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Decision making in Health and Social Care Settings  

Introduction  
Despite continuous improvement in prognosis, a cancer diagnosis can have a profound impact on an individual’s mental health and wellbeing. Whilst patients who have previously accessed psychiatric services are particularly vulnerable, even those with no prior history are at an increased risk of developing a mental health disorder. Mehnert et al, (2017), proposed that in addition to the actual diagnosis, it is often the treatment side effects or the high level of physical symptom burden that has the most significant impact on quality of life. As such, it is acknowledged that at some stage during their cancer trajectory, between 30% - 50% of all patients will suffer from significant distress, of which 40% will be diagnosed with anxiety or depression that requires targeted interventions (Brebach et al, 2017; Cook et al, 2018; Bickel et al, 2022). Whilst it is recognised that if left untreated, psychological symptoms can adversely affect treatment adherence; recovery; quality of life and survival, Biddle et al (2018), suggested that such symptoms are frequently overlooked even when there is pronounced psychopathology present. Consequently, it is internationally accepted that clinical judgement alone is inadequate for identifying psychological distress. Therefore in the United Kingdom the National Institute for Clinical Excellence (2004), advocates that a validated tool is used to systematically assess all cancer patients at key points of their patient pathway. However, they do not provide any guidance on what screening tool should be utilised, or adequately define the key points in which they should be undertaken. 
The aim of such screening is to facilitate early detection of patients in need of psychological support and specific clinical interventions. Conversely, whilst the assessment of patient’s psychological discomfort and concerns are increasingly used as outcome measures of quality of life, at both clinical and organisational levels, up to 80% of patients do not receive any screening, with patients over the age of sixty five more likely to be missed out (GÜnther et al, 2021). Niedzwiedz et al, 2019), proposed that the lack of screening could be attributed to an increase in the workload of busy oncology clinics, where the focus of care is predominately on the physical aspects of the illness, its treatment and side effects. Additionally some clinicians may consider that a degree of distress is an appropriate or unavoidable reaction to a cancer diagnosis and its subsequent treatment. Another consideration is that although all cancer patients are at risk, often the amount of screening undertaken is dependent on the available resources, in which to provide timely and effective support to those who require it. 
Subsequently, several studies have attempted to identify whether there are any particular risk factors that correlate with an increase in severe cases of psychological distress, which may help to more efficiently screen and identify patients who would benefit from proactive as opposed to reactive psychosocial interventions. Hamilton and Kroska, (2018), and Taghizadeh et al, (2018), both concluded that clinical characteristics of the patient, such as age, gender, nationality and cancer site were significant, in addition to both marital status and demographics. Additionally, they noted higher levels of distress in transitional phases of the patient’s illness, such as at diagnosis, start, relapse and completion of treatment.  
Even in the current financial climate of the National Health Service, it is imperative that sustainable resources are made available to manage the psychological needs of cancer patients. Both Cook et al, (2017), and Meggiolaro et al, (2021), warn that if neglected this group of patients will still undoubtedly increase healthcare costs, as they are more likely to make additional demands on both primary and secondary care resources for an extended period of time.  

Psychological Assessment Tool
The decision support system being discussed within this assignment is the Clinical Outcomes in Routine Evaluation -10 (CORE 10), (Appendix 1), which is a ten item measure of general psychological distress. It has been directly derived from the CORE- Outcome Measure parent tool, in response to the need for a short, generic and user friendly assessment to routinely determine psychological distress in patients (Barkham et al, 2013). Each question is rated by the patient on a score between 0 (not at all) – 4 (most of the time) which then allows the health professional to calculate the overall clinical risk score. If any question generates a positive answer there are clear guidelines indicating what support or referral processes should be followed. 
The CORE - 10 is already implemented in paper format in the oncology centre where this service improvement will take place. Whilst it is routinely completed by the nursing team when patients are admitted to the ward as inpatients, it is rarely completed by the medical team who undertake regular reviews of the patient in the outpatient setting. This appears to reinforce the difference in clinical processes, whereby the nursing model of care ensures that the holistic needs of the patient are identified and addressed, whereas the medical model tends to focus on treatment options and physical symptoms.

