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Abstract
Purpose This paper describes an intervention performed at
an Italian oncological institute to manage psychological
distress related to the oncological experience. Its objectives
are to encourage and normalize awareness of the importance
of emotional aspects of the cancer experience, to provide
psycho-education to patients on the importance of psycho-
social care in promoting well-being, and to introduce our
psychology service and promote its usage.
Methods The intervention consists of three consecutive
steps: the psychological distress screening; the clinical in-
terview, which is conducted according to Rogers’ client-
centered model; and the collection of data regarding the
appreciation and usefulness of the initiative, performed
through a feedback questionnaire and the codification of
the interview contents.
Results Between September 2011 and February 2012, the
intervention was administered to 484 consecutive new inpa-
tients. Among them, the prevalence of psychological distress
and its components of anxiety and depression are comparable
to those found in the literature. The low percentage of partic-
ipants who refuse the screening (15.4 %) as well as of those
who do not wish to have the results returned to them (3.1 %),

together with the high scores regarding the usefulness and
effectiveness given to the intervention (all >80/100), docu-
ments the positive reception of this activity. Lastly, the anal-
ysis of the contents of the exit interview shows that a wide
range of themes, far more varied and heterogeneous than just
anxiety and/or depression symptoms, was discussed.
Conclusions Even though this was a clinical and not a
research activity, it still offers important descriptive data.
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Introduction

Cancer presents itself as a pervasive and multi-faceted ex-
perience of suffering. It is, indeed, difficult to limit it simply
to the affected area of the body because it involves the
whole organism, as well as the psychological and social
sphere. The term “psychological distress” is purposely
“wide-ranging” and removed from the stigmatizing termi-
nology that is used in psychiatry and is meant to encompass
all the different forms of discomfort related to the oncolog-
ical experience, whether they be mild or severe, transitory or
permanent [1].

In North America and western Europe, the prevalence of
psychological distress is between 22 and 45 % [2]. When we
specifically look at the two most commonly studied compo-
nents of psychological distress (depression and anxiety), we
can see that the prevalence of depression is between 9 and
21 %, while the prevalence of anxious states is between 10
and 48 %. Furthermore, several studies have demonstrated
that clinically significant distress is associated with mal-
adaptive coping, more needs, reduction in quality of life,
impairment of social relationships, risk of suicide, longer
rehabilitation time, poor adherence to treatment, abnormal
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illness behavior, family dysfunction, psycho-social morbid-
ity, and possibly shorter survival [3–7].

All of these justify the fact that psycho-social care is
considered a fundamental aspect of quality oncological care
[8] and, in particular, that constant monitoring and manage-
ment of psychological distress is widely recommended [9].
Unfortunately, less than 10 % of the cases are actually recog-
nized and referred to mental health services [10]. This lack of
recognition of distress causes problems for the patients (re-
garding making therapeutic decisions, complying to treat-
ments, and making complementary medical appointments),
but it also cause problems for the oncological team, in terms
of stress and length of appointment times [9, 11, 12].

In this paper, we describe how oncology-related psycho-
logical distress was screened and managed at an Italian onco-
logical institute. The objectives were as follows: (1) to
encourage/normalize awareness of the importance of emotion-
al aspects of the cancer experience, (2) to provide psycho-
education to patients on the importance of psycho-social care
in promoting well-being, and (3) to introduce the patient to the
institute’s psychology service and to promote its usage.

Materials and methods

Sample and setting

From September 2011 to February 2012, at the Centro di
Riferimento Oncologico di Aviano (the National Cancer
Institute in north-eastern Italy), a clinical intervention ded-
icated to helping patients in integrating emotional states in
their own disease was systematically started. Thus, all new
inpatients (i.e., those who were in the diagnostic phase or
were receiving their first treatment) of both medical and
surgical divisions were offered to receive this intervention
by a trained psychologist.

The intervention

The main objective of the intervention consisted in helping
patients to acknowledge and integrate emotions as natural
aspects of their disease experience so that their multi-
dimensional (bio-psycho-social) well-being can become an
achievable goal for all of them. In other words, the inter-
vention was directed at encouraging cancer patients to also
pay attention to their emotional states and start considering
them as an object for care just as much as their bodies.

