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OVERVIEW

This Clinical Pathway provides evidence-based recommendations to 
guide best practice and consistent care in the management of anxiety 
and depression in people diagnosed with cancer.

Target patient population:
Adult cancer patients (18 years or over) at any phase of the cancer continuum and 
regardless of cancer type, stage or treatment modality. This Clinical Pathway focuses  
only on cancer-related anxiety and depression.

Target audience:
All health professionals providing care to patients with cancer including: treating clinicians 
(surgeons, medical oncologists, radiation oncologists, haematologists, palliative care 
physicians, other medical specialists), nurses (cancer care coordinators, nurse specialists, 
clinical nurse specialists and educators, general cancer nurses, palliative care nurses), 
psychologists, social workers, psychiatrists and general practitioners.  

Overall recommendations:
Formalised routine screening for anxiety and depression in patients with cancer should be 
carried out using validated measures at key points in the patient’s journey. The Edmonton 
Symptom Assessment System (ESAS-r) or Distress Thermometer (DT) with problem 
checklist are recommended as brief screening tools. If possible anxiety or depression is 
identified, completion of a more detailed screening tool, such as the Hospital Anxiety and 
Depression Scale (HADS), is recommended.  

When anxiety or depression is identified it is recommended one person in a treating team 
takes responsibility for ensuring that appropriate assessment, referral and follow-up are 
undertaken (they do not necessarily carry these out themselves).
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INTRODUCTION

Cancer is known to generate existential turmoil and to impact on patients’ 
psychological and social as well as physical functioning. 

High levels of psychosocial morbidity have been found in patients across demographic backgrounds 
and cancer types and stages.[1-2] For example, a large (n=10,153) Canadian study found that just under 
a quarter of all cancer patients had clinical or subclinical levels of anxiety while clinical or subclinical 
levels of depression were present in up to 16.5% of the sample.[2] However, rates can be much higher in 
particular subgroups, demonstrated in the Canadian study which found that more than half of patients 
who were female and/or aged below 50 presented with clinical or subclinical anxiety.[2]

Of greater concern than the relatively high prevalence of distress in cancer patients is that anxiety and 
depression often go undetected in this population. Newell et al.[3] compared cancer patients’ (n=204) 
reports of psychosocial problems (including anxiety and depression measured using the Hospital 
Anxiety and Depression Scale [HADS]) with their oncologist’s perception of same. They found that 
only 17% of patients with HADS-defined anxiety and 6% of those with HADS-defined depression were 
perceived as anxious or depressed by their oncologist. Suboptimal recognition of clinically-relevant 
distress in cancer patients has been observed in a range of settings.[4-5]

Unlike other common symptoms (e.g. fatigue), anxiety and depression are readily treatable, and  
a strong evidence-base for interventions exists.[6-7] Early identification and treatment of anxiety 
and depression typically leads to better outcomes in terms of treatment adherence, doctor-patient 
communication and frequency of clinic calls and visits.[8] Despite this, few cancer services routinely 
screen patients for anxiety and/or depression and patterns of referral, treatment, and follow-up  
are highly variable across services.[9]

Clinical pathways provide evidence-based recommendations to guide best practice and consistent 
care for specific patient concerns in homogeneous patient groups.[10] Research has shown that the 
implementation of clinical pathways for depression in patients with heart disease significantly increased 
detection of psychological morbidity and rates of referral for treatment.[11] The provision of a clear clinical 
pathway in the cancer setting, in combination with staff training and effective intervention, will improve 
patient outcomes.[11-12]

Until now, there have been no standardised Australian clinical referral pathways for anxiety and 
depression in cancer.[13] This document presents a clinical pathway for the identification and 
management of anxiety and depression and incorporates referral and management recommendations 
according to the nature and severity of symptoms, tailored to the Australian context.[13-15]
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This Clinical Pathway was developed based on a thorough review of the evidence, and refined through 
comprehensive stakeholder review, as part of a consensus process using Delphi methods.[15]

GUIDELINES

A number of existing national and international guidelines for the assessment and management 
of anxiety and depression were used in the development of the Clinical Pathway for the Screening, 
Assessment and Management of Anxiety and Depression in Adult Cancer Patients, including:

  Consensus Statement on Depression, Anxiety and Oncology (2001). The International Consensus 
Group on Depression and Anxiety[16]

  A Pan-Canadian Practice Guideline: Screening, Assessment and Care of Psychosocial Distress 
(Depression, Anxiety) in Adults with Cancer (2010). Canadian Partnership Against Cancer (Cancer 
Journey Action Group) and the Canadian Association of Psychosocial Oncology[17]

  NCCN Clinical Practice Guidelines In Oncology (NCCN Guidelines®) for Distress Management 
V.2.2013: National Comprehensive Cancer Network® (NCCN®)[18]

  Treatment of Depression in Cancer Patients (2007). Supportive Care Guidelines Group of Cancer 
Care Ontario Program in Evidence-based Care[19]

  National Collaborating Centre for Mental Health. Depression in adults with a chronic physical 
health problem. Treatment and management (2009). National Institute for Health and Clinical 
Excellence (NICE)[20]

  Australian and New Zealand Clinical Practice Guidelines for the Treatment of Depression (2004): 
Royal Australian and New Zealand College of Psychiatrists Clinical Practice Guidelines Team  
for Depression[21]

The recommendations made in this Clinical Pathway are intended as a 
guide only, and individual centres will need to adapt them to suit their 
own context and resources. 
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  beyondblue Guide to the Management of Depression in Primary Care: A guide for health 
professionals (2013): beyondblue: The National Depression Initiative[22]

  Putting Evidence into Practice: Evidence-based Interventions for Anxiety (2008):  
The Oncology Nursing Society[23]

  Putting Evidence into Practice: Interventions for Depression (2008): The Oncology Nursing 
Society[24]

  American College of Physicians (ACP) Clinical Practice Guidelines; Evidence-Based Interventions 
to Improve the Palliative Care of Pain, Dyspnea and Depression at the End of Life (2008):  
American College of Physicians[25]

Key recommendations from existing guidelines were used in the development of the Clinical Pathway 
for Anxiety and Depression in Adult Cancer Patients.

SCREENING

Overall, there is a consensus among existing guidelines that all patients should be routinely screened for 
emotional difficulties. This is based on evidence of a) a high prevalence of emotional difficulties among 
patients, b) low levels of reporting of these concerns by patients to their healthcare providers, and c) a 
low detection rate from health professionals.[26]

All guidelines suggest that screening should be a continual process (some suggest particular critical 
time points) and should be continued in palliative care.[18] Guidelines suggest the use of standardised 
screening tools. Specifically, screening tools should identify the level and nature of concerns using a 
valid and reliable measure for which there are established, clinically-meaningful cut-offs.[17]

ASSESSMENT

All guidelines agree that if possible anxiety and/or depression is identified through screening, a more 
comprehensive assessment should be carried out to determine the severity of symptoms, contributing 
stressors, risk factors and vulnerabilities.[16] A formal psychological assessment conducted by a 
specialist mental health professional can be preceded by a conversation between the patient and a 
cancer care team member (e.g. nurse) after screening has been completed to clarify patient feelings, 
identify symptoms suggestive of anxiety and/or depression and to make a referral recommendation 
for formal assessment. Consideration of cultural differences in symptom presentation is important 
when discussing the need for referral.[21] If these initial discussions reveal the presence of anxiety and/
or depression, or the outcome is unclear, guidelines recommend referral to an appropriate health 
professional for formal psychological assessment to confirm diagnosis.[18-19, 21] Timely identification of 
risk of harm to self or others and appropriate referral is crucial.
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TREATMENT

Treatment decisions will take into account the patient’s psychosocial and cultural background, as  
well as their specific diagnosis.[16, 18-19] There was agreement amongst the guidelines that psychosocial/
psychological intervention combined with supportive care is an effective management approach  
for anxiety and depression, with antidepressants suggested for moderate to severe depression and, 
potentially, in cases of significant anxiety. Recommendations for specific psychological and 
pharmacological therapies varied, although most agreed that the evidence supported the use of 
therapist-delivered cognitive behavioural therapy (CBT), psychoeducation and selective serotonin 
reuptake inhibitors (SSRIs).[16, 19, 21-25] A combination of psychological and pharmacological therapies  
was suggested to confer the greatest benefit.[17, 19, 21-23, 25]

SUMMARY

The development of an effective clinical pathway based on these guidelines 
requires that they be expanded to include specific timelines and roles for health 
professionals, as well as evidence-based targeted and tailored implementation 
strategies to embed into routine care. The recommendations made in this 
Clinical Pathway are intended as a guide only, and individual services will need 
to adapt them to suit their own context and resources.[26]



1
PROFESSIONAL 
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PROFESSIONAL ROLES
Oncology services will vary widely in the number and profile of staff and other 
resources available for addressing psychological distress in cancer patients. 

The Clinical Pathway presented in this document gives recommendations for the different health 
professionals responsible for delivering interventions, for review, and follow up. A number of different 
health professionals are recommended to accommodate the availability of staff at different services, 
however these are not exhaustive. For example, mental health professionals such as psychiatrists  
and psychologists are recommended to deliver treatment for severe anxiety and depression;[16-17, 23] 

however a service that does not have access to these professionals may employ a specialist social 
worker or general practitioner to provide care at this level.[17-18] Suggestions of roles which could be 
undertaken by each professional group are listed in Table 1.

The appropriateness of referral and treatment will depend on what is elicited in the initial assessment, so 
doing this well is crucial. The suitability of staff responsible at each point will also depend on individual 
expertise. Health professionals carrying out screening and/or making a referral for formal psychological 
assessment need to have the skills and confidence to comfortably discuss anxiety and depression with 
patients, and to facilitate referral. They also need to be able to respond with empathy to immediate 
feelings and concerns. For many patients it could be the first time they have spoken about anxiety and/
or depression, and so screening and referral needs to be done in a thoughtful and sensitive way.