Proposed enhancement of the CORE - 10 decision support system
The proposed enhancement to the decision support system, involves integrating it into the electronic patient health record with a specifically developed predictive algorithm. The information for this would be extracted from data of patients attending the outpatient department in the oncology centre, over a set period of time. This will ensure that the risks and variables identified are relative to the cancer population that will be targeted. Tian et al, (2021), advised that it is crucial to have an accurate understanding of the risk factors that cause psychological distress and their correlation with various predictive factors, in-order to develop a reliable and robust prediction tool. As such the system will make use of decision tress and machine learning with nested sampling capabilities to predict which cancer patients are at a higher risk of developing severe psychological distress based on clinical variables. GÜnther et al, (2022), reported that whilst machine learning is a relatively new concept it can cope with large data sets known as data mining, and can uncover previously hidden relationships between variables.    
The decision support system would be programmed to create an alert at set points in the patient’s pathway, notifying the clinician that a psychological assessment is due, at the point of care. If the clinician subsequently undertakes the assessment, which depending on the patient’s digital capabilities could be done on an IPad, the results would then be automated back into the system, and immediate clinical guidance provided on what support or referrals are needed based on the clinical risk score. For clinicians who opt not to undertake the assessment at that particular time, there would be the option to defer to the next appointment. For those patients that trigger a significant positive response on the CORE – 10 assessment if appropriate and with consent from the patient an automatic referral would be made for an appointment with either the clinical psychologist or a member of the supportive care team. Any positive response would also be identified on the electronic patient record as a yellow flag, so that all healthcare providers involved in the patient’s care are aware of the need to observe for additional signs and symptoms of increased distress. Therefore system interoperability between both primary and secondary care is required, since Carolan and Campbell, (2016), acknowledged that patients often cite their general practitioner as their preferred healthcare professional to manage any ongoing mental health issues.
   
Evidence Review 
Spurlock, (2019), advised that any critical review requires a methodical and thorough review of all available literature, in-order to portray an accurate representation of what is actually known about a topic, since incomplete information may mislead future readers. As such a systematic search of the literature was undertaken to ensure that all relevant articles were captured.
Search Strategy 
Searches were conducted in the following databases: the Cumulative Index of Nursing and Allied Health Literature (CINAHL); PsycINFO; Google Scholar and Embase (Ovid). Key words and terms used included: psychological distress, decision support systems, cancer treatment. The Boolean operators ‘AND’ ‘OR’ and ‘NOT’ were applied to refine the results, which McKeever et al, (2015), acknowledged is useful to determine the required relationships between searches. The timeframe for the searches was initially set between 2015 and 2023, to ensure all results captured the introduction of the CORE- 10.  However, since the clinical guidelines published for the psychological assessment for cancer patients was initially published prior to this, the timeframe then was extended to 2000 and included both NICE and government websites. 
Supplementary strategies for identifying relevant literature included: using quotation marks to elicit an exact phrase; using a question mark to replace a single character (useful to capture slight spelling differences between English and American written language); electronic citation tracking and snowballing, which is the process of examining the reference list of a study, to determine if additional articles listed need to be retrieved. 
The following inclusion and exclusion criteria were applied to ensure that only applicable articles were retrieved:
Inclusion Criteria:
· Articles that focused on a decision support tool for psychological assessment in cancer patients
· Articles that addressed the psychological assessment of adult cancer patients over the age of 18 years
· Articles published in English and had full text availability
Exclusion criteria:
· Articles that focused on a paediatric population
· Articles that focused on non-cancer patients
Search Results   
Whilst initial searches retrieved 4,264 records, by restricting them to full text, peer reviewed, written in English and within 2015-2023 a total of 92 articles were retrieved. After removing duplicates and records that did not match the inclusion criteria it was noted that whilst there were several articles that reported on the parent CORE OM assessment, only 3 were directly related to the shortened CORE – 10, of which only 1 examined the assessment in reference to cancer patients. Therefore an alternate decision support system – the Distress Thermometer will be reviewed and its relevance to the CORE- 10 will be discussed. Subsequently, 15 articles were considered in the literature review. 