The intervention consisted of three consecutive steps: (1)
the psychological distress screening, (2) the clinical inter-
view, and (3) the collection of data regarding the apprecia-
tion and usefulness of the intervention.

In the first step, a psychologist contacted the patients and
presented the intervention as a routine practice of the institute

which measures and monitors emotions, just like routine
checks of blood pressure, temperature, pulse, breathing, and
pain. The psychologist delivered and accurately described the
screening instruments in order to ensure proper autonomous
completion and informed patients that the results would be
discussed in a subsequent meeting. The administered instru-
ments were the hospital anxiety and depression scale (HADS
[13]), and the distress thermometer and problem list (DT-PL
[14]). The HADS is a 14-item, self-report measure of anxiety
(seven items) and depression (seven items). For each item,
respondents are asked to indicate which of the four options
(rated 3–0) comes closest to describing how they have been
feeling. Scores between 8 and 10 indicate possible cases,
scores between 11 and 21 probable cases in both scales. The
DT is a visual analogue tool asking participants to rate their
level of distress in the week prior to the interview on a scale
from 0 to 10 (from “0 no distress” to “10 extreme distress”).
Scores between 0 and 4, 5 and 7, and 8 and 10 indicate,
respectively, absent, moderate, and severe psychological dis-
tress. The PL consists of a list of 36 problems patients may
experience grouped into five categories (practical problems,
family problems, emotional problems, spiritual/religious con-
cerns, and physical problems) and that are rated in a yes/no
format. Patients are contacted when they first enter the hospi-
tal division. The intervention was proposed the day after
admission. Because of the complexities related to the opera-
tive phases (e.g., pre-operative anxiety, post-surgery physical
conditions), in the breast surgery division, the activity was
proposed the day after surgery, whereas in the general or
gynecological oncological surgery division, it was proposed
3 days after the operation. The first step did not require any
specific written agreement from participants because it is
included in the institute’s standard clinical practice. The pa-
tient, however, may refuse both the psychological distress
screening and the following meeting.

The second step took place the same day, if the distress
screening had been performed in the morning, or the next
day, if the screening had been conducted in the afternoon,
depending on the level of patient distress, the follow-up
meeting could be limited to simply returning results or
expanded to a more in-depth clinical interview. When dis-
tress seemed to be absent, a brief follow-up meeting was
provided to patients. During this meeting, they were encour-
aged to express any potential needs and were encouraged to
contact the oncological psychology unit at any time in the
future if they felt the need to speak to someone. When the
distress was moderate or severe, the objectives became more
complex. In particular, patients were encouraged to under-
stand the disease experience through speaking about its
subjective meaning and to acknowledge and understand
the emotions they expressed. They were also made aware of
suffering and its causes, given information which could be
useful in the practical management of cancer (e.g., where
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information materials are available about who gives insurance
and pension information or information about volunteer
organizations), and, ultimately, motivate to participate in a
more structured professional intervention. In this second case,
a complete clinical interview was performed; it was conducted
in a non-directive way and based on client-centered therapy as
developed by Rogers [15]. Acceptance of the other as an
individual, absence of judgment about the issues being dis-
cussed, empathy, and the ability “to see through the patient’s
eyes” are the main elements of the interview that allow an
understanding of the patient’s actual disease experience by the
psychologist. Both verbal and non-verbal communications
were used together with paraphrasing. The clinical interview
lasted 20 min on average.

In the third step, which was directed at gathering data
regarding the usefulness and appreciation of the initiative,
two different activities were performed: on one hand, the
psychologists who were conducting the intervention codified
the themes discussed in the interviews according to a series of
keywords that had previously been identified; on the other
hand, a small sub-sample of patients (consisting of patients
admitted at the institute in a pre-established week who had
received the clinical interview) was asked to evaluate the
intervention they had received by filling out an anonymous
feedback questionnaire. This consists of four ad hoc questions
designed to investigate on a scale of 1–100: the degree to
which participants felt listened to and understood by the
psychologists, the usefulness of the interview with respect to
clarifying their situation, the participants’ level of emotional
well-being after the interview, and the usefulness of the inter-
view; in addition, suggestions, comments, and requests can be
added in a specific section. This questionnaire was given to
patients at the end of the interview, and they were asked to fill
it out whenever they could before leaving it in a dedicated box
situated in the unit’s hallway.

