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A djustment disorders—inappropriate 
responses to stressful events or situa-
tions accompanied by anxiety, depres-
sion, or both—and major depression 

are common psychiatric conditions in patients with 
cancer and can have a serious impact on their qual-
ity of life.1,2 Estimates of the prevalence of depres-
sion among cancer patients range from 1% to 42%.3 
The sheer size of this range suggests a lack of uni-

Under recognition of depression in cancer 
patients affects treatment outcomes, patient 
management, and satisfaction with treatment.

Educating nurse practitioners to recognize 
depression and use a simple screening tool at 
each visit doubled the rate of recognition.

The initiative taken by these nurses and nurse 
practitioners led to a comprehensive pilot 
program for diagnosing and treating mental 
health disorders in patients with cancer.
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formity in measurement and methodology.3 Under 
recognition of depression has been identified as a 
problem in the clinical oncology setting, and, as a 
result, screening is recommended to detect depres-
sive disorders in cancer patients.4  Improvement in 
the diagnosis and treatment of depressive disorders 
in this patient population can lead to improvement 
in treatment outcomes, better patient care, and in-
creased patient satisfaction with the quality of care 
received—as well as more appropriate utilization of 
healthcare resources. 

Improving recognition of  
depression through education

The Kansas City Cancer Center (KCCC) 
quality anti-depression committee was formed in 
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December 2002, based on the be-
lief that depression is not being ad-
equately recognized in the cancer 
patient. A retrospective chart review 
was performed on patients receiving 
chemotherapy in January 2003, us-
ing 80 charts from 5 KCCC loca-
tions. The goal was to assess charts 
for recognition of depression, loss of 
interest in activities, and diagnosis of 
depression. 

Streamlining assessment

Following the January audit, a pa-

tient questionnaire was developed 
for the oncology nurse practitioner 
to streamline the assessment of de-
pression. This questionnaire is based 
on Diagnostic and Statistical Manual 
of Mental Disorders, Fourth Edition 
(DSM-IV) criteria4 for depression 
(Figure 1) and includes standard vi-
sual analog scales for fatigue and pain 
assessment. The nurse practitioner 
administers the tool at the first visit 
and on subsequent visits with each 
patient. The anti-depression group 
then held a roundtable discussion 

with an internist who is also a psychi-
atrist to review individual cases and 
share ideas for recognizing and man-
aging depression in cancer patients.

Educating the staff

Between January and December 
2003, the anti-depression committee 
worked to coordinate staff participa-
tion in educational sessions that re-
viewed signs and symptoms of de-
pression based on DSM-IV criteria, 
the design and implementation of 
diagnostic tools, and medication and 
behavioral therapy options. Thera-
pists were invited to these sessions to 
provide an overview of psychosocial 
intervention to the oncology staff. In 
addition, community organizations 
that offer behavioral health services 
free of charge or at a minimal cost 
to patients met with the staff to re-
view available support services and 
therapies. Oncology nurse practitio-
ners and pharmacists conducted edu-
cational sessions at each cancer cen-
ter, and an antidepressant comparison 
table was developed as a convenient 
prescribing tool. Questions regarding 
loss of interest in activity and feelings 
of depression were added to the pa-
tient questionnaire.

To assess the impact of this assess-
ment tool and educational efforts, in 
December 2003 the committee per-
formed a second chart review of 80 
patients receiving chemotherapy at 4 
KCCC sites. 

Results

The baseline chart review per-
formed in January 2003 documented 
evaluation for depression in 21 pa-
tients receiving chemotherapy (26%), 
evaluation for loss of interest in activi-
ties in 20 patients (25%), and diagno-
sis of depression by a clinician in 13 
patients (16%). 

The chart review following in-
tervention in December 2003 docu-
mented evaluation for depression in 
47 patients receiving chemotherapy 
(59%), evaluation for loss of interest in 

FIGURE 1 Patient history questionnaire used by Kansas City Cancer Center for assessing 
depression, pain, and fatigue.

Patient Questionnaire

Please fill this out completely before seeing the nurse practitioner. The purpose of this questionnaire 
is to be sure that we address issues that are important to you. The nurse practitioner will discuss this 
questionnaire with you when you see her.

 1. Do you experience loss of interest or loss of pleasure in activities?  Yes  No

 2. Are you feeling down, depressed, or hopeless?  Yes  No

 3. How are you coping right now?  Well  Good  Poorly

 4. Are you having pain?  Yes  No

 5. If you are having pain, where does it hurt?

 6. Where would you rate your pain? Circle the face or the number.

From Wong DL, Hockenberry-Eaton M, Wilson D, Winkelstein ML, Schwartz P. Wong’s Essentials of Pediatric Nursing. 6th ed. St. 
Louis, Mo: Mosby; 2001:1301. © Mosby, Inc. Reprinted by permission.