  

The Clinical Pathway recommends a high level of involvement for GPs. While such a high level of 
involvement is typically the case for GPs based in rural and remote areas, this is out of necessity, and 
urban GPs often have limited involvement in care while patients are undergoing active cancer treatment.[27]

Individual skills and training within each team will determine who is 
best placed to undertake specific roles. No professional should take on 
any role for which they have not received training or which they do not 
feel competent to undertake.
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General 
practitioner

Treating 
clinician*

Nurse** Social  
worker

Clinical 
psychologist

Psychiatrist

Screening and assessment

Comprehensive and focused 
assessments (including  
formal diagnosis)

Supportive care for physical 
symptoms (e.g. pain, fatigue)

Psycho-education

Supportive counselling

Referral to psycho- 
oncology service

Relaxation strategies

Support group facilitation

Skills training e.g. problem-
solving, relaxation skills,  
stress management, 
communication skills

Psychological therapy 
e.g. cognitive behavioural 
therapy, interpersonal therapy, 
supportive-expressive therapy

TABLE 1: PROFESSIONAL ROLES
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General 
practitioner

Treating 
clinician*

Nurse** Social  
worker

Clinical 
psychologist

Psychiatrist

Screening and assessment

Comprehensive and focused 
assessments (including  
formal diagnosis)

Supportive care for physical 
symptoms (e.g. pain, fatigue)

Psycho-education

Supportive counselling

Referral to psycho- 
oncology service

Relaxation strategies

Support group facilitation

Skills training e.g. problem-
solving, relaxation skills,  
stress management, 
communication skills

Psychological therapy 
e.g. cognitive behavioural 
therapy, interpersonal therapy, 
supportive-expressive therapy

General 
practitioner

Treating 
clinician*

Nurse** Social  
worker

Clinical 
psychologist

Psychiatrist

Training for other health 
professionals in the 
recognition and management 
of anxiety/depression

Referral to psychiatrist

Pharmacotherapy

Follow up and monitoring of 
progress (care coordination) 
Step 1 

Follow up and monitoring of 
progress (care coordination) 
Step 2

Follow up and monitoring of 
progress (care coordination) 
Step 3

Follow up and monitoring of 
progress (care coordination) 
Step 4

Follow up and monitoring of 
progress (care coordination) 
Step 5

* surgeon, medical oncologist, radiation oncologist, haematologist, palliative care physician
** cancer care coordinator, nurse specialist, clinical nurse specialist, clinical nurse consultant,  
general cancer nurses, palliative care nurse
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ASSESSMENT
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SCREENING AND ASSESSMENT

4.1 Screening

Screening is a rapid method of identifying patients with anxiety and/or 
depression and typically achieved by brief self-report questionnaires with 
the goal of determining which patients need referral for formal 
psychological assessment.  

The National Cancer Institute[28] has identified the times when screening is most appropriate as:

 Soon after diagnosis

 At start of treatment

 At end of lengthy treatment

 Regularly after active treatment has ceased and during remission

 At time of recurrence

 With transition to palliative care.

Responsibility for screening will vary depending on the resources available to the institution and  
the expertise of available staff. Deciding on the best placed health professional to take responsibility  
for routine screening will depend on the resources available and patient characteristics. For example,  
for newly diagnosed patients entering an oncology service, the best placed health professionals may  
be the cancer care coordinator or other nursing staff, whereas in follow-up care during survivorship,  
the best placed health professional may be the patient’s GP.[29]

Importantly, staff working with cancer patients should be given training and support on identifying and 
discussing anxiety and depression with patients, as well as being familiar with the different psychosocial 
services available at their institution.[18] By doing so, every meeting with a patient would be an 
opportunity to informally screen for anxiety and/or depression outside of the periods listed above.

Questions about how a patient is coping or feeling would ideally be a comfortable part of every 
clinician’s conversation with a patient. 



14

Health professionals carrying out screening and/or having a conversation about the screening result 
and possible referral recommendation for formal psychological assessment need to have the skills 
and confidence to comfortably discuss psychological distress (anxiety and depression) with patients, 
understand potential pathways and services available for additional care, and to address any particular 
concerns or preferences an individual might have about accessing psychosocial support and/or seeing 
a mental health professional. For many patients it could be the first time they have spoken about anxiety 
and/or depression, and so these discussions need to be done in a thoughtful and sensitive way. The 
appropriateness of treatment and/or referral will depend very much on what is solicited in the initial 
referral conversation, so doing this well is crucial.[18]

Several organisations have recommended formalised routine screening for anxiety and depression 
in patients with cancer, although a gold standard tool for use with this population has not yet been 
established.[30] A number of screening instruments are available. Table 2 lists some commonly used  
self-report screening instruments. This pathway recommends that formalised routine screening  
for anxiety and depression in patients with cancer be carried out using validated measures at key  
points in the patient’s journey. No screening tool is foolproof; all should be supplemented by a 
conversation with a clinical staff member to clarify patient feelings suggestive of anxiety and/or 
depression and where appropriate referral to a specialist psychosocial health professional for formal 
psychological assessment.

Title Items (no.) Time (min) Constructs measured

Edmonton Symptom Assessment 
System (ESAS)-r[31]

10 2-3 Nine symptoms common in cancer patients:  
anxiety, depression, pain, tiredness, nausea,  
drowsiness, appetite, wellbeing and shortness  
of breath and a general ‘other symptom’ category

Distress Thermometer (DT)  
and Problem List [32]

Varies 2-5 Distress and problems related to distress

Hospital Anxiety and Depression 
Scale (HADS) [33]

14 3-5 Symptoms of clinical anxiety and depression 

Depression, Anxiety and Stress 
Scale (DASS) [34] 

21 5-10 Anxiety, depression and general stress 

Brief Symptom Inventory (BSI-18) [35] 18 5-10 Somatisation, depression, anxiety, general distress

Profile of Mood States (POMS) [36] 65 10-15 6 mood states: anxiety, fatigue, confusion, depression, 
anger, vigour

TABLE 2: SELF-REPORT SCREENING INSTRUMENTS COMMONLY USED FOR 
IDENTIFICATION OF ANXIETY AND DEPRESSION IN CANCER PATIENTS
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The Edmonton Symptom Assessment System (ESAS)[37] is increasingly being used in the oncology 
setting as a tool for rapid assessment of multiple mood and physical symptoms. The ESAS-r[31] 

consists of consists of ten visual analogue items (0-10), including one for anxiety (ESAS-A) and one for 
depression (ESAS-D). 

The ESAS was originally developed to assess symptom distress in palliative care patients[37] and has also 
been validated for use as a distress screening tool in non-palliative cancer patients.[31] Recommended 
cut-offs for the ESAS-A of ≥3 and ESAS-D of ≥2 ensure no possible case of anxiety or depression is 
missed.[38] One advantage of the ESAS-r is that it also assesses common symptoms (such as pain 
and fatigue) that may need to be addressed before or alongside anxiety and depression. The Canadian 
Problem Checklist is often used with the ESAS-r to identify specific areas of concern for patients.[39]

Scores on the ESAS-A and ESAS-D items are moderately correlated with scores on the DT.[40] 

In addition, a number of studies have investigated the screening performance of the ESAS in cancer 
survivors against established measures such as the HADS and the anxiety and depression subscales 
of the Patient Health Questionnaire.[38, 41] In line with the recommendations of Bagha et al.[38] the Clinical 
Pathway for the Screening, Assessment and Management of Anxiety and Depression in Adult Cancer 
Patients recommends cut-offs of ≥3 for the ESAS-A and ≥2 for the ESAS-D to identify potential cases 
with few false negatives.

The Distress Thermometer (DT)[42] is a one-item visual analogue scale that asks patients to rate 
their distress on a scale of zero to ten (0-10). This scale is recommended due to its brevity, ease of 
administration and, importantly, because it does not cause additional distress to, and is accepted by, 
patients who are asked to complete it.[43] The National Comprehensive Cancer Network® (NCCN®) 
recommends accompanying the DT with a Problem List to identify specific areas of concern for patients.[18] 

An advantage of using the DT in conjunction with a Problem List is that it identifies the level of distress 
as well as the areas of concern to target. This information can then be used to ensure that appropriate 
referrals are made. For example, the NCCN suggests that “patients with practical and psychosocial 
problems should be referred to social workers; those with emotional or psychological problems should 

We recommend either the Edmonton Symptom Assessment System 
(ESAS-r) or Distress Thermometer (DT), with a Problem List, as a 
brief screening tool. 

Copies of the ESAS-r and DT are provided in Appendix 1.

If a brief screening tool is used, it must be scored and discussed with each patient. 

If potential anxiety and/or depression is identified, we recommend patients complete a 
more detailed screening tool, such as the Hospital Anxiety and Depression Scale (HADS). 

We recommend one person takes responsibility for ensuring appropriate  
assessment, referral and follow-up are undertaken (but does not necessarily carry 
these out themselves). 
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The method of screening and screening measures used by a particular 
service will depend on its suitability and acceptability to staff and patients. 

be referred to mental health professionals including social workers; spiritual concerns should be referred 
to certified chaplains”.[18] 

A large, recent meta-analytic review looked at 42 studies conducted within a 10-year period, across  
20 different countries and a range of tumour types, compared scores on the DT to clinical cut-offs on 
longer, validated measures of anxiety and depression to determine the most appropriate DT cut-off for 
identifying distressed patients.[44] From the pooled results of the 42 studies, a cut-off score of 4 on the  
DT was found to provide the best balance between sensitivity (0.81, 95 % CI 0.79–0.82) and specificity 
(0.72, 95 % CI 0.71–0.72).[44]

The Hospital Anxiety and Depression Scale (HADS):[33] is a 14-item measure with two subscales – 7 
items (individual item scores 0-3, subscale score range 0-21) measure anxiety and 7 items (individual 
item scores 0-3, subscale score range 0-21) measure depression. A cut-off of 8 or more on either of the 
subscales is recommended to ensure no possible case of anxiety or depression is missed.[45] A score of 11 
or more suggests moderate to severe anxiety or depression.[45] A formal psychological assessment by a 
specialist psychosocial health professional is recommended to confirm caseness of anxiety or depression.