The intervention was carried out by three psychologists
(S.M., F.B., C.F.) who are trained in the management of
cancer’s psycho-emotional aspects and have been working
in oncology for at least 2 years. The three psychologists who
administered the intervention were previously trained by three
psychotherapists (M.A.A., B.M., L.G.) in paraphrasing, em-
pathy, and in keeping non-judgmental attitudes in a 2-day
training. Furthermore, during the first 2 weeks, the psycholo-
gists’ intervention administrations were discussed and super-
vised in the group, to further standardize the approach to the
patient as well the intervention administration.

Results

In the period mentioned, the intervention was offered to 572
inpatients admitted to our institute for the first time. Because
88 subjects (15.4 %) declined to participate, the final sample

was of 484 persons. Among them, 20.9 % were males,
72.3 % were partnered, and the median age was 54 years
(range, 22–87). Of the sample, 49.7 % reported having
8 years of education (i.e., the compulsory education in
Italy), 38.6 % reported having a post-compulsory education,
and 11.7 % reported having a post-secondary degree. Look-
ing at their professional status, 55.1 % were employed,
whereas 44.9 % were unemployed, retired, students, or
housewives. Lastly, 37.9 % of the sample were inpatients
in a medical ward, whereas 62.1 % were in a surgical ward.

We found probable levels of anxiety and depression in,
respectively, 24.2 % and 15 % of the sample. When we add
patients with possible anxiety or depression, the percentages
rise to 50.1 and 30 %, respectively. Regarding psychological
distress, as measured by the distress thermometer, it is normal
in 41 % of the sample, moderate in 26.4 %, and severe in
32.6 %. On a scale of 0–100, the average of the problems for
each category is 24.2 (SD=22.7) for emotional problems, 12.8
(SD=11.9) for physical problems, 10.1 (SD=19.1) for rela-
tional problems, 10.0 (SD=14.2) for practical problems, and
5.4 (SD=22.7) for spiritual or religious problems. At the end
of the intervention, 5.9 % of participants accepted the sugges-
tion or expressed interest to participate in a more structured
psychological support.

Forty six participants (9.5 % of the sample) were asked to
complete the feedback questionnaire. On a 1–100 anchored
evaluation scale, the subjects quantified the following items:
the degree to which they felt listened to by the provider, with
an average score of 93.3 (SD=8.2); the usefulness of the
interview in regards to clarifying their situation, with an
average score of 81.7 (SD=14.0); their level of emotional
well-being after the interview, with an average score of 81.8
(SD=12.5); and the usefulness of the interview with an aver-
age score of 91.1 (SD=9.2). Only 2 out of 46 subjects (4.3 %)
used the available space to write their own comments, and
those were both declarations of gratitude for this activity.

In 78.4 % of the cases, the psychologist offered the
participants a brief follow-up meeting to return the results,
while in the rest of cases, 21.6 % (N=98), the psychologist
offered a longer follow-up encounter (i.e. the clinical inter-
view). Table 1 illustrates the frequency and total percentage
of the themes discussed during the clinical interview,
following a previously established codification.

Discussion

This paper describes a routine clinical activity performed, in
accordance to the international guidelines [1, 8, 9], in order
to inform oncological patients of the importance to take care
of their emotions (as well as their diseased bodies) and also
to alert them to the presence of the psychology service as a
tool that facilitates holistic self-care. Considering that this is
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a clinical activity, it does not have the advantages and merits
of well-constructed experimental design; in spite of this,
though, it offers important descriptive data for various types
of providers who take care of oncological patients.

First of all, the prevalence of psychological distress, as
well as forms of anxiety and depression we have found, is
similar to the levels found in the literature for other samples.
Considering the patients that were involved in this study are
in the diagnostic phase or just starting treatment, these data
support the idea that the phenomenon of psychological
distress is already evident at this time.