 7. What kind of pain medication are you taking and how often do you take it?

 8. How is your appetite?  Good  Fair  Poor

 9. Do foods taste good?  Yes  No

10. Are you experiencing fatigue?  Yes  No

11. How much time do you spend in bed?
  6–8 hours  9–11 hours  12–15 hours  > 15 hours

Please describe any new problems you have had since your last visit: 
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activities in 57 patients (71%), and di-
agnosis of depression by a clinician in 
17 patients (21%). Thus, the KCCC 
anti-depression initiative resulted in 
a greater than twofold improvement 
in the recognition of depression and 
a nearly threefold improvement in 
identifying patients who had lost in-
terest in everyday activities. 

Partnership formed

In late 2003, the KCCC anti-de-
pression initiative led to a partnership 
between KCCC and Mid-America 
Coalition on Health Care (MACHC) 
to formalize the recognition and man-
agement of depression in cancer out-
patients. MACHC is an employer-
driven nonprofit organization with a 
record of over 27 years of healthcare 
collaboration among major employers, 
physicians, medical societies, hospi-
tals, health plans, universities, city and 
state governments, labor, public health 
agencies, and pharmaceutical compa-
nies in the Kansas City region. The 
mission of MACHC is to improve the 
health of employees and their families, 
promote employee and community 
wellness and illness prevention, and 
develop strategies and initiatives for 
containing business healthcare costs.

Screening demonstration 
project 

The oncology depression screening 
demonstration project was specifically 
designed by KCCC and MACHC to 
test the feasibility of changing a busy 
oncology practice’s daily workflow by 
incorporating a depression screening 
process for all newly diagnosed can-
cer patients. Similar projects have 
been designed for obstetrics/gynecol-
ogy and cardiology offices. This was 
achieved by analyzing the current 
workflow and, over time, incorpo-
rating the necessary changes. A pilot 
program was implemented in one of 
the six KCCC ambulatory care sites. 

The project has four goals: 
■  implement a global approach to-
ward effective treatment of mental 

health disorders that are comorbid 
with cancer; 
■  determine the practicality of and 
change the practice management pro-
cess to facilitate the diagnosis of de-
pression and the initiation of anti-
depression treatment in an oncology 
practice;
■  apply well-known, clinically vali-
dated diagnostic and treatment tech-
niques for depression into “real world” 
oncology practice in a manner con-
sistent with the provision of cancer 
treatment; and
■  influence community, regional, 
and national physician practice pat-
terns by leveraging the outcomes of 
this demonstration project. 

Phase I: assessment and planning

The first phase of the demonstra-
tion project included a meeting of 
committee professionals, which in-
cluded two oncology nurse practitio-
ners, a radiation oncologist, a radia-
tion therapy nurse pharmacist and two 
members of MACHC. The group re-
viewed screening tools and ultimate-

ly chose the Patient Questionnaire 
PHQ-9 (Figure 2), a nine-question, 
self-rating adult depression-screen-
ing instrument based upon DSM-IV 
criteria, for the demonstration proj-
ect. The PHQ-9 is a validated, self-
reporting tool,5,6 and its brevity and 
ease of use make it a valuable resource, 
especially in busy, non-mental health 
practices, such as KCCC’s. 

Phase II: workflow design and tool 
development

After selection of the PHQ-9 test 
instrument, a flow chart of the de-
pression screening process was de-
veloped (Figure 3). The diagram il-
lustrates the critical decision-making 
points in the depression screening 
workflow for both the physician and 
nurse practitioner.

At the beginning of the process, the 
patient completes a validated, reliable 
two-question screen for depression 
(PHQ-2) incorporated into KCCC’s 
patient questionnaire. A positive re-
sponse to either question prompts the 
clinician to ask seven additional de-
pression screening questions, there-

KANSAS CITY CANCER CENTER 
(KCCC) is a full-service medical 
oncology, hematology, and radiation 
oncology practice made up of a team 
of physicians, nurse practitioners, 
and registered nurses, most of whom 
are recognized by the Oncology 
Nursing Certification Corporation 
as oncology certified nurses. KCCC 
is an affiliate of US Oncology, Inc., 
a practice management company. 
This association provides the prac-
tice with management, facilities, ad-
ministration, technical support, and 
ancillary services necessary to estab-
lish and maintain a fully integrated 
network of cancer care.

KCCC is dedicated to one all-em-
bracing goal—providing the highest 
quality care for cancer patients. Our 

approach to fighting cancer is based 
on a belief that patients do best when 
they receive care close to home, fam-
ily, and friends; when they have an 
entire team of medical specialists and 
support staff working together on 
their behalf; when they have access 
to the latest research, technologies, 
treatment programs, and drug ther-
apies; and when their medical com-
munity supports cancer strategies, 
early detection initiatives, and post-
treatment programs and activities.