The HADS is regarded as ideal for use within cancer settings “because it excludes questions about 
physical symptoms, which may be confused with symptoms caused by depression or anxiety 
disorders”.[16] The HADS has been used to measure distress, anxiety and depression in patients with a 
variety of cancer types and at various stages of the cancer trajectory.[46-47] A systematic review of 33 
screening instruments considered the HADS one of the two best short (5-20 items) screening measures 
for this population in terms of its psychometric properties.[47] Findings from a large meta-analysis also 
supported use of the HADS as an appropriate distress screening measure for oncology, particularly 
non-palliative, settings, although the authors cautioned against reliance on the HADS as a case-finding 
tool.[46] In line with this, the Clinical Pathway for the Screening, Assessment and Management of Anxiety 
and Depression in Adult Cancer Patients recommends using formal psychological assessment to more 
accurately determine the nature and severity of anxiety and/or depressive symptoms identified by  
these brief screening tools. 

If self-report screening measures are used, they must be scored, evaluated, and discussed with each patient.

These screening questions can be completed by paper and pencil, or using multimedia technologies, 
(e.g. a tablet or touchpad, computer, smartphone linked to online software or in-house database),  
if using multimedia technologies, automatic scoring systems can be used to trigger HADS completion 
and provide red flags to staff with allocated responsibility.  

Every health service with which a patient comes into contact (including general practice and 
surgery) will need to identify who are the most appropriately trained and supported staff members 
to: a) coordinate screening, referral and formal psychological assessment, and b) carry out these 
processes. In some centres a different staff member may be identified within each tumour stream  
or treatment modality to coordinate this process.  
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SCREENING VS. ASSESSMENT

Several studies, including a recent meta-analysis by Mitchell et al.[30] suggest that a two-step approach 
to screening is the best method for assisting clinicians in the identification of patients to be referred for 
formal psychological assessment and, potentially, management of depressive symptoms. This involves 
completion of two stem questions (delivered by the clinician or in a self-report format) followed-up by 
formal psychological assessment where necessary. The two-step algorithm would incorporate both 
screening (ruling out non-cases) and case-finding (ruling in probable cases). If patients score above 
clinical cut-offs on the brief screening instrument it is recommended that a more detailed screening 
instrument such as the Hospital Anxiety and Depression Scale (HADS) is also completed, prior to 
completion of a formal diagnostic assessment via clinical interview.

2.2 Assessment
Determining severity of anxiety and depression:  
At any clinical encounter, staff should be alert to signs of anxiety and depression. If screening identifies 
possible anxiety and/or depression a conversation should be conducted by a member of the cancer 
care team, (e.g. nurse) with the patient to clarify whether the symptoms are suggestive of anxiety and/or 
depression and require referral for formal psychological assessment. Formal psychological assessment 
conducted by specialist psychosocial health professionals is typically a semi-structured interview 
that can be based on standardised diagnostic criteria (Diagnostic and Statistical Manual of Mental 
Disorders-Fifth edition (DSM-5)[48] or International Classification of Diseases-version 10 (ICD-10)[49])  
and should aim to identify:  

 1)   the nature of the primary problem and its possible causes

 2)  the severity of relevant symptoms 

Causes/nature of anxiety and depression:  
Determinants of anxiety and depression are multi-factorial and therefore must be considered in  
the context of the patient’s situation. Formal psychological assessment should include consideration  
of the following:

 Physical symptoms: such as unrelieved pain, fatigue, lymphoedema

 Medical-induced factors: such as treatment-related side effects

 Substance-induced factors: such as drug and alcohol abuse

 History of mental health issues: such as prior depression or anxiety

 Suicide risk factors

 Resources and strengths: support networks, positive/protective factors

Symptoms and severity 
Signs and symptoms of anxiety and/or depression are listed in Table 3.[49] Level of anxiety or depression 
will ultimately be decided based on clinical judgment.
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TABLE 3: SIGNS AND SYMPTOMS OF ANXIETY AND DEPRESSION[49]

Table 4 provides a guide to categorising different levels of anxiety and depression based on ICD-10.[49] 
Level of anxiety and/or depression will ultimately be decided based on clinical judgment.

Responsibility for identifying anxiety and/or depression 
It is recommended that the entire clinical team share the responsibility for the identification of 
symptoms suggestive of anxiety and/or depression, and that individuals who conduct screening and 
referral as a routine part of their role be designated as such.[17] For example, in an oncology clinic where 
formal routine screening is done by self-report, the person who is responsible for having a conversation 
to discuss the results of the screening with the patient in the first instance to review and recommend 
referral for formal psychological assessment may be the cancer care coordinator.

Suicide / self-harm risk assessment: For patients with moderate, severe 
or very severe anxiety and/or depression, a formal risk assessment for 
suicide and self-harm should be conducted to assess previous history, 
strength of intent, means and capacity. 

Anxiety[49] Depression[49]

   Autonomic arousal (e.g. accelerated heart rate, 
sweating, trembling and dry mouth)

   Symptoms of chest and abdomen (difficulty  
breathing, feeling of choking, chest pain and nausea)

   Symptoms of brain and mind (feeling dizzy,  
unsteady, faint or light headed, feeling objects  
are unreal, depersonalization, fear of losing control  
or dying, difficulty concentrating, mind going  
blank and irritability)

   General symptoms (hot flushes or cold chills and 
numbness or tingling)

   Symptoms of tension (muscle tension or aches 
and pains, restlessness, inability to relax, difficulty 
swallowing and lump in throat)

   Reduced self-esteem and self-confidence

   Difficulty getting to sleep because of worrying

  Lowered mood

  Decreased energy and activity

  Marked tiredness after activity

  Diminished pleasure, interest and concentration

  Loss of libido

   Significant change in appetite and sleep patterns 
(loss of appetite and early wakening)

   Feelings of worthlessness or excessive,  
inappropriate guilt

  Recurrent thoughts of death or suicide
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TABLE 4: CATEGORISATION OF MINIMAL, MILD, MODERATE,  
SEVERE AND VERY SEVERE ANXIETY AND DEPRESSION

Anxiety[49] Depression[49]

Minimal

  Minimal symptoms of anxiety, typical response to 
     cancer illness, response in proportion to stressors, 
     e.g. worry, uncertainty about the future, concerns 
     about illness 

  Effective coping skills, minimal effect on 
     daily functioning

  Minimal/no risk factors

  Gradual resolution over weeks/months on its 
     own or with simple intervention

  Minimal symptoms of depression, typical 
     response to cancer illness, response in  
     proportion to stressors, e.g. sadness about  
     loss of good health

  Effective coping skills, minimal effect on daily 
     functioning, access to social support

  Minimal/no risk factors

  Gradual resolution over weeks/months on its  
     own or with simple intervention

Mild

  Mild anxiety symptoms

  Coping skills, but noticeable effect on daily 
     functioning, access to social support

  Minimal risk factors

  Gradual resolution over weeks/months with 
     simple intervention

  Mild symptoms of depression

  Change in life events and/or support system

  Coping skills, but noticeable effect on daily 
     functioning, access to social support

  Minimal risk factors

  Gradual resolution over weeks/months with 
     simple intervention

Moderate

  Moderate symptoms of anxiety (does not  
     meet criteria for high risk but two or more 
     symptoms present for two weeks)

  Maladaptive response (out of proportion  
     to the stressors)

  Disruption of daily functioning

  Less able to control anxiety without intervention

  Risk factors present

  Nature of anxiety disorder established  
     (e.g. generalised anxiety disorder (GAD),  
     panic, post-traumatic stress disorder (PTSD), 
     obsessive compulsive disorder (OCD), phobia) 

  Moderate symptoms of depression (does  
     not meet criteria for high risk but two or more 
     symptoms present for two weeks)

  Disruption of daily functioning

  Risk factors present (e.g. gaps in social 
     support or effective coping mechanisms)

Severe

  Moderate to severe symptoms of anxiety 
     (meets criteria for high risk)

  Maladaptive response (out of proportion  
     to the stressors)

  Disruption of daily functioning

  Unable to control anxiety without intervention 

  Risk factors present

  Nature of anxiety disorder established       
     (e.g. GAD, panic, PTSD, OCD, phobia(s)) 

  Moderate to severe symptoms of depression 
     (meets criteria for high risk)

  Disruption of daily functioning

  Risk factors present (e.g. gaps in social 
     support or effective coping mechanisms)

Very 
severe and 

complex 
cases

  Severe symptoms of anxiety (high or elevated 
     level of worry or difficult to control anxiety 
     about several things most days) 

  Re-experiencing events in a distressing way 
     (e.g. dreams, intense recollections,  
     flashbacks, physical reactions) 

  One or more occasion of spells or attacks of sudden 
     fear, discomfort, anxiousness or uneasiness

  Risk factors present

  Severe symptoms of depression (depressed mood  
     and/or loss of pleasure for more than two weeks) 

  Four additional symptoms (feelings    
     of worthlessness and/or guilt, insomnia 
     hypersomnia, weight gain/loss)

  Psychomotor agitation or retardation, fatigue

  Risk factors present
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REFERRAL
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REFERRAL

Staff will be reluctant to screen patients for psychological distress if they are 
not sure what to do with the information they get. 

