cancer patients
experience psychological distress (19), while 25%
to 30% was quoted initially by Krebber and
colleagues and reported after their study a
staggering 29% rate of psychological distress
experienced by patients in this population. (20)
In a cross-sectional study of 436 patients
attending a head and neck oncology
multidisciplinary clinic in New England, Maher
and colleagues stated in their study that 34% of
patients reported having pain, while 13% had
clinically significant distress. (21) In their
research, pain was assessed using a Numerical
Rating Scale, while distress was measured using
the PSYCH-6 and the Distress Thermometer
(DT) scales. (21)

 The Distress Thermometer (DT) is a single-item
rating scale which the patient is asked to rate the
rate of their level of distress. Since its
development, the National Comprehensive
Cancer Network (NCCN) incorporated it as part
of the Clinical Practice Guidelines for Distress
Management. The NCCN suggested that as part
of a multidisciplinary approach on
incorporating psychosocial care into routine
cancer care, the Problem List be incorporated
with the Distress Thermometer. 

The Problem List is used to determine the nature
and source of the patient’s distress and help
identify to which discipline the patient needs to
be referred. The initial cut off score was 4, and
was the basis of referral to appropriate service
for psychosocial support. (22) NCCN has since
then implemented the DT and the problem list as
the initial screening tool to assess distress in
cancer patients and those needing appropriate
psychosocial support (22).25

Administering to prostate carcinoma patients, a
pilot study using the DT by Roth and colleagues
in 1998 proved that DT, along with the Hospital
Anxiety and Depression Scale (HADS), can be a
rapid screening measure that allowed
oncologists determine patients with significant
distress. 
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They however suggested that further testing was
needed for the DT as well as the identification of
barriers that impede the detection of the most
distressed patients. (17) Since its introduction
and NCCN’s incorporation to the Clinical
Practice Guidelines for Distress Management, the
DT has been used, translated and validated in
numerous researches worldwide. (22)

 Using the DT, detection of psychosocial distress
will impact the survivorship of cancer patients.
Providing psychosocial support to patients
diagnosed with cancer at key time points of their
cancer journey has the potential to reduce the
development of psychiatric morbidity and to
help patients be able to manage better the effect
of treatment and return to fully functional lives
and survivorship after treatment. (23) The DT
and problem list along with the Brief Symptom
Inventory (BSI) were used by Lee and colleagues
to describe the outcomes and clinical experience
of routine distress screening of newly admitted
patients to hematology and oncology ward. They
reported that 47% of 51% of clinically  distressed
patients did not receive psychosocial support
before screening. Referrals to appropriate
discipline were done during the study and
witnessed the positive attitude of staff towards
the ability to routinely screen for distress. The
authors concluded that there was significant
improvement in the capacity of staff to offer
psychosocial care through routine distress
screening. (24)

 In 2011, the evidence review conducted by the
McMillan Cancer Support Care in the United
Kingdom revealed that cancer affects patients
physically, emotionally and financially, however,
the emotional effects are the most neglected and
last the longest even after treatment is finished. 

By using the four-tier model for cancer patients
and their families, as recommended by NICE, the
professionals were able to provide the necessary
psychological support needed by patients. 

At level two of the model of the four -tier model,
staff including nurses, doctors, and allied health
professionals be proficient at screening for
psychological distress and intervening with
techniques such as psycho-education and
problem solving. 

Timely provision of psychological support 

resulted to improvement of the health and
wellbeing of people affected by cancer,
reduction of the work load of other health and
social care professionals and showed potential
efficiency gains for health and social care.
However, despite the growing knowledge and
national guidelines recommending active
management of distress, implementation in
routine practice remains a challenge. 