Review of the Distress Thermometer as a Decision Support System to determine the risk of psychological distress for cancer patents 
The purpose of a decision support system (DSS) is to improve the delivery of healthcare by directly aiding clinical decision making. Whilst until recently this had been undertaken by completing various paper assessment tools, with advances in digital technology and more sophisticated software programs, this can now be incorporated into digital systems such as the electronic patient health record. As such, Sutton et al (2020), stated that a digital DSS comprises software that is able to match the characteristics of an individual patient to a computerised clinical knowledge base, so that patient specific assessments or recommendations are presented to the clinician for a decision. 
The Distress Thermometer (DT) was introduced by the National Comprehensive Cancer Network (NCCN) in 1997 for the specific purpose of routinely assessing psychological distress in cancer patients, and is considered to be the most widely internationally adopted tool for this purpose (Cormio et al, 2019). This was substantiated by a newspaper article published to mark ‘World Mental Health Day’ in 2022, which reported that the Digital Thermometer was currently available in over 70 languages, making it globally accessible (Newswire, 2022). Whilst initially validated for patients with prostate cancer, Meggiolaro et al (2021), identified that subsequent research has since expanded the use of the DT to screen multiple cancer diagnoses. During development of the tool, the word ‘distress’ was chosen as opposed to ‘depression’ to reduce any stigmatisation, and to facilitate measurement by self-report. Donavan et al, (2020), Identified that the NCCN guidelines define distress as being “feelings of vulnerability, sadness and fears to problems that can become disabling, such as depression, anxiety, panic, social isolation and existential and spiritual crisis”.  
The Digital Thermometer (Figure 1.) is comprised of two sections, the first section is a brief visual analogue scale that requires patients to choose the score that best describes their level of distress over the previous week, between 0 (no distress) to 10 (severe distress). In the second section, patients are asked to describe what they have felt during their cancer journey, by using the Problem List (PL), which consists of 40 problems. 

Figure 1. The Distress Thermometer (DT) and Problem List (PL)
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Cormio et al, (2019), reported that in their study to determine risk classes associated with psychological distress, three hundred and seventy two Italian adult cancer patients were assessed using the Distress Thermometer (DT) and Problem List (PL). Whilst they reported distress in 43% of the sample, and noted that 156 participants had a DT score of > 5 (n= 238), most of their sample were female (n=244) and the most frequent diagnosis was breast cancer (n=143). Previous studies undertaken by Hamilton and Kroska, (2018), and Taghizadeh et al, (2018), examining potential risk factors, indicated that women were more at risk of developing significant psychological distress than men, and that a diagnosis of breast cancer was also a contributory factor. Hamilton et al, (2018), suggested that this may be due to the fact that women are often more likely to report significant distress than men, perhaps as a result of their emotional coping styles. Alternatively, there is the possibility that women frequently have additional responsibilities relating to parenting and employment the stress of which, may be amplified following a health crisis. Comparing their findings to similar studies undertaken by Meggiolaro et al, (2015), and Mehnert et al, (2018), the authors reported that both had reported a higher prevalence of psychological distress 60% and 52% respectively, which they proposed may be determined by the social and cultural differences of patients when completing the Distress Thermometer tool. They acknowledged that the limitations of their study included not having a control group, and since it was a cross-sectional study there was a lack of understanding of how psychological distress may vary across the disease trajectory. 
Since Hamilton and Kroska, (2018), identified that the prevalence of distress in cancer patients is already widely recognised, their study aimed to determine whether there is an association between distress and the utilisation of support services. NCCN guidance for using the DT, indicate that risk scores ≥ 4 signifies a degree of psychological morbidity. As such, specialist referrals are required for more specific assessment, treatment and support (Donovan et al, 2019). One thousand, two hundred and thirteen American adult cancer patients, completed the Distress Thermometer along with a centre-specific Needs Assessment Tool, which was concerned with identifying the unmet needs of cancer patients. Distress was measured during the patient’s second visit to the centre, whilst service utilisation over the subsequent twelve months was collected longitudinally. Their findings highlighted that the level of distress was predictive of service utilisation, however they also acknowledged that whilst 24.5% (n=269) of participants indicated moderate distress, within their cancer centre the accepted cut-off point had been defined at 6 or higher as opposed to ≥4 as guided by NCCN. Justification for this was that the setting where the data was collected only had one psychologist available to accept referrals, and subsequently the workflow was limited due to a lack of time and resources. Whilst this is an obvious concern for those patients that required targeted interventions, it highlights that since the cut-off point of sensitivity to psychological distress can be manipulated, and that the DT was modified by using a separate Needs Assessment rather than the accompanying Problem List. Therefore these results should not be generalised to other cancer patients outside of this study. Another aspect that was not known, was even with a high level of psychological distress, how many of those patients were offered support or treatment but subsequently declined.   
Patient refusal for psychological interventions was addressed by Bickel et al (2022), who reported their findings from a cross-sectional study of 127 Dutch cancer patients who displayed moderate to severe levels of depressive symptoms. They identified that only about 50% of patients who screened positive for depressive symptoms would subsequently engage in psychological treatment. As such, they concluded that distress was not a prediction for service utilisation. They suggested this could be because cancer patients may perceive depressive symptoms differently to patients in primary care, since many depressive symptoms are heterogeneous and often overlap with symptoms frequently related to cancer, such as fatigue and loss of appetite. They advised that patient education on the risk of depression may change this perception. A significant limitation of this study was that the authors acknowledged that there was a risk that patients may have misinterpreted the meaning of the single question which was used to assess the need for psychological care. 
Cohen, (2013), also noted that patients may utilise emotional suppression as a method of coping with their cancer diagnosis and treatment. This is described as being a cognitive process whereby a patient intentionally avoids thinking about disturbing problems, feelings or experiences. However, emotional suppression may prevent a patient from actively processing or ventilating negative emotions and as such they may decline any offer of help or support. 