Indeed, screening without availability of appropriate referral pathways and treatment resources is 
considered unethical.[28] Implementation of this Clinical Pathway will require evaluation of the services 
and resources available within the particular service to address the range of issues that may arise as a 
result of screening and referral conversations. As routine screening commonly includes identification of 
broad supportive care needs, this involves identifying services available to address the following:

 

   Physical symptoms: such as pain and fatigue may require discussion with a cancer  
care nurse, a note to the patient’s oncologist, or trigger referral to a physiotherapist, dietitian,  
or speech pathologist.

  Practical problems: such as financial or work related issues may trigger referral to social work.

  Spiritual issues: such as those related to death and meaning or purpose of life may trigger referral  
to pastoral care service. 

  Psychological/emotional issues: such as those related to anxiety or depression may trigger  
referral according to the Clinical Pathway presented in this document.

All staff need to be provided with education and given access to information about available  
supportive care services. All staff also need to be educated about the nature of anxiety, depression  
and psychological distress more generally so that they are better able to tolerate and confidently 
address a degree of patient distress on their own.

The Clinical Pathway recommends different referral options and interventions. The specific details of 
each step, the healthcare professionals involved, and the types of treatment provided will vary according 
to the existing resources and structure of each service, as well as patient preference. Each service 
should identify its own referral network. The clinical networks that are currently in place in a service 
(whether formally or informally) are also important to consider. Building on the strengths of clinical 
networks currently in place will likely provide more effective care for that particular service and be more 
acceptable to staff.
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PATIENT EDUCATION AND SHARED DECISION MAKING

There should be a culture of acceptance that the diagnosis of cancer and the treatment or care that 
follows has the potential to be distressing and patients should therefore be encouraged to view 
psychosocial care as an integral part of comprehensive cancer care. It is important to assure patients 
that while some feelings of psychological distress are natural reactions to a cancer diagnosis and 
treatment, some will benefit from referral for additional psychosocial care.

There is still a significant stigma associated with anxiety and depression which may contribute to 
patients’ willingness to accept a referral or to start or continue treatment.[50-51] There is a need for 
sensitive and thoughtful discussion with the patient about diagnosis and treatment options, with a view 
to developing an acceptable treatment plan. This will involve:

1)   providing feedback on the outcome of screening,

2)    providing information about anxiety and depression, different treatments, useful management 
strategies (such as lifestyle changes) and local services, and

3)   discussing the recommendation for referral and deciding on a treatment plan. 

Patient preference is important in determining the most appropriate treatment[17] and therefore a number 
of treatment recommendations have been made within each step of the Clinical Pathway described 
below. Patients may also have preferences for the health professionals involved in providing care  
(e.g. they may prefer to receive treatment for depression from their general practitioner with whom  
they already have a comfortable long-term relationship).

The main treatments used in the steps are detailed in the following section. 

Each of the five steps of the Clinical Pathway are summarised in Figures 1 to 6, which detail:

1)   Initial treatment recommendations

2)    Evidence-based recommendations for the treatment duration and training required  
to deliver this treatment

3)   Recommendations for progress review and training required to conduct the review

4)   Decision making following review and health professionals involved

5)    Recommendations for timing of review in the maintenance and continuations  
phases (where appropriate)

6)   Recommendations for timing of long-term review and training required to conduct the review.
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The specific details of each step, the healthcare professionals involved, 
and the types of treatment provided will vary according to the existing 
resources and structure of each service, as well as patient preference. 
Each service should identify its own referral network. Recommendations 
for treatment length are a guide only and will ultimately be determined 
by clinical need, patient situation, and patient preference.
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CLINICAL PATHWAY  
FOR THE SCREENING, ASSESSMENT AND MANAGEMENT  
OF ANXIETY AND DEPRESSION IN ADULT CANCER PATIENTS  
USING A STEPPED CARE MODEL

4.1 Stepped Care

Stepped care has proven to be an effective model of healthcare delivery, 
particularly for chronic disorders. 

In stepped care, the first intervention should be the least intensive of those currently available, which is 
still likely to be effective.[52-53] More intensive interventions are reserved for patients who do not benefit 
from simpler first line treatments.[52]

Stepped care is self-correcting in that the outcomes of interventions are monitored systematically and 
care is stepped up if current interventions are not achieving significant health gain.[52-53] For example, 
psycho-education can be delivered via self-help materials with GP support accessed according to need. 
If this fails, a referral to a psychologist could be considered.

Given the prevalence of anxiety and depression in the general community is quite high, patients  
may have an existing relationship with a mental health professional. Cancer diagnosis and treatment 
can often exacerbate pre-existing psychological issues. When referring for intervention, it is important  
to establish patient preferences for treatment through existing mental health care professionals or 
psycho-oncology services.

Patient preferences are critical in determining the most appropriate 
intervention, the intervention setting and the intervention provider.
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The exact nature of each step, the professionals involved and the 
interventions provided will depend on local resources and current 
service structure, as well as patient preference. 

Each service should identify its own referral network. 

Recommendations for treatment length are a guide only and will 
ultimately be determined by clinical need, patient situation, and 
patient preference.

It is difficult to say with any certainty how many patients are likely to be initially categorised at each 
step since this can vary according to gender, cancer type, stage of disease, time since treatment, 
demographic variables and the measurement instrument used.[1-2, 54-55] However, based on past research 
it could be expected that: 

 25-30% of patients will experience minimal depression and 40-45% minimal anxiety (Step 1)

  42-45% of patients will experience mild depression and 35-37% mild anxiety (Step 2)

   22-36% will experience moderate to severe depression (Steps 3-5), with up to 10% classed  
as severe depression (Steps 4-5); and around 20-30% will report moderate to severe anxiety  
(Steps 3-5), with 7-8% classed as severe (Steps 4-5) 

  Suicidal thoughts have been identified in 6-11% of cancer patients[56-58] although only around 10% of 
these individuals (i.e. 1% of all cancer patients) express actual suicidal intent (Step 5)[57]

4.2 The Clinical Pathway Stepped Care model
Figure 1 provides an overview of the Clinical Pathway for the screening, assessment and management 
of anxiety and depression in adults with cancer, utilising the stepped care approach. The five steps of the 
Clinical Pathway are summarised in Figures 2-6. Each figure details:

1)  Recommended interventions and health professionals to deliver intervention

2)  Recommended intervention duration, review period and health professionals involved

3)  Decision-making following review and health professionals involved

4)  Recommended timing of review in the maintenance and continuation phases (where appropriate)

5)  Recommended timing of long-term review and health professionals involved
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Figure 1
Distress negative Distress positive

Triage 
Including risk assessment

Predominantly psychological  
(anxiety/depression)

Clinical pathways for  
anxiety/depression

Very severe  
anxiety/depression

Severe 
anxiety/depression

Moderate  
anxiety/depression

Mild  
anxiety/depression

Minimal  
anxiety/depression

Predominantly physical or 
practical

Other appropriate clinical 
pathways [22, 51,52]

Examples
• Physical symptoms such 

as pain may trigger note to 
patient’s oncologist.

• Practical problems such as 
financial issues may trigger 
referral to social work.

* ESAS clinical cutoffs that trigger HADs assessment are ≥3 on the anxiety item  
and >2 on the depression item.
Distress thermometer clinical cutoff that triggers HADs assessment is ≥4

Where risk of harm or severe 
distress is identified, consider 
IMMEDIATE referral to acute 
mental health  or emergency 
department for rapid review 

and management.

Indicates regular screening  
at clinically significant time points, 

e.g. recurrence or progression,  
or as required.

Screening*

STEP 1 STEP 2 STEP 3 STEP 4 STEP 5
Universal care:  

information and advice
Supportive care: 
psychoeducation  

and emotional support,  
peer support

 Extended care:  
counselling with 

psychoeducation and  
coping skills training

Specialist care:  
skilled therapist(s)

Acute care:  
specialist care and/or 

community mental  
health team

Figure 1 – Overview of Stepped Care
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Interventions recommended:
 • Patient education (face-to-face or online)
 • Brief emotional support

Professionals recommended to deliver treatment:
 • Treating clinician ^ 
 • General practitioner 
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

Progress review after: Approx. 2-4 weeks or as required.
If not remitted, explore contributing factors.

Professionals recommended to complete review:
 • Treating clinician 
 • General practitioner
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

Long term review recommended at:
 • Clinically significant time points or as required

Professionals recommended to complete review:
 • Treating clinician 
 • General practitioner
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

If improved or remitted 
No further intervention, inform:
 • Treating clinician
 • General practitioner
 • Other involved staff

If NOT improved 
Step up, inform:
 • Treating clinician
 • General practitioner
 • Other involved staff

Initial Intervention

Progress Review

Decision Making Following Review

Long Term Review

^ Treating clinician; surgeon, medical oncologist, radiation oncologist, haematologist,  
palliative care physician

STEP

2

Figure 2 – STEP 1: Universal Care – Minimal Anxiety and/or Depression
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RECOMMENDED INTERVENTIONS 
STEP 1: Universal Care – Minimal Anxiety and/or Depression

Patient education: is the formal or informal provision of information with the aim of increasing a 
patient’s knowledge and reducing their uncertainty. This includes information about cancer diagnosis 
and treatment, cancer service, staff and contacts, self-care and symptom management.[59]  
Psycho-education may be delivered through informal discussion, pamphlets and brochures, formal 
educational sessions, and video, audio and online resources.  