 Ging-Long Wang and colleagues screened for
psychosocial distress in Taiwan using both DT
and HADS as screening tools. They noted that
both tools were efficacious for screening anxiety
and depression for cancer patients, however
comparing both tools, DT appeared to have
higher sensitivity and specificity (25) 

At present, there are no existing data in the
Philippines investigating the incidence and
prevalence of psychological and emotional
aspects of patients diagnosed with cancer as well
as any systemized referral process for
psychosocial support of patients with
psychological distress. Focus group discussion
done with Otorhinolaryngology residents
brought into light some key reasons for referral
of their patients for psychosocial support. Based
on their clinical assessment, patients who will
undergo disfiguring surgery, those with previous
psychiatric morbidity, patients whom they
consider to be a possible long-term burden to
the family and as part of the holistic
management are the patients the residents refer
for psychosocial support. (26)

This study aims to validate the Distress
Thermometer, Filipino version (DT-F) in head
and neck cancer patients, by using the translated
and validated HADS-P, which is an established
measure of distress. The optimal cut off score
for DT-F will be determined to identify patients
with clinically relevant psychosocial distress.
And in doing so, a valid screening tool that is
quickly administered may be made available for
psychosocial distress detection and timely
referral.

METHODOLOGY

 This cross -sectional study was reviewed and
approved by Research Ethics Board. Permission
for translation and validation was requested and
granted by the National Comprehensive Cancer 
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Network. 

The NCCN DT was translated into Filipino by
Sentrong Wikang Filipino, which is one of the
coordinating arms of the Manila that monitor,
facilitate, and conduct university policy and
programs on language. Back translation was
performed by a consultant and resident
physicians of the Department of Psychiatry and
Behavioral Medicine who speak English and
have never used the DT. The reviewing panel
suggested changes in a few terms in the Problem
list accompanying the DT. These changes were
incorporated and the Filipino version of the
Distress Thermometer (DT-F) was finalized.
Likewise, permission to use the HADS-P, the gold
standard used in this study, was obtained from
Dr X. Proper coordination with the head of both
the Department of Otorhinolaryngology and
Cancer Institute were done and permission to
conduct research on both departments was
obtained.

 Using the general computation for estimation of
prevalence of psychosocial distress among head
and neck cancer patients, the sample size was
computed. 

In the cross-sectional study of 436 patients
attending a head and neck oncology
multidisciplinary clinic in New England, Maher
and colleagues stated in their study that 13% had
clinically significant distress. In the study, pain
was assessed using a Numerical Rating Scale,
while distress was measured using the PSYCH-6
and the DT scales. (21) Using 13% prevalence
rate of psychosocial distress, the level of
confidence set at 95% and maximum tolerable
error of +/- 5 the sample size computed, the
formula revealed a sample size of 192, taking
into consideration an initial 10% drop-out rate. 

 One hundred ninety -two participants were
recruited using convenience sampling from
August 2016 to November 2016. Participants of
this study were patients seen at the outpatient
clinic or admitted at the wards of the
Otorhinolaryngology department and the
Cancer Institute. 

 Eligible participants were Filipinos aged 19
years old and above, diagnosed with head and
neck cancer, understood their diagnoses, able to
understand Filipino, not previously diagnosed 

 with any psychiatric disorder and were able to
give their informed consent. 

After explaining the objectives, risks and benefits
of the study, informed consent was obtained
from each participant. They were given the
socio-demographic form, DT-F and HADS P. For
patients who had physical difficulties in reading
and those who were illiterate, the research
assistant read and helped complete the
screening tools. A brief psychiatric interview was
then done by the investigator. Participants
answered the questionnaires and interviewed by
the investigator in the waiting area prior to their
consultation at the OPD, while those admitted
accomplished the forms and were interviewed in
their respective beds at the ward. Data gathered
from the participants were kept confidential.
Recommendations for referral to the
Consultation Liaison section were given to the
attending physicians of participants who were
assigned with a psychiatric diagnosis on
interview.

Socio-demographic data

 The following demographic data was collected
from participants and their medical records at
baseline: name, age, sex, marital status,
educational attainment, religion, living
conditions, employment status, length of time
since diagnosis was known, modes of treatment,
and history of psychiatric consultation.