Comparison and relevance to the CORE – 10
The Distress Thermometer and the CORE – 10 are both validated short self-reporting tools, used to assess the psychological distress in patients, and given their ease of use, acceptability with clinical stakeholders and limited impact on workflow processes they are both considered to meet the guidance set out in the GUIDES Checklist. The checklist which was developed to support the successful implementation of clinical support systems, asks the user to complete various questions grouped into domains relating to the proposed CSS to ensure that if implemented provides value to the service, both in relation to patient care but in monetary terms as well (Van de Velde et al, (2018).  
Whilst the CORE -10, involves asking patients to answer a specific set of questions, the only variance of this is if not all questions are completed. CORE guidelines advise that if less than nine questions are answered then to view the results with some caution. In comparison some studies reporting on the Distress Thermometer were noted to only use the Visual Analogue Scale (VAS) to determine a ‘risk’, but then adapted the tool to include a different needs based assessment rather than the Problem List. This could be seen as de-validating the tool since its accuracy and reliability would be altered. In some studies it was not clear if only the VAS was used, which given that its completion is an accreditation requirement in some countries, it may be used in this way to overly inflate compliance statistics. Whilst visual analogue scales are widely used, they could be described as being unidimensional and as such additional dimensions need to be measured separately. They may also pose a problem for patients with either visual, cognitive impairment or dexterity issues to complete accurately.  
Another advantage of the CORE – 10 is that depending on which question is answered positively and the score is was given, clear guidance informs the user of what support, if any is required. There are ‘top tip’ leaflets applicable to each of the questions which can either be given to the patient following the assessment or the patient can be directed to a designated support webpage. Since it is currently in use within the inpatient department of the oncology centre, specific algorithms have already been developed by the clinical psychology team to further support clinical staff so that they feel confident in completing the assessment, and having what might be difficult conversations with patients. As such it is considered that compliance with undertaking the screening will be improved in the outpatient department, since GÖtz et al, (2018), reported that not knowing how to effectively support patients following a psychological assessment, was a major concern for staff.  
Grading of the Evidence 
Ryan, and Hill (2016), identified that ‘grading the evidence’ rates the quality or the certainty of the evidence’ using a hierarchy system. As such systematic reviews meta-analyses are considered the ‘gold standard’, whilst In Vitro research is at the bottom of the evidence knowledge base triangle. 
[image: The Role of the Advanced Practice Registered Nurse in Ensuring Evidence ...]



As such the articles utilised within this literature review are graded below. The majority of the articles were cohort studies, whilst the literature search located a meta-analysis study it did not relate to cancer patients therefore it was not included 
	Article Type 
	
	
	Article Type 

	