Brief emotional support: involves health care professionals being confident and comfortable in 
discussing anxiety and depression with patients. Simply taking time to ask patients how they are feeling, 
listening and responding empathetically can help to prevent the emergence of anxiety and depression 
and/or identify it early.[59] It may also help to normalise anxiety and depression and encourage 
acceptance of a referral, if needed at a later date.

Resources:

Materials on how patients can manage anxiety and/or depression can 
be found on the Cancer Australia website and Cancer Council websites 
for each state. These are rigorously developed and kept up to date. We 
recommend them for use for all patients.  



30

Long term review recommended at:
 • Clinically significant time points or as required

Professionals recommended to complete review:
 • Treating clinician 
 • General practitioner
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

Intervention recommended:
 • Psycho-education (face-to-face or online)
 • Tele-based cancer helplines
 • Peer support groups/group therapy
Professionals recommended to deliver treatment:
 • Treating clinician ^  
 • General practitioner
 •  Other appropriately trained staff (e.g. cancer nurse, social worker,   

other appropriately trained allied health) or evidence-based  
internet intervention

Initial Intervention

Referral review: Approx. 1-2 weeks to check referral uptake and fit

Progress review after: Approx. 6-8 weeks or as required.
If not remitted, explore contributing factors.

Professionals recommended to complete review:
 • General practitioner
 • Cancer care nurse/coordinator
 • Social worker
 • Psychologist
 • Non-Government Organisation/community services

STEP

3

Progress Review

If improved but not remitted 
More of initial treatment OR 
another treatment within   
step, inform:
 • General practitioner
 • Cancer care nurse/  
  coordinator

If remitted 
Discharge and Inform:
 • General practitioner
 • Cancer care nurse/  
  coordinator

If NOT improved 
Another treatment within step, 
OR step up, inform:
 • General practitioner
 • Cancer care nurse/  
  coordinator

Decision Making Following Review

Long Term Review

^ Treating clinician; surgeon, medical oncologist, radiation oncologist, haematologist,  
palliative care physician

Figure 3 – STEP 2: Supportive Care – Mild Anxiety and/or Depression
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RECOMMENDED INTERVENTIONS 
STEP 2: Supportive Care – Mild Anxiety and/or Depression

The majority of cancer patients might be expected to enter the stepped care model at Step 2, and the 
treatments recommended here may be most beneficial for recently diagnosed patients. 

Psycho-education: as for Step 1 but may be more targeted to issues that are identified through 
discussion with patients.[59] Psycho-education is pivotal in reducing uncertainty and is known to improve 
knowledge about disease and treatment, have a positive impact on anxiety, depression and overall 
mood, and can also help to reduce physical symptoms associated with a cancer diagnosis and recovery 
such as nausea, vomiting and pain.[59] There are a number of psycho-education websites to address 
general psychological distress and unmet need.

Tele-based cancer helplines: offer emotional support for people with cancer in addition to providing 
psycho-educational materials and referral to further psychosocial services, if needed.[60-61] In particular, 
telephone help-lines provide opportunities for effective delivery of psychological interventions to 
geographically-isolated patients (see Step 3 for descriptions). There is evidence that this type of 
intervention can effectively improve psychosocial outcomes such as sexual dysfunction and personal 
growth and reduce levels of anxiety and depression.[62-63]

Peer support groups/group therapy: support groups serve a number of purposes – they facilitate 
mutual support and friendship between people affected by cancer, provide a forum for sharing thoughts 
and ideas, allow participants to seek advice from health professionals and each other, and provide 
opportunities to learn coping skills in a non-judgmental and caring environment.[64] Participation in 
cancer support groups has been shown to reduce anxiety and depression in patients and survivors with 
a variety of tumour types.[65-67] Evidence also supports the effectiveness of group psychotherapy  
in improving anxiety and depression across a range of cancer types.[68-69]
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Long term review recommended at:
 • Approx. 6 and 12 months or as required

Professionals recommended to complete review:
 • General practitioner
 • Social worker 
 • Psychologist
 • Psychiatrist
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

Long Term Review

Referral review: Approx. 1-2 weeks to check referral uptake and fit
Progress review after: Approx. 10-12 weeks or as required.
If not remitted, explore contributing factors.
Professionals recommended to complete review:
 • General practitioner
 • Social worker
 • Psychologist
 • Psychiatrist
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

Progress review at:
 • Approx. every 2 months for 12 months or as required

Professionals recommended to complete review:
 • General practitioner
 • Social worker
 • Psychologist
 • Psychiatrist
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

Progress Review

Treatment Contacts in Maintenance  
and Continuation Phase

Cancer related anxiety and depression only*

Intervention recommended:
•  Face-to-face or online coping skills training (e.g. problem solving  

approaches, relaxation skills, stress management, communication skills)
•  Face-to-face or online psychological therapy (e.g. cognitive behavioural   

therapy, interpersonal therapy, supportive-expressive therapy)
• Mindfulness
• Pharmacotherapy

Professionals recommended to deliver treatment:
• General practitioner
• Social worker
• Psychologist
• Psychiatrist
•  Other appropriately trained staff (e.g. cancer nurse, social worker, other   

appropriately trained allied health) or evidence-based internet intervention

Initial Intervention

STEP

4If improved but not remitted 
More of initial treatment OR another 
treatment within step, inform:
 • General practitioner

 • Cancer care nurse/coordinator

If remitted 
Inform:
 • General practitioner
 • Cancer care nurse/coordinator

If NOT improved 
Another treatment within step, OR 
step up, inform:
 • General practitioner
 • Cancer care nurse/coordinator

Decision Making Following Review

* Psychologist to decide whether  
the anxiety/depression is cancer  
or  non-cancer related.  
Non-cancer related anxiety/depression 
will be referred to the patient’s general 
practitioner for management.

Figure 4 – STEP 3: Extended Care – Moderate Anxiety and/or Depression
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RECOMMENDED INTERVENTIONS  
STEP 3: Extended Care – Moderate Anxiety and/or Depression

Patients recently diagnosed with cancer who are identified with moderate levels of depressive 
symptoms may benefit most from problem-solving approaches and cognitive behavioural therapy.[6, 70-72] 
Patients with advanced disease may be more likely to benefit most from approaches that facilitate the 
processing of existential concerns and fear of mortality, such as supportive-expressive psychotherapy.[73] 

PSYCHOLOGICAL THERAPY 

Face-to-face or online coping skills training

Psychological therapy delivered by specialist psychosocial health professionals has typically been as 
face-to-face treatment. However, there are now a number of evidence-based psychological therapy 
programs being delivered on-line. 

Problem solving approaches: “focuses on generating, applying, and evaluating solutions to identified 
problems”.[74] Problem-solving therapy has been shown to reduce anxiety and depression in distressed 
cancer patients (N = 132), with effects maintained for at least 12 months post-intervention.[70]

Relaxation skills: these are techniques designed to induce physical and mental relaxation, and include 
progressive muscle relaxation, guided imagery and hypnosis. Relaxation training has been shown to 
improve anxiety and depression in patients who have undergone a range of treatment types and at 
different stages of the cancer trajectory.[71, 75-77]

Stress management: interventions which provide training in anxiety-reduction skills, increased 
awareness of sources of stress and indicators of stress, noticing and replacing negative thoughts 
to improve the ways patients manage stressors. Stress management has been shown to improve 
emotional well-being and positive affect.[78-80]

Communication skills: teaches patients skills in seeking, providing, and clarifying information with  
the goal of modifying patients’ discourse and enhancing participation in their health care. Research 
shows that training patients in communication skills has a positive impact on a range of outcomes,[81] 
and so may be of particular use with minority patient populations.[82] This type of training can be quite 
labour-intensive, although basic tools aimed at improving communication such as question prompt-lists 
can significantly reduce patient anxiety[82] and increase question-asking in consultations[83] including 
questions on sensitive topics such as prognosis.[84]
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Face-to-face or online psychological therapy

Cognitive behavioural therapy (CBT): “focuses on identifying, challenging, and changing maladaptive 
thoughts and behaviours to reduce negative emotions and promote psychologic adjustment”.[74] CBT is 
one of the most common and effective psychotherapies for anxiety and depression and its effectiveness 
in treating anxiety and depression in cancer patients and survivors is well-established.[6, 71-72]

Interpersonal therapy: including family and couples therapy focusing on “problems within interpersonal 
interactions and relationships, emphasising areas such as grief, role transitions, disputes, or 
interpersonal deficits to reduce distress and promote psychologic adjustment”.[74] The involvement 
of family members in discussions of and processing of interpersonal experiences such as grief is 
considered central to promoting an adaptive family response to a crisis such as a cancer diagnosis  
and is also an important factor in the prevention and treatment of anxiety and depression.[85-87] 

Interpersonal therapy also benefits the emotional and social well-being of partners and children of 
cancer patients and survivors.[88]

Supportive-expressive therapy/supportive psychotherapy: “focuses on the communication and 
processing of subjective experience and on the joint creation of meaning within a therapeutic 
relationship to reduce distress”.[74] Targeted and manualised psychotherapies, particularly for those with 
advanced illness, have recently been developed, including Meaning-Centred Group Therapy,[69] Dignity 
Therapy,[89] Mindfulness-Based Meditation Therapy,[90] and a brief supportive-expressive intervention 
referred to as CALM (Managing Cancer and Living Meaningfully).[91] Supportive-expressive therapy is 
effective against depression,[73] and has been found to improve overall mood and reduce cancer-related 
distress in metastatic breast cancer patients.[92]

Mindfulness: interventions that incorporate the principles of mindfulness such as mindfulness-based 
stress reduction (MBSR), mindfulness-based cognitive therapy (MBCT), and Acceptance Commitment 
Therapy (ACT) teach patients to increase their awareness of thoughts and the impact they can have 
on symptoms of anxiety and depression, with the aim of interrupting these automatic processes and 
facilitating non-judgmental awareness of thoughts.[90, 93] Some evidence exists for the effectiveness of 
mindfulness-based interventions in reducing symptoms of anxiety and depression in cancer patients.[93-94]

Internet-based interventions: psychological treatments for anxiety and depression are increasingly 
being delivered as structured online programs and there are now a number of cancer-specific online 
therapies. This mode of delivery, typically using cognitive behavioural therapy models, provides 
information, as well as interactive exercises, to help change unhelpful thoughts and behaviour patterns, 
and has been demonstrated to be as effective as face to face treatment.[95-96] Evidence-based online 
therapy overcomes many of the barriers relating to access and inequity, particularly for rural/remote 
areas. They have the advantage of being convenient, cost-effective and anonymous.
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PHARMACOLOGIC INTERVENTIONS FOR MOOD AND ADJUSTMENT DISORDERS

Depending on the severity of symptoms, pharmacotherapy may be indicated. The aim of this section 
of the document is to outline the key principles underpinning pharmacological management of anxiety 
and depression. For detailed information about specific drugs, readers are referred to the Therapeutic 
Guidelines which are available on-line in most public hospitals. These Guidelines are developed by 
an expert group and are regularly updated. The general information below is based on information in 
Therapeutic Guidelines referenced below unless stated otherwise.  