Distress Thermometer and Problem List, Filipino
version (DT-F)

 The Distress Thermometer has been
recommended by the National Comprehensive
Cancer Network (NCCN) as part of the
multidisciplinary care for cancer patients as a
screening tool to detect clinically significant
distress. (27). It is a one item, self-report
measure of psychological distress developed for
cancer patients who are asked to rate their
distress in the past week. It is a visual analogue
scale that range from 0 (no distress) to 10
(extreme distress). Afterwards, patients are
asked to fill in the problem list that accompanies
the DT. This is used to aid in the determination
of nature and source of the patient’s distress.
The translated Filipino versions of both the
distress thermometer and problem list were used
on head and neck cancer patients.
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Hospital and Anxiety Depression Scale - Pilipino
(HADS-P)

 The Hospital Anxiety and Depression Scale
(HADS) developed in 1983 by Zigmond and
Snaith, is a brief, self-administered questionnaire
designed for use with people who are medically
ill to detect anxiety and depressive disorders.
The HADS has 14 items, of which seven questions
are related to anxiety and the other seven,
related to depression. The HADS has different
cut-off scores in various studies to indicate
significant anxiety and depressive symptoms.
(28) In 2013, de Guzman determined the
reliability and validity of the HADS and its
Filipino translation (HADS-P). She reported that
the optimal cut off score was 11, with sensitivity,
specificity and a positive predictive value of
75%, 70%, 75%, respectively. (29) The HADS P
has been used in multiple studies since its
validation in the Philippines and used as a gold
standard in this study.

Psychiatric Interview
 A brief psychiatric interview of the participants
was done by the investigator after completion of
the DT-F and HADS P. This was to ensure that
questions pertaining to the questionnaires were
answered and that participants necessitating
intervention, and gave consent for referral, were
immediately referred to the Department.

Accomplished forms were checked and data
collected were encoded using Microsoft EXCEL.
Statistical analyses of the data were performed
using STATA for Windows (Version 12.0)
software program. 

The participants’ characteristics were analyzed
using descriptive statistics. Analysis of Receiver
Operating Characteristics (ROC) curves was
used to determine the ability of the DT- F in
detecting psychosocial distress in participants.
ROC curves are a plot of (1-specificity) of a test
on the x-axis, HADS P in this study, against its
sensitivity on the y-axis for all the possible cut off
scores; (30) they are a graphical representation
of true positives versus false-positives across a
range of cut off scores and aid in the selection of
the optimal cut off score (31) 

ROC curve analysis is used to quantify the
accuracy of tests in discriminating patients who
have the condition or the disease from those who
does not have the condition. (32) 

The area under the ROC curve (AUC)
represents the overall accuracy of a test. It takes
values from 0 to1 in which a value of 0 indicates
an inaccurate test while a value approaching 1.0
indicate high sensitivity and specificity. The
general guideline for interpretation of AUC
values were 0.50-0.60 as indication for no
discrimination, 0.60-0.70 for poor
discrimination, 0.70-0.80 indicates acceptable
discrimination, 0.80-0.90 has good
discrimination while 0.90-1 means excellent
discrimination. (33) 

 In this study, the discriminative accuracy of the
established DT-F cut off score using the cut off
score of HADS P which was 11 was estimated
using the Area Under the Curve (AUC).  
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RESULTS

A total of 192 patients were invited for this study
from the outpatient clinics and charity wards of
the Otorhinolaryngology department and
Cancer Institute of the Philippine General
Hospital. One hundred percent finished the
questionnaires and were included in the analysis.