Secondly, the activity is appreciated and has high partic-
ipation numbers. The low percentage of subjects who refuse
screening, just like the negligible percentage of those who
do not wish to have the results of their screenings returned to
them, together with the high scores given to the intervention
as far as usefulness and effectiveness in the feedback ques-
tionnaire, all point to the positive reception of the activity.

The proportion of people who were offered the brief
follow-up meeting (limited to returning the results of the
interview materials) and those who received the clinical
interview, is about equal to the proportion of subjects with
no to mild distress and those who exhibited more symptoms.

Particularly, the analysis of the contents of the clinical
interview is very informative because it shows that a wide
variety of themes were discussed. Apart from anxiety and
depression symptoms, many other issues came up during the
clinical interview. Some patients spoke about issues with dif-
ferent types of relationships. Others expressed the need to
speak more about the illness and its medical and practical
aspects (even with a provider who was not directly involved
in therapy management and medical communications).

Participants discussed the actual impact of the illness on their
functioning on the job, in the family, etc. They spoke about
other current or past stressful life events, of body image, of the
future and death, of spirituality, and also of the difficulties they
encountered in communicating with healthcare providers. The
welcoming listening techniques used by the psychologists
during the clinical interview seem to facilitate the emergence
of the complex and heterogeneous elements of worry and
difficulty that influence the emotional state of the individual,
as well as the subjective experience of the illness. In this sense,
this descriptive information seems much more in sync with the
complexity of the subjective experience of the illness, rather
than the needs profile that surfaced from the problem list paired
with the DT. Furthermore, the fact that the clinical interview
encompassed so many different issues, in addition to the fact
that the initiative was very well received, seems to point to the
usefulness of this experience for the patients’ well-being.

The limitation of this study is that this is a description of
a clinical activity. As already discussed, this was not an
experimental verification of an intervention model, so we
cannot come to conclusions regarding its effectiveness. In
particular, the small number of patients requested to fill out
the feedback questionnaire and the small percentage of
coded interviews provide only descriptive information.
Nonetheless, the acceptance and participation (also in terms
of the amount of issues that came to light) definitely docu-
ment the positive response of patients regarding a brief
activity that was meant to recognize and welcome their
emotional state regarding their oncology experience. In
addition, it should be recognized that this intervention,
though inexpensive in terms of resources, reaches all
patients during their first admission to the hospital and

Table 1 Themes discussed in the
clinical interview: frequencies
and percentages on total (N=98)

Themes Number % on total items % on total patients

Relationships (family, couple, friends) 51 18.7 52.0

Anxiety symptoms 49 17.9 50.0

Disease (waiting for test results, therapies,
prognosis, side effects, relapses, hospitalization,
being far from home)

48 17.6 49.0

Emotions and their management 30 11.0 40.6

Ordinary activities management (work, family,
routine, need of normality, changes)

27 9.9 27.6

Existential or spiritual aspects 15 5.6 15.3

Previous or current stressful events (family members
diseases, deaths, separation, pre-existing diseases)

13 4.8 13.3

Depressive symptoms 12 4.4 12.2

Future and death 11 4.0 11.2

Communication with personnel 8 2.9 8.2

Body image 5 1.8 5.1

Money worries 2 0.7 2.0

Voluntary cancer work 2 0.7 2.0

Total 273 100.0 –
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allows all of them to be well-informed regarding the multi-
dimensional aspects of the illness. Furthermore, another
strength of this intervention is the fact that it can be trans-
lated to different healthcare settings.

In order to attempt to capture the effectiveness of a stan-
dardized and replicable psychological intervention, certain
methods have to be applied. For this to happen, it would have
been necessary to have indices of pre- and post-intervention
distress levels to compare data to a control group which is not
offered any activity and to appropriately check the heteroge-
neity of the sample (both as far as socio-demographic as well
as for as clinical factors go). Our data simply indicate a
positive response and evaluation on the part of oncological
patients for such an activity. Future research will have to
determine its effectiveness in objective terms.
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