	Systematic Reviews 

	1
	
	Case Reports 
	5

	Meta-analysis

	0
	
	Ideas, Editorials, Opinions 
	1

	Cohort Studies

	8
	
	Animal Research
	0

	Case Control Studies  

	0
	
	In Vitro (test tube’) Research
	0

	Case Series 

	0

	
	Total Articles 
	15


Whilst there were numerous studies that focused on the Digital Thermometer and the parent CORE – OM tool, only 3 articles were found that directly related to the shortened CORE -10. Further research is therefore warranted to evaluate its effectiveness in the assessment of psychological distress, and to determine the extent in which it is being used in clinical practice. Since limited studies may suggest poor uptake of the tool, then reasons for such decisions need to be explored. In comparison to the popular DT whose success may be influenced by the fact it is a free resource, particularly if used globally in more under developed countries. 
Whilst there is no evidence to accurately compare study results from the CORE – 10 to other validated tools, it is of similar deign to the Hospital Anxiety and Depression Score (HADS). This is a 14 item self-reported questionnaire with 7 questions focussing on anxiety and the remaining 7 on depression. Whilst it is frequently used within the oncology arena, Sellick and Edwardson, (2007), at the time of their report, stated that whilst there were questions raised regarding its suitability and poor sensitivity, other studies had found it to be a reliable and sensitive tool for assessing psychological distress in cancer patients. Schaeffeler et al, (2015), acknowledged that there will always be a degree of variations within study results of this nature due to the multivariable subjective nature of the assessments. Patient’s needs, perceptions and emotions change throughout their disease trajectory and as such it is often difficult to accurately encapsulate the severity of that without further investigation and resources. 
Implementation Issues 
The following risks and constraints would need to be considered prior to implementing the CORE – 10 as a decision support system within the electronic patient care record:
	Resources
· Initial planning, development, integration and upgrading of the decision support tool all need to be financed, and as such resources may be ongoing to ensure continued maintenance of the system. Such funding needs to be secured through a detailed and forward thinking business case, and decisions need to be determined if system would be procured or developed in-house  
· Increased interoperability between different systems, not only within secondary care environments across the different Health Board’s, but also to primary settings to ensure that GP’s, community teams and other health professionals that the patient may have regular contact with are aware of any psychological concerns that need to be addressed 
· Training would need to be undertaken with all staff who access the Electronic Patient Record as they would need to understand the alert system, how to generate an assessment and view results. Additional training would also be recommended in effective communication skills to ensure that staff were confident in talking to patients about distressing symptoms. An increased awareness of what support is available and where and how to access it, from appropriate leaflets, to referrals, to direction to web-based support or self-help groups. 
· Training would be required on cyberattack and clinical governance updates for al staff on a regular basis 
· Ensuring adequate supportive care staff and clinical psychologists to accept referrals in-order to arrange timely appointments or interventions
User Acceptability of the system   
· In-order for end user acceptability of the decision support system, they have to believe in the benefits that it will bring. Whilst clinicians and nurses may initially perceive it to increase their work load it is vital that they are aware of the impact that this tool will bring to patients. Patient outcome measures could be utilised to determine clinical need and following implementation this satisfaction measure could be implemented into the patient experience so that staff get regular reinforcement of its worth
· When planning and designing the decision support system it is vital that end service users are involved at every stage. Very often systems are developed with no actual knowledge as to how it will perform in the ‘real world’. If systems do not fulfil end user expectations the less likely it will be to succeed. Arranging meetings with other clinical areas with similar systems would also be beneficial since share learning of experiences in an excellent way of alieving concerns, since staff may not be as reassured by a team of developers
· Ensuring that the system did not produce inacceptable amounts of alerts, as clinicians will often find workaround if they experience continued disruption to their already extensive workload 
Patient Awareness 
· In-order to reduce potential stigmatisation, psychological awareness needs to be addressed with the patient and if possible with relatives, so that they are aware of potential signs of significant distress. In doing so this may also promote open conversations relating to an individual’s psychological status
Evaluation 	
Evaluation of the decision support system could be undertaken by the following methods:
· Staff survey or questionnaires which could be accessed by a QR code to provide specific feedback 
· Remote monitoring of staff ‘screen clicks’ that utilise the decision support system, in addition to how many defer or ignore any alerts 
· Auditing the amount of assessments undertaken to determine any correlation to the number of referrals made for clinical support
· Increased satisfaction recorded on patient satisfaction reports 

 Recommendation 
The proposed introduction of the CORE – 10 decision support system will utilise predictive technology from data captured within the electronic patient record, to determine those patients considered to be at a higher risk of psychological distress. These patients will then be offered screening and if appropriate, support and clinical intervention. However this literature review has highlighted that all cancer patients may experience significant distress at any given time, and as such it is recommended that their needs also need to be identified and addressed. Whilst it is not feasible to screen every patient with a detailed assessment such as the CORE 10, the first stage of the Distress Thermometer could be used as an initial screening tool. A designated support helpline could then be introduced, so that patients could receive ‘talking therapy’ with a suitably trained healthcare worker.
Conclusion
It is widely acknowledged that a cancer diagnosis can have a profound impact on a person’s mental health and wellbeing, not only at their initial diagnosis but all the way through their disease trajectory and into survivorship. Whilst there are numerous psychological assessment tools available to determine an individual’s level of distress, screening is not routinely offered to patients. It is hoped that the introduction of a decision support system will increase the amount of screening, and ultimately the recognition and appropriate referral for treatment and support for those suffering from significant psychological distress.    
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“Then tick the box which ' closest to ths.