 The distribution of patients according to their
socio-demographic profile is shown in Table 1.
This includes the age, gender, educational
attainment, living conditions, employment status,
length of time since diagnosis was known, and
treatment history. Most of the participants
diagnosed with head and neck cancer were
aged 44 years old and above (139/192 – 72.40%).
For gender, there were more male participants
than females (110 or 57.29% males and 82 or
42.71% females). As for educational attainment,
majority of the participants were able to attain
high school and higher education (137 or 71.35%)
yet most of them were unemployed (57.29%),
which included housewives and retirees. More
than half of the participants were currently
living with their spouses and children (64.58%).
The mean number of months since diagnosis
was 27.4 (SD = 15.5; range = 1- 120 months). Most
of the participants were seen within the first 18
months since they were diagnosed (124 or
64.58%). More than half (50.52%) of the
participants had not had received any form of
treatment while 20.31% underwent surgery. 

Out of the 192 participants, 31 (15.63%) were
diagnosed with major depressive disorder,
generalized anxiety disorder and adjustment
disorder during the psychiatric interview.
(Table 2). The 31 participants were informed of
their diagnosis and advised referral for further
evaluation and of these, 25 of the 31 (80.65%)
patients gave consent for referral and were
referred to the Department of Behavioral
Medicine, while 6 (19.35%) of them refused
referral. Fifty six percent of participants were
identified 

F IGURE  1 .  RECE IVER  OPERAT ING CHARACTER IST IC  CURVE  ANALYS IS  OF
D ISTRESS  THERMOMETER  F I L I P INO  VERS ION  SCORES  VERSUS  HOSP I T AL

ANX IETY  AND  DEPRESS ION  SCALE  P I L I P INO  CUT  OFF  SCORE .

with clinically relevant psychosocial distress
using the HADS P cut off score of 11. 

Figure 1 shows the Receiver Operating
Characteristic (ROC) Curve analysis obtained
an Area Under the Curve of 0.7506, which
showed good discrimination based on the gold
standard used. Each DT-F score was used as
potential cut off and the sensitivities and
specificities of each were computed. 

The sensitivity, specificity, likelihood ratio
positive and negative computed for each DT-F
cut off score are shown on Table 3. For the DT-F,
a cut off score of 4 identified 77.06% of the
HADS P cases (sensitivity) and 57.83% of the
HADS P non cases (specificity) while a cut off
score of 3 has 88.07% sensitivity and 51.81%
specificity.

DISCUSSION

 The validity of the Filipino version of the DT as
a screening tool for psychosocial distress among
head and neck cancer patients examined in this
study. HADS P used as a gold standard
identified 109 (56%) participants with
psychosocial distress. Analyses of data showed
that a cut off score of 4 for the DT-F generated
sensitivity of 77% and a specificity of 58% using
the HADS P cut off score of 11. Using this cut off
score, the DT-F identified 119 (62%) participants
with psychosocial distress.

 Cut off scores from other literatures ranged
from 3 to 6 for detecting psychosocial distress
while the optimal cut off set by NCCN Guidelines
was 4 and above, and indicated the need for
further evaluation and referral to the proper
psychosocial or supportive care service. (27) In
a study by Donovan and colleagues, the
translation and validation of DT in different 



countries were studied. Their research revealed
that DT had been translated from English to 21
non-English languages and 18 were validated.
Determination of cut off scores were done with
different screening tools used in ROC curve
analysis and were found to have variations in
different countries, however majority of them
have a cut off score of 4 that has optimum
sensitivity and specificity. (34) The result of this
study showed comparable results to studies done
in different countries, with majority of them
having a cut off of 4. 
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The ROC curve analysis of DT-F scores
compared with the established cut off of gold
standard used, HADS P, obtained an AUC of
0.7506. The AUC value indicates good
discrimination using the HADS P as a gold
standard. With each DT-F score used as
potential cut off and their sensitivities and
specificities computed, cut off scores of 3 and 4
were considered. DT-F cut off score are of 3 has
88% sensitivity and 52% specificity while the cut
off score of 4 identified 77% and 58%. Taking
into account the result of other validation studies
of the DT, in which majority revealed and
recommended a cut off of 4, in as much as the
recommended cut off of the NCN guidelines,
similarly, that is 4, the cut off score of 4 was set.
More importantly, the cut off score of had
optimum sensitivity and smaller percentage of
participants being incorrectly classified as
having psychosocial distress, as compared to the
cut off score of 3. Using the cut off score of 4 also
takes into consideration a patient’s response
when incorrectly classified as having
psychosocial distress. Incorrectly classified
patients may experience additional burden of
having to undergo further screening procedures
on top of their foremost priority of addressing
their cancer treatment. Lastly, the limitation of
manpower and financial costs of increased 