DEPRESSION

There is strong evidence that antidepressants effectively treat clinical depression.[74]

No particular class of antidepressants has been shown to be more effective than another in the 
treatment of depression,[74] with direct comparison between classical tricyclic antidepressants and SSRIs 
in a number of head-to-head trials showing no differences.[98] 

Compared with the general adult population, prescription of antidepressant medication for patients  
with cancer is more complex, and a number of factors must be taken into account in both selection  
of a particular drug and the dose, including:

  Side-effect profile – for example, there is potential for initial exacerbation of nausea and sleep 
disturbance, and some drugs can lower seizure threshold; 

  Potential for drug interactions – for example, SSRIs may interact with anticonvulsants, anticoagulant 
therapy, and tamoxifen. Some SSRIs have a long half-life with active metabolites meaning that the 
potential for ongoing interactions increases. Some drugs when prescribed with SSRIs will increase 
the risk of serious adverse serotonin-related toxicity;

  Patient response to previous treatments;

  Family history of response to treatments;

  Patient comorbidities – for example elderly patients are vulnerable to exacerbation of pre-existing 
cognitive deficits and the development of confusion, and in patients with pre-existing heart disease, 
renal impairment or liver disease the choice of drug is affected, and dose reduction will commonly  
be required;

  The potential for beneficial impact on other symptoms – for example improvement in sleep, 
treatment of hot flushes, or as an adjunct to treatments for pain. 

The Therapeutic Guidelines Version 7, 2013 provides comprehensive 
evidence-based information about specific drugs to treat anxiety and 
depression, their side-effect profiles and drug interactions.[97]
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In the general adult population, the first-line pharmacological treatment of depression will most 
commonly be an SSRI or SNRI, mainly because of their more favourable side-effect profile compared 
with the older drugs such as tricyclic antidepressants (TCAs).

In patients with cancer, TCAs may have a valuable role even in low dose to relieve sleep disturbance and 
assist with pain management. However, their side-effect profile (especially anticholinergic effects) may 
limit treatment and their use can be associated with troubling side-effects including constipation, urinary 
retention and postural hypotension. Note that TCAs are lethal in overdose and should not be prescribed 
for patients for whom suicide is considered a risk. 

Stimulants such as methylphenidate and dexamethasone have been used in a palliative setting because 
of their rapid onset of action and their effect on other symptoms such as attention and concentration. 
However, there is a lack of evidence and recent European Guidelines on the management of depression 
in a palliative setting do not recommend the use of psychostimulants.[99]

RESISTANT DEPRESSION

It may take two to four weeks before an improvement in mood is evident after initiation of 
antidepressant treatment. It is important to remember that when using antidepressant medication,  
the patient continues to require frequent and regular contact with and psychological support from their 
treating clinician to promote full recovery. Failure to respond to treatment should lead to a systematic 
approach comprising:

  Review of the diagnosis – for example is this really depression rather than grief? Delirium should 
always be considered as a possible underlying condition in a medically ill person with sudden onset 
of mood disturbance; 

  Exclusion of any other contributory condition (for example identification of unaddressed alcohol 
abuse or other causes of a depressive syndrome such as hypothyroidism, metabolic disturbance 
such as hypercalcaemia or central nervous system disease); 

  Review of any problems with adherence to medication;

  Review of psychosocial and personality factors, and adequacy of concurrent psychological  
support/intervention;

  Review of drug interactions (including depressive syndromes secondary to other medications  
such as corticosteroids, antihypertensive agents);

  Finally review and titration of the dose. The Therapeutic Guidelines lists dose ranges  
for antidepressants. 

If the person’s mood fails to improve with the above steps specialist review is recommended. 
Augmentation with other medication may be appropriate, and in some instances ECT may be considered 
as the safest and most effective treatment option. 
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ANXIETY

Psychological interventions which might include a combination of CBT, relaxation training and guided 
imagery are the first-line therapy for generalised anxiety. Pharmacotherapy will be indicated  
if psychological interventions do not provide sufficient improvement in symptoms, or when relief of 
anxiety is required urgently, for example in order for a patient to complete a course of radiotherapy.

Selective serotonin reuptake inhibitors (SSRIs) are the first line choice of medication for treatment of 
anxiety requiring pharmacotherapy.[77, 100] Patients who are anxious may be highly sensitive to the side-
effects of medication, which can include an initial exacerbation of anxiety and sleep disturbance. 

For this reason, some clinicians may choose to commence drug treatment with a lower dose than usual 
and increase the dose as the person adjusts to side-effects.

Benzodiazepines have a limited role in the treatment of anxiety disorders and are not first-line treatment 
except in a short-term crisis situation (for example, a patient who requires fitting of a face-mask 
for radiotherapy or in palliative care settings). Use of benzodiazepines is associated with significant 
morbidities including confusion, ataxia and falls in the elderly. Development of dependence and 
tolerance can occur within one month of regular consumption. Use of benzodiazepines with a short 
half-life can lead to rebound anxiety and a cycle of dosage escalation as the person interprets their 
symptoms as requiring more medication.

Antipsychotic medication for the treatment of anxiety is not recommended. Older persons are especially 
vulnerable to the side-effects of antipsychotic medication and there are reports of increased risk of 
cardiac events and stroke associated with their use in this population.

Psychotropic Expert Groups. Therapeutic guidelines: psychotropic. Version 7.  
Melbourne: Therapeutic Guidelines Limited; 2013.[97]

Palliative Care Expert Group. Therapeutic guidelines: palliative care. Version 3.  
Melbourne: Therapeutic Guidelines Limited; 2010.[101]

For patients with moderate or severe anxiety and/or depression a formal 
risk assessment for suicide and self-harm should also be conducted to 
assess previous history, strength of intent, means and capacity. If a 
patient is found to be at risk of suicide or self-harm contact or escort 
the patient to the emergency department or acute mental health team 
for rapid review and management, and psychiatric intervention as 
appropriate. Discuss with the patient’s treating team.  
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Cancer related anxiety and depression only*

* Psychologist to decide whether the anxiety/depression is cancer or non-cancer related.  
Non-cancer related anxiety/depression will be referred to the patient’s general practitioner  
for management.

Intervention recommended:
 • Face-to-face psychological therapy (e.g. cognitive behavioural therapy,  
  interpersonal therapy, supportive-expressive therapy)
 • Pharmacotherapy

Professionals recommended to deliver treatment:
 • Psychologist
 • Psychiatrist 
  > with the general practitioner

Initial Intervention

Referral review: Approx. 1-2 weeks to check referral uptake and fit

Progress review after: Approx. 12-24 weeks or as required.
If not remitted, explore contributing factors.

Professionals recommended to complete review:
 • Psychologist
 • Psychiatrist
  > with the general practitioner

Progress Review

STEP

5
If improved but not remitted 
More of initial treatment  
OR another treatment within step, 
inform:
 • General practitioner
 • Cancer care nurse/  
  coordinator

If remitted 
Inform:
 • General practitioner
 • Cancer care nurse/  
  coordinator

If NOT improved 
Discuss with:
 • Psychologist 
 • Psychiatrist 
Another treatment within step, OR 
step up, inform:
 • General practitioner
 • Cancer care nurse/coordinator

Decision Making Following Review

Progress review at:
 • Approx. every month for 12 months or as required

Professionals recommended to complete review:
 • Psychologist
 • Psychiatrist

Treatment Contacts in Maintenance  
and Continuation Phase

Long term review recommended at:
 • Approx. 6 and 12 months or as required

Professionals recommended to complete review:
 • Psychologist 
 • Psychiatrist

Long Term Review

Figure 5 – STEP 4: Specialist Care –Severe Anxiety and/or Depression
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 RECOMMENDED INTERVENTIONS 
STEP 4: Specialist Care –Severe Anxiety and/or Depression

PSYCHOLOGICAL THERAPY 

Recommended interventions include the following as described for Step 3: 

Cognitive behavioural therapy (CBT): “focuses on identifying, challenging, and changing maladaptive 
thoughts and behaviours to reduce negative emotions and promote psychologic adjustment”.[74] CBT is 
one of the most common and effective psychotherapies for anxiety and depression and its effectiveness 
in treating anxiety and depression in cancer patients and survivors is well-established.[6, 71-72] 