Please use a dark pen (not pencil and tck cleary within the boxes.

Over the last week F ’f § gf
1 1have et tens, anous o nenvous O O O O O
2 I have et have someone o tum o forsupport when reedsd O« Os O O O
5 Inaveftiabe o cope when hings go wrong O« Os O O O
& g o paople st 00 e for me O O O O O
5 1 have felt panic o terror 00 O O O O
o 1made pans o sndmy e O O O: O O
71 have had ciffiulty gating toslesp orstaying asiesp O O+ 0= O« O
5 Ihavo folt despatring or holploss. Oe O+ O O O
o 1haveon unaopy O O O= O O
10 Unventad magesormamarie have een dsessing e O O O O O

Total (Clinical Score*)

~Procedure: Add togethe e iem 30016, then diide by the number of questions completed o g e mean 3001, then
mustily by 10 10 get the Clrical Score. I fewer than ine ems complete, score shouid only be used very caLtousl.
Quick method for the CORE-10 (1 altoms completed): AGG together th e score fo got he Clnical Score.

THANK YOU FOR YOUR TIME IN COMPLETING THIS QUESTIONNAIRE

© CORE Syster Trust: htp:/wwacoreims.co.uk/copyight pof
‘Supported by www.coree.co.uk
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Completing the Core 10: iease ask the patient to complete the 10 questions overleaf.

L. s eston (U hve e ey e guen e g an 7

e e o P o v g P ek ooy older
oo
s ot th i Pychology and conseligdeariment o e rasicefreied
Eeeien
G et g sl s nPycholog e
Compc e slon

b. Sareofo- Comee el b, kg Minimat. Ofe pr ecping s s bt

¢ Gz

ick sign and Date

Psycnological Risk Assessment completed Win | Low | Mea | Fien

Pychological Risk management plan completed and actions taken
documented in patient notes

Kezping myselt sae lealet gven

2. Have any of the other Questions been given 2 score greater than 17
. Yes—Plesse offer the person relevant top tips 2nd portl for further information.
Please 3iso nform them they can access additional support (1 the person wishes to and consents) from.
the other Velingre senvices, &g Cinica Psychology 2nd Counseling, Palltive Care, Supporive Care (inc.
Welfare rights and patient information), Tnerapies and Complementary therapy.
b No— Plesse offer Patient Information porta! cared for future reference.

Information given to patient

o s lesfer (Guide for relevant O3] ik, Sign 2nd Date
(avaiable on Psychology folder or on Velindre Patient Information portz!)

Velindre Patient Information portalcard

Andety (1-10)

Living with uncercinty (Q1— 10

Depression (Q1-10)

Anger(03,4,6,9)

‘Cancer and relationships (2, 3, 4]

Supporting your children when you have a cancer diagnosis (G2, 3, 4)

Sieep (@7)

Fague

Memory problems

Seifcare (01-10)

Ay saditional nformation  acions
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QUESTIONS TO ASK RISK PROTOCOL
PSYCHOLOGICAL DISTRESS You can ask the psychology and counselling team for support at any point in this process —
Observe: Are there signs 02920196141
of distress o isk? Document on
Ask: Are you feeling ow in > weas/we
mood or hopeless about | N
the present or future?
‘ Yes HISTORY No to both thought of Offer referral to:
Have you ever suicide AND history Parchology &
LHOUOUIS O UKL harmed Counselling team,
|
Sovoutavthougts R0 | youor Supportive Care or
B ) sttempted Comp. Therapies
on or not wanting to wake e
up? Do you have any
thoughts about harming
vourselfor uicide?
Yes to either thoughts of
PLANS / PREPARATIONS suicide OR history
Have you had any — 1
thoughts about how you
LR R No to both plans / preparations
made any actual plans or
preparations to end your
lfe? (E.. stockpiling
meds, making a will, Yes to plans / preparations
‘access to means of self- Refer to
harmysuicide) Temrn Psychology and
arge, on ca 7 Counsellng team.
Keep person in safe Inform person’s
e ey doctor and CMHTand follow || Continue to keep
Do you think you would o Consultant. advice for ongoing Gl
RO selfharm. (patient consent | i anzgement. place during
plans at any point? jetreer) admission.
nform Nurse in et o CBY Refer
5 inform efer to
[ | [ e || et | [ e
Keep personina team (0292074 leaves before
URGENCY doctor and from Counselling team
safe place. Do not 3940 0r 07970 968 plan complete
D0 you feelyou would act Consultantof o1 tandougny || PV for support.
on these thoughts within [~ feave them on their URGENT risk or et team for et || T
hEhe Re o = o immediataly o ongoingisk | | person insafe wm;ﬁm
week? e atient consent no — management. | | place throughou #
sol- harm, (atientcor | || continue tokeep s place throughout | | - 41 potice
required). e admission.
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Velindre Psychology and Counselling Service
Outpatient Referral Guidelines