Currently, KCCC provides can-
cer care at 11 sites in the Kansas 
City area. Three of these locations 
offer integrated oncology services, 
including medical hematology/on-
cology, diagnostic imaging, and ra-
diation oncology.

About Kansas City Cancer Center
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by completing the full PHQ-9 nine-
item questionnaire. 

Specific PHQ-9 scoring criteria 
are then used to assist the physician 
or staff with taking the most appro-
priate course of action—antidepres-
sant medication, referral to a mental 
health provider, or both. 

The flow chart then describes a 
process for timely follow-up, such 
as scheduling a subsequent appoint-
ment, recommending a “watch and 
wait” period, or reassessing. 

Phase III: depression screening 
workflow in practice

The depression screening work-
flow can be characterized in the fol-
lowing steps: 

Step 1: identification of depression 
and initial course of action. Upon ar-
rival, the patient completes the pa-
tient questionnaire and returns it to 
the nurse practitioner. If the patient 
does not respond positively to either 
of the two screening questions for de-
pression, no further action is taken. 
However, if the patient answers posi-
tively to either question, he or she is 
then asked to complete the PHQ-9 
questionnaire.

Points are assigned according to 
the patient’s responses, and a total 
score is tabulated. Cutoff scores from 
the PHQ-9 questionnaire determine 
the likelihood of a diagnosis of clini-
cal depression. As the number of de-
pressive symptoms and their intensi-
ty increase, so does the PHQ-9 total 
score. The nurse practitioner reviews 
the patient’s score and determines 
what further action, if any, is needed 
by reviewing the following PHQ-9 
clinical recommendations:

A PHQ-9 score ≤ 4 suggests mini-
mal depression, and no further action 
is taken.

A PHQ-9 score of 5–14 indicates 
moderate depression and a need for 
therapeutic intervention. After re-
viewing the score with the patient, 
the nurse practitioner uses his or her 
clinical judgment to determine the FIGURE 2 Nine-item patient questionnaire (PHQ-9) and scoring guide for assessing clinical 

depression. 

Patient Questionnaire — PHQ-9
Nine Symptom Checklist

Patient name: Date:

1. Over the past 2 weeks, how often have you been bothered by any of the following problems?
    More than Nearly 
  Not Several half the every 
  at all days days day

a. Little interest or pleasure in doing things    
b. Feeling down, depressed, or hopeless    
c. Trouble falling/staying asleep, sleeping too much    
d. Feeling tired or having little energy    
e. Poor appetite or overeating    
f. Feeling bad about yourself — or that you are a     
 failure or have let yourself or your family down
g. Trouble concentrating on things, such as reading     
 the newspaper or watching television
h. Moving or speaking so slowly that other people     
 could have noticed. Or the opposite — being so 
 fidgety or restless that you have been moving 
 around a lot more than usual
i. Thoughts that you would be better off dead or     
 of hurting yourself in some way

2. If you checked off any problem on this questionnaire so far, how difficult have these problems 
made it for you to do your work, take care of things at home, or get along with other people?

  Not difficult at all  Somewhat difficult  Very difficult  Extremely difficult

This questionnaire may be photocopied for use in the physician office. © Pfizer Inc Total score:

Scoring of the PHQ-9

1. If there are at least four checks in the “More than half the days” or “Nearly every day” 
columns (including questions 1 and 2), consider a depressive disorder. Add scores to 
determine severity.

2. Scoring — add up all checked boxes on PHQ-9: 1–4 = minimal depression; 5–9 = mild 
depression; 10–14 = moderate depression; 15–19 = moderately severe depression;  
20–27 = severe depression.

3. For every checked box: 
• Not at all = 0
• Several days = 1
• More than half the days = 2
• Nearly every day = 3

4. Major Depressive Syndrome is suggested if:
• Of the 9 items, 5 or more are checked as at least “More than half the days”
• Either item #1 or #2 is positive, that is, at least “More than half the days”

5. Other Depressive Syndrome is suggested if:
• Of the 9 items, 2, 3, or 4 is checked as at least “More than half the days”
• Either item #1 or #2 is positive, that is, at least “More than half the days”

6. PHQ-9 scores can also be used to plan and monitor treatment. To score the instrument, tally 
each response by the number value under the answer headings (not at all = 0; several days 
= 1; more than half the days = 2; nearly every day = 3). Add the numbers together to total 
the score on the bottom of the questionnaire. Interpret the score by using the guide below:
Score Action

≤ 4 The score suggests the patient may not need depression treatment.
5–14 Physician uses clinical judgment about treatment, based on patient’s duration of 

symptoms and functional impairment.
≥ 15 Warrants treatment for depression, using antidepressant medication, psychotherapy, 

and/or a combination of treatment.