Interpersonal therapy: including family and couples therapy focusing on “problems within interpersonal 
interactions and relationships, emphasising areas such as grief, role transitions, disputes, or 
interpersonal deficits to reduce distress and promote psychologic adjustment”.[74] The involvement 
of family members in discussions of and processing of interpersonal experiences such as grief is 
considered central to promoting an adaptive family response to a crisis such as a cancer diagnosis  
and is also an important factor in the prevention and treatment of anxiety and depression.[85-87] 

Interpersonal therapy also benefits the emotional and social well-being of partners and children  
of cancer patients and survivors.[88]

Supportive-expressive therapy/supportive psychotherapy: “focuses on the communication and 
processing of subjective experience and on the joint creation of meaning within a therapeutic 
relationship to reduce distress”.[74]  Targeted and manualised psychotherapies, particularly for those with 
advanced illness, have recently been developed, including Meaning-Centred Group Therapy,[69] Dignity 
Therapy,[89] Mindfulness-Based Meditation Therapy,[90] and a brief supportive-expressive intervention 
referred to as CALM (Managing Cancer and Living Meaningfully).[91] Supportive-expressive therapy is 
effective against depression,[73] and has been found to improve overall mood and reduce cancer-related 
distress in metastatic breast cancer patients.[92]

PHARMACOLOGIC INTERVENTIONS FOR MOOD AND ADJUSTMENT DISORDERS

Depending on the severity of symptoms, pharmacotherapy may be indicated. The aim of this section 
of the document is to outline the key principles underpinning pharmacological management of anxiety 
and depression. For detailed information about specific drugs, readers are referred to the Therapeutic 
Guidelines which are available on-line in most public hospitals. These Guidelines are developed by 
an expert group and are regularly updated. The general information below is based on information in 
Therapeutic Guidelines referenced below unless stated otherwise.

The Therapeutic Guidelines Version 7, 2013 provides comprehensive 
evidence-based information about specific drugs to treat anxiety and 
depression, their side-effect profiles and drug interactions.[97]
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DEPRESSION

There is strong evidence that antidepressants effectively treat clinical depression.[74] 

No particular class of antidepressants has been shown to be more effective than another in the 
treatment of depression,[74] with direct comparison between classical tricyclic antidepressants and  
SSRIs in a number of head-to-head trials showing no differences.[98] 

Compared with the general adult population, prescription of antidepressant medication for patients  
with cancer is more complex, and a number of factors must be taken into account in both selection  
of a particular drug and the dose, including:

  Side-effect profile – for example, there is potential for initial exacerbation of nausea and sleep 
disturbance, and some drugs can lower seizure threshold; 

  Potential for drug interactions – for example, SSRIs may interact with anticonvulsants, anticoagulant 
therapy, and tamoxifen. Some SSRIs have a long half-life with active metabolites meaning that the 
potential for ongoing interactions increases. Some drugs when prescribed with SSRIs will increase 
the risk of serious adverse serotonin-related toxicity;

  Patient response to previous treatments;

  Family history of response to treatments;

  Patient comorbidities – for example elderly patients are vulnerable to exacerbation of pre-existing 
cognitive deficits and the development of confusion, and in patients with pre-existing heart disease, 
renal impairment or liver disease the choice of drug is affected, and dose reduction will commonly  
be required;

  The potential for beneficial impact on other symptoms – for example improvement in sleep, 
treatment of hot flushes, or as an adjunct to treatments for pain. 

In the general adult population, the first-line pharmacological treatment of depression will most 
commonly be an SSRI or SNRI, mainly because of their more favourable side-effect profile compared 
with the older drugs such as tricyclic antidepressants (TCAs).

In patients with cancer, TCAs may have a valuable role even in low dose to relieve sleep disturbance and 
assist with pain management. However, their side-effect profile (especially anticholinergic effects) may 
limit treatment and their use can be associated with troubling side-effects including constipation, urinary 
retention and postural hypotension. Note that TCAs are lethal in overdose and should not be prescribed 
for patients for whom suicide is considered a risk. 

Stimulants such as methylphenidate and dexamethasone have been used in a palliative setting because 
of their rapid onset of action and their effect on other symptoms such as attention and concentration. 
However, there is a lack of evidence and recent European Guidelines on the management of depression 
in a palliative setting do not recommend the use of psychostimulants.[99]
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RESISTANT DEPRESSION

It may take two to four weeks before an improvement in mood is evident after initiation of 
antidepressant treatment. It is important to remember that when using antidepressant medication,  
the patient continues to require frequent and regular contact with and psychological support from  
their treating clinician to promote full recovery. Failure to respond to treatment should lead to a 
systematic approach comprising:

  Review of the diagnosis – for example is this really depression rather than grief? Delirium should 
always be considered as a possible underlying condition in a medically ill person with sudden onset 
of mood disturbance; 

  Exclusion of any other contributory condition (for example identification of unaddressed alcohol 
abuse or other causes of a depressive syndrome such as hypothyroidism, metabolic disturbance 
such as hypercalcaemia or central nervous system disease); 

  Review of any problems with adherence to medication;

  Review of psychosocial and personality factors, and adequacy of concurrent psychological  
support/intervention;

  Review of drug interactions (including depressive syndromes secondary to other medications such 
as corticosteroids, antihypertensive agents);

  Finally review and titration of the dose. The Therapeutic Guidelines lists dose ranges  
for antidepressants. 

If the person’s mood fails to improve with the above steps specialist review is recommended. 
Augmentation with other medication may be appropriate, and in some instances ECT may be considered 
as the safest and most effective treatment option. 

 

ANXIETY

Psychological interventions which might include a combination of CBT, relaxation training and 
guided imagery are the first-line therapy for generalised anxiety. Pharmacotherapy will be indicated if 
psychological interventions do not provide sufficient improvement in symptoms, or when relief of anxiety 
is required urgently, for example in order for a patient to complete a course of radiotherapy.

Selective serotonin reuptake inhibitors (SSRIs) are the first line choice of medication for treatment  
of anxiety requiring pharmacotherapy.[77, 100] Patients who are anxious may be highly sensitive to the  
side-effects of medication, which can include an initial exacerbation of anxiety and sleep disturbance. 
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For this reason, some clinicians may choose to commence drug treatment with a lower dose than usual 
and increase the dose as the person adjusts to side-effects.

Benzodiazepines have a limited role in the treatment of anxiety disorders and are not first-line treatment 
except in a short-term crisis situation (for example, a patient who requires fitting of a face-mask 
for radiotherapy or in palliative care settings). Use of benzodiazepines is associated with significant 
morbidities including confusion, ataxia and falls in the elderly. Development of dependence and 
tolerance can occur within one month of regular consumption. Use of benzodiazepines with a short 
half-life can lead to rebound anxiety and a cycle of dosage escalation as the person interprets their 
symptoms as requiring more medication.

Antipsychotic medication for the treatment of anxiety is not recommended. Older persons are especially 
vulnerable to the side-effects of antipsychotic medication and there are reports of increased risk of 
cardiac events and stroke associated with their use in this population.

Psychotropic Expert Groups. Therapeutic guidelines: psychotropic. Version 7.  
Melbourne: Therapeutic Guidelines Limited; 2013.[97]

Palliative Care Expert Group. Therapeutic guidelines: palliative care. Version 3.  
Melbourne: Therapeutic Guidelines Limited; 2010.[101]

For patients with moderate or severe anxiety and/or depression a formal 
risk assessment for suicide and self-harm should also be conducted to 
assess previous history, strength of intent, means and capacity. If a 
patient is found to be at risk of suicide or self-harm contact or escort 
the patient to the emergency department or acute mental health team 
for rapid review and management, and psychiatric intervention as 
appropriate. Discuss with the patient’s treating team. 
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Cancer related anxiety and depression only*

 Intervention recommended:
 • Psychological therapy (e.g. cognitive behavioural therapy,  
  interpersonal therapy, supportive-expressive therapy)
 • Pharmacotherapy

Professionals recommended to deliver treatment:
 • Psychologist
 • Psychiatrist 
 • Community acute mental health team

  > with the general practitioner

Initial Intervention

Referral review: Approx. 1-2 weeks to check referral uptake and fit

Progress review after: Approx. 12-24 weeks or as required.
If not remitted, explore contributing factors.

Professionals recommended to complete review:
 • Psychologist
 • Psychiatrist
  > with the general practitioner

Progress Review

If improved but not remitted 
More of initial treatment OR 
another treatment within step, 
inform:
 • General practitioner
 • Cancer care nurse/  
   coordinator

If remitted 
Inform:
 • General practitioner
 • Cancer care nurse/  
  coordinator

If NOT improved 
Discuss with:
 • Psychologist 
 • Psychiatrist 
Another treatment within step, 
inform:
 • General practitioner
 • Cancer care nurse/coordinator

Decision Making Following Review

* Psychologist to decide whether the anxiety/depression is cancer or non-cancer related.  
Non-cancer related anxiety/depression will be referred to the patient’s general practitioner  
for management.