Our service provides the following to support people who are receiving active
treatment at Veelindre, or have finished this treatment within the last year.
« 1:1 assessment of psychological state and options for ongoing
appointments
« Individual therapy, couple, group and workshop options
« Joint assessments with MDT staff
« Advice and guidance when managing complex clnical presentations
and behaviours
« Advice, guidance and joint working on managing issues of risk
« Ifneeded, link up with current mental health services and refer on if
necessary

You might want to consider asking someone if they would like a psychology
and counseling referral i
« They report that they are emotionally struggling with the diagnosis of
‘cancer and/or cancer treatment and that this distress is causing them -
difficultes in their daily lfe and relationships, or impacting on t
treatment
« Ifthe person appears to need support around issues of treatment and
decisions in relation to this
« You are concered about suicide or self-neglect risk and:
& You require support to complete the risk assessment via the
fisk protocol guidelines
 You have completed the risk assessment and think the person
‘would benefit from support to talk about their emotions with a
counsellor or psychologist

Ifthe person is understandably distressed, but a referral to the psychology
and counseling department is not needed then you could consider:
* Primary care counseling via GP (e.g. ifthe distress is not related to
cancer)
« Acancer charity, like Maggie's (e.g. if the distress is not affecting daily
activities, or relationships OR if a family member requires support)
« Wellbeing support — e.g, Information and Support Radiographer,
Supportive Care team, Complementary therapies team, Chaplaincy

Remember: you can always ring and ask for advice from the psychology
service before you make a referral ©-

029 2019 6141 or email us at Clinical.Psychologyservices@wales.nhs.uk

“Ifthe person has

lgnificant immediate risk issues please consider a referral to laison
pyehiatry and/or mental health service
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NCCN DISTRESS THERMOMETER
Distress is an unpleasant experience of a mental, physical,
social, or spiritual nature. It can affect the way you think,
feel, or act. Distress may make it harder to cope with having
cancer, its symptoms, or its treatment.

Instructions: Please circle the number (0-10) that best
describes how much distress you have been experiencing in
the past week, including today.

Extreme distress

No distress

PROBLEM LIST

Have you had concerns about any of the items below in the past
week, including today? (Mark all that apply)

Q Memory or concentration

Q Sexual health

Q Changes in eating

Q Loss or change of physical abilities

Emotional Concerns

Q Worry or anxiety

Q Sadness or depression

Q Loss of interest or enjoyment

Q Grieforloss.

Q Fear

Q Loneliness

Q Anger

Q Changes in appearance

Q Feelings of worthlessness or being a
burden

Social Concerns

Q Relationship with spouse or partner

Q Relationship with children

Q Relationship with family members

Q Relationship with friends or coworkers

Q Communication with health care team

Q Ability to have children

Practical Concerns
Q Taking care of myself
Q Taking care of others
Q Work

Q School

Q Housing

Q Finances

Q Insurance

Q Transportation

Q Child care

Q Having enough food
0 Access to medicine

Q Treatment decisions

spir Religious G

Q Sense of meaning or purpose

Q Changes in faith or beliefs

Q Death, dying, or afteriife

Q Conflict between beliefs and
cancer treatments

Q Relationship with the sacred
Q Ritual or dietary needs

Other Concern:

Note: All recommendations are category 2A unless otherwise indicated.

Clinical Trials: NCCN bolioves that tho bost managemnt of any pationt with cancor Is in a cliical tral. Participation in clinical trials Is especially encouragod.
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Systematic Reviews
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ontrol Studie:

Ideas, Editorials, Opinions

Animal research _
In vitro ('test tube') research