Recognizing depression in cancer outpatients PSYCHOSOCIAL ONCOLOGY
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FIGURE 3 Flow chart for recognizing and managing depression in cancer outpatients.
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next course of action, as follows: 
■ If the patient is suicidal, he or she 
is immediately referred for treatment. 
■ No immediate treatment is given 
and the patient’s primary care physi-
cian is notified (where appropriate) or 
treatment is initiated. Treatment may 
include antidepressant medication or 
psychotherapy or both, depending 
upon the duration of symptoms and 
degree of functional impairment. If 
antidepressant medication is initiated, 
the primary care physician is notified.
■ If psychotherapy only is recom-
mended, the patient is referred to a 
primary care physician and/or behav-
ioral health specialist for treatment. 
Where appropriate, the patient’s 
managed care mental health provider 
is called upon to coordinate behavior-
al health services.
■ If antidepressant medication and 
psychotherapy are recommended, the 
oncologist or nurse practitioner initi-
ates medication and refers the patient 
to either a primary care physician 
and/or behavioral health special-
ist. Where appropriate, the patient’s 
managed care mental health provid-
er is enlisted to coordinate behavioral 
health services.

A PHQ-9 score ≥ 15 indicates the 
existence of moderate to severe de-
pression warranting antidepressant 
treatment. If the patient is suicidal, 
treatment is immediately secured. 
Once again, according to the work-
flow diagram, the nurse practitioner 
reviews the patient score with the pa-
tient and uses his or her clinical judg-
ment to determine the next course of 
action, which might include immedi-
ate referral to a primary care physi-
cian to initiate treatment with antide-
pressant medication, psychotherapy, 
or a combination of both, based on 
symptom duration and the degree of 
functional impairment. The specific 
actions he or she takes are the same as 
those described previously for treat-
ing milder depression. 

Step 2: medical record documenta-
tion. Prior to each subsequent patient 

PSYCHOSOCIAL ONCOLOGY Adkins et al
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visit, a copy of the patient question-
naire is placed in the patient’s chart. 
Upon check in, the screener is given 
to the patient by the front-desk staff. 
This gives the patient adequate time 
to complete the questionnaire before 
seeing the care provider.

Step 3: patient follow-up. If treat-
ment or referral for depression was 
initiated, the patient is scheduled to 
return in 2–4 weeks for a follow-up 
visit with the oncology nurse practi-
tioner or physician. During that fol-
low-up, if the patient indicates he or 
she was being followed by his or her 
primary care physician and/or behav-
ioral health specialist for depressive 
symptoms, no further action is tak-
en. If the patient reports experiencing 
side effects, the nurse practitioner or 
physician can decide to titrate the pa-
tient’s antidepressant dosage, switch 
to another antidepressant drug, make 
no changes, or refer the patient to the 
primary care physician or a behavioral 
health specialist.

If the patient is still experiencing 
side effects and/or has failed to re-
spond to two different types of an-
tidepressant medication, he or she is 
referred to a primary care physician or 
psychiatrist for follow-up.

For a table comparing various an-
tidepressant medications and their ef-
fects, see www.CommunityOncology.
net/journal/0206.html.

Work in progress
A pilot program testing the fea-

sibility of the suggested Depression 
Screening Work Flow in Practice algo-
rithm was initiated at one of six am-
bulatory care sites in the KCCC sys-
tem. The patient population being 
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tracked includes 60 patients, half of 
them receiving radiation therapy and 
the other half chemotherapy. The pa-
tients are being tracked on flow sheets 
by a radiation oncology nurse and two 
oncology nurse practitioners in an ef-
fort to evaluate the process of recog-
nition and management of depres-
sion. It will allow the committee to 
make recommendations for changes 
in the process before it is implement-
ed on a larger scale at all KCCC out-
patient sites. 

Conclusion
The excessive costs, personal suf-

fering, and high prevalence of major 
depressive disorders in the general 
population necessitate careful screen-
ing. Vigilant testing for depression is 
critical in the oncology setting as well. 
KCCC’s anti-depression initiative led 
to a partnership with MACHC that 
seeks to develop an approach to the 
recognition and treatment of depres-
sive disorders that often accompany 
cancer. The goal is to develop a new 
model for integrating clinically proven 
techniques for diagnosing and treat-
ing depression into community-based 
oncology practice.

The significance of recognizing 
depression and early and effective 
management in the cancer patient 
cannot be overemphasized. Recog-
nizing and effectively screening for 
depression among cancer patients 
promise to reduce the burden of suf-
fering and may improve treatment in 
the fight against cancer. 
The authors gratefully acknowledge Da-
vid Hanson PharmD, Pfizer Clinical 
Education Consultant, for his expertise 
and support. 
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