Progress review at:
 • Approx. every month for 12 months or as required

Professionals recommended to complete review:
 • Psychologist
 • Psychiatrist

Treatment Contacts in Maintenance  
and Continuation Phase

Long term review recommended at:
 • Approx. 6 and 12 months or as required

Professionals recommended to complete review:
 • Psychologist 
 • Psychiatrist

Long Term Review

Figure 6 – STEP 5: Acute Care – Very Severe Anxiety and/or Depression  
and Complex Cases
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RECOMMENDED INTERVENTIONS 
STEP 5: Acute Care – Very Severe Anxiety and/or Depression and 
Complex Cases

Recommended interventions include the following as described for Step 4: 

Cognitive behavioural therapy (CBT): “focuses on identifying, challenging, and changing maladaptive 
thoughts and behaviours to reduce negative emotions and promote psychologic adjustment”.[74] CBT is 
one of the most common and effective psychotherapies for anxiety and depression and its effectiveness 
in treating anxiety and depression in cancer patients and survivors is well-established.[6, 71-72]

Interpersonal therapy: including family and couples therapy focusing on “problems within interpersonal 
interactions and relationships, emphasising areas such as grief, role transitions, disputes, or 
interpersonal deficits to reduce distress and promote psychologic adjustment”.[74] The involvement  
of family members in discussions of and processing of interpersonal experiences such as grief  
is considered central to promoting an adaptive family response to a crisis such as a cancer diagnosis 
and is also an important factor in the prevention and treatment of anxiety and depression.[85-87] 
Interpersonal therapy also benefits the emotional and social well-being of partners and children  
of cancer patients and survivors.[88]

Supportive-expressive therapy/supportive psychotherapy: “focuses on the communication and 
processing of subjective experience and on the joint creation of meaning within a therapeutic 
relationship to reduce distress”.[74] Targeted and manualised psychotherapies, particularly for those  
with advanced illness, have recently been developed, including Meaning-Centred Group Therapy,[69] 
Dignity Therapy,[89] Mindfulness-Based Meditation Therapy,[90] and a brief supportive-expressive 
intervention referred to as CALM (Managing Cancer and Living Meaningfully).[91] Supportive-expressive 
therapy is effective against depression,[73] and has been found to improve overall mood and reduce 
cancer-related distress in metastatic breast cancer patients.[92]

PHARMACOLOGIC INTERVENTIONS FOR MOOD AND ADJUSTMENT DISORDERS

Depending on the severity of symptoms, pharmacotherapy may be indicated. The aim of this section 
of the document is to outline the key principles underpinning pharmacological management of anxiety 
and depression. For detailed information about specific drugs, readers are referred to the Therapeutic 
Guidelines which are available on-line in most public hospitals. These Guidelines are developed by 
an expert group and are regularly updated. The general information below is based on information in 
Therapeutic Guidelines referenced below unless stated otherwise. 

The Therapeutic Guidelines Version 7, 2013 provides comprehensive 
evidence-based information about specific drugs to treat anxiety and 
depression, their side-effect profiles and drug interactions.[97]
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DEPRESSION

There is strong evidence that antidepressants effectively treat clinical depression.[74]

No particular class of antidepressants has been shown to be more effective than another in the 
treatment of depression,[74] with direct comparison between classical tricyclic antidepressants and SSRIs 
in a number of head-to-head trials showing no differences.[98] 

Compared with the general adult population, prescription of antidepressant medication for patients 
with cancer is more complex, and a number of factors must be taken into account in both selection of a 
particular drug and the dose, including:

  Side-effect profile – for example, there is potential for initial exacerbation of nausea and sleep 
disturbance, and some drugs can lower seizure threshold; 

  Potential for drug interactions – for example, SSRIs may interact with anticonvulsants, anticoagulant 
therapy, and tamoxifen. Some SSRIs have a long half-life with active metabolites meaning that the 
potential for ongoing interactions increases. Some drugs when prescribed with SSRIs will increase 
the risk of serious adverse serotonin-related toxicity;

  Patient response to previous treatments;

  Family history of response to treatments;

  Patient comorbidities – for example elderly patients are vulnerable to exacerbation of pre-existing 
cognitive deficits and the development of confusion, and in patients with pre-existing heart disease, 
renal impairment or liver disease the choice of drug is affected, and dose reduction will commonly  
be required;

  The potential for beneficial impact on other symptoms – for example improvement in sleep, 
treatment of hot flushes, or as an adjunct to treatments for pain. 

In the general adult population, the first-line pharmacological treatment of depression will most 
commonly be an SSRI or SNRI, mainly because of their more favourable side-effect profile compared 
with the older drugs such as tricyclic antidepressants (TCAs).

In patients with cancer, TCAs may have a valuable role even in low dose to relieve sleep disturbance and 
assist with pain management. However, their side-effect profile (especially anticholinergic effects) may 
limit treatment and their use can be associated with troubling side-effects including constipation, urinary 
retention and postural hypotension. Note that TCAs are lethal in overdose and should not be prescribed 
for patients for whom suicide is considered a risk. 

Stimulants such as methylphenidate and dexamethasone have been used in a palliative setting because 
of their rapid onset of action and their effect on other symptoms such as attention and concentration. 
However, there is a lack of evidence and recent European Guidelines on the management of depression 
in a palliative setting do not recommend the use of psychostimulants.[99]
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RESISTANT DEPRESSION

It may take two to four weeks before an improvement in mood is evident after initiation of 
antidepressant treatment. It is important to remember that when using antidepressant medication,  
the patient continues to require frequent and regular contact with and psychological support from  
their treating clinician to promote full recovery. Failure to respond to treatment should lead to a 
systematic approach comprising:

  Review of the diagnosis – for example is this really depression rather than grief? Delirium should 
always be considered as a possible underlying condition in a medically ill person with sudden onset 
of mood disturbance; 

  Exclusion of any other contributory condition (for example identification of unaddressed alcohol 
abuse or other causes of a depressive syndrome such as hypothyroidism, metabolic disturbance 
such as hypercalcaemia or central nervous system disease); 

  Review of any problems with adherence to medication;

  Review of psychosocial and personality factors, and adequacy of concurrent psychological  
support/intervention;

  Review of drug interactions (including depressive syndromes secondary to other medications such 
as corticosteroids, antihypertensive agents);

  Finally review and titration of the dose. The Therapeutic Guidelines lists dose ranges  
for antidepressants. 

If the person’s mood fails to improve with the above steps specialist review is recommended. 
Augmentation with other medication may be appropriate, and in some instances ECT may be considered 
as the safest and most effective treatment option. 

 

ANXIETY

Psychological interventions which might include a combination of CBT, relaxation training and 
guided imagery are the first-line therapy for generalised anxiety. Pharmacotherapy will be indicated if 
psychological interventions do not provide sufficient improvement in symptoms, or when relief of anxiety 
is required urgently, for example in order for a patient to complete a course of radiotherapy.

Selective serotonin reuptake inhibitors (SSRIs) are the first line choice of medication for treatment of 
anxiety requiring pharmacotherapy.[77, 100] Patients who are anxious may be highly sensitive to the side-
effects of medication, which can include an initial exacerbation of anxiety and sleep disturbance. 
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For this reason, some clinicians may choose to commence drug treatment with a lower dose than usual 
and increase the dose as the person adjusts to side-effects.

Benzodiazepines have a limited role in the treatment of anxiety disorders and are not first-line treatment 
except in a short-term crisis situation (for example, a patient who requires fitting of a face-mask 
for radiotherapy or in palliative care settings). Use of benzodiazepines is associated with significant 
morbidities including confusion, ataxia and falls in the elderly. Development of dependence and 
tolerance can occur within one month of regular consumption. Use of benzodiazepines with a short 
half-life can lead to rebound anxiety and a cycle of dosage escalation as the person interprets their 
symptoms as requiring more medication.

Antipsychotic medication for the treatment of anxiety is not recommended. Older persons are especially 
vulnerable to the side-effects of antipsychotic medication and there are reports of increased risk of 
cardiac events and stroke associated with their use in this population.

Psychotropic Expert Groups. Therapeutic guidelines: psychotropic. Version 7.  
Melbourne: Therapeutic Guidelines Limited; 2013.[97]

Palliative Care Expert Group. Therapeutic guidelines: palliative care. Version 3.  
Melbourne: Therapeutic Guidelines Limited; 2010.[101]

For patients with moderate or severe anxiety and/or depression a formal 
risk assessment for suicide and self-harm should also be conducted to 
assess previous history, strength of intent, means and capacity. If a 
patient is found to be at risk of suicide or self-harm contact or escort 
the patient to the emergency department or acute mental health team 
for rapid review and management, and psychiatric intervention as 
appropriate. Discuss with the patient’s treating team. 
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5
TAILORING  
THE CLINICAL  
PATHWAY  
TO CANCER  
SERVICES
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TAILORING THE CLINICAL PATHWAY  
TO CANCER SERVICES

Factors that need to be considered when tailoring  
the pathway include:

RESOURCES

Oncology services will vary widely in the number and profile of staff and other resources available for 
addressing psychological distress in cancer patients. The Clinical Pathway gives recommendations 
for the different health professionals responsible for delivering interventions, for review, and follow 
up. A number of different health professionals are recommended to accommodate the availability of 
staff at different services, however, these are not exhaustive. For example, mental health professionals 
such as psychiatrists and psychologists are recommended to deliver treatment for severe anxiety and 
depression;[16-17] however, a service that does not have access to these professionals may employ a 
suitably qualified specialist social worker or general practitioner to provide care at this level.[17-18]

The clinical networks that are currently in place in a service (whether formally or informally) are also 
important to consider.[29] Building on the strengths of clinical networks currently in place will likely 
provide more effective care and be more acceptable to staff.

The Clinical Pathway provides an evidence-based guide to managing patients with anxiety and 
depression. Your local stepped care model will need to be tailored to your service structure and referral 
networks available. Individual skills and training within each team will determine who is best placed to 
undertake specific roles. 

Staff responsibility for routine screening of patients is a local decision and will vary depending on local 
resources and the expertise of staff. All staff carrying out screening and referral need to have the skills 
and confidence to comfortably discuss anxiety and depression with patients, respond empathically and 
to facilitate referral. 

No professional should undertake any role for which they have not received training or which they  
do not feel competent to undertake.

Ongoing GP involvement may be important if your centre is in a rural or remote area, where specialist 
services are limited.
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PATIENT CHARACTERISTICS

Demographics: this includes consideration of cultural backgrounds (patients from culturally and 
linguistically diverse populations and indigenous patients), socio-economic status, health literacy, age, 
and so on. Such factors are likely to affect the appropriateness of any