umber of incorrectly classified patients are
taken into consideration. Hence, in using the DT-
F as a screening tool for psychosocial distress, it
is recommended that the cut off score of 4 is
used, which best parallels to other validation
studies and takes into account the important
physician and patient factors. 

This is the first validation study of the DT to be
conducted in the Filipino population. In this
study, head and neck cancer patients were used
as the population sample. 

Patients with head and neck cancer are known
to develop high degree of psychosocial distress.
Humphris and Ozakinci reported that patients
diagnosed with head and neck cancer are prone
to development of psychological distress after
disclosure of cancer diagnosis and tend to
extend during treatment phase. They further
noted that the variety of reaction depend on a
number of factors including fears of recurrence,
health beliefs, personality type, coping, and the
availability of support. (35)

 Their review introduced a number of key
factors that allowed surgeons and clinicians to
be more mindful of a more complete
management of the patient with head and neck
cancer; that is to include psychological
interventions. A substantial number of literature
have further underscored the psychological
distress experienced by patients with head and
neck cancer. Pandey et al investigated the effect
of distress on the quality of life in head and neck
cancer patients in India where head and neck
cancer is the most common cancer in males and
third most common in females and concluded
that high amounts of stress led to poor quality of
life of patients. (18)

 Krebber and colleagues investigated the
screening in follow up care to identify head and
neck cancer patients with untreated
psychological distress using Onco Quest (a touch
screen computer system to monitor
psychological distress, Hospital Anxiety and
Depression Scale (HADS) and quality of life
(HRQOL; EORTC QLQ-C30 and H&N35 module)
and concluded that screening for psychological
distress among head and neck cancer patients is
beneficial to identify patients with psychological
distress who do not yet receive treatment. (20) 

Riblet and colleagues did a study to improve the 



mental health care of patients with head and
neck cancers by identifying and managing
psychological distress using the Distress
Thermometer and an evidenced-based
treatment decision algorithm. This was done in
Norris Cotton Cancer Center in Northern New
England where the investigators conveyed that
though patients were treated in a
multidisciplinary approach, the institution
lacked a policy for distress screening leading to
possible missed diagnoses of stress. (19)

A subset of head and neck cancer patients, oral
cancer survivors, and their supportive care
needs were determined by Lee et al. The result
of the study showed the substantial unmet needs
of this population, with many of the unmet needs
falling in the emotional domain and that the
survivors have high rates of interest in several
supportive care services including support
groups and various forms of informational
support. (36)

 Patients with different types of cancer yield
different levels of distress. Similarly, with the
study was conducted, hence majority of the
participants belong to the middle to low socio-
economic class. Another limitation is the venue of
the study, particularly those seen in the
outpatient department, where patients may have
experienced discomfort waiting in line and
sometimes in a hurry to be seen by their
attending physician that may have affected the
manner of answering the screening tools. 

 Hence, it would be ideal that the DT-F may be
considered to be used in patients with other
types of cancer in future studies. It is also
recommended that multi-center studies with a
larger and more diverse population be done for
the DT-F.

Conclusion

 The Filipino version of DT is a valid tool for
screening psychosocial distress in head and neck
cancer patients. Using a cut off score of 4 is
recommended for appropriate and timely
referral. The results of the study can help initiate
the regular implementation of the DT-F on all
cancer patients, eventual nationwide
implementation with the goal of psychosocial
support provision as part of the holistic care of
the cancer patient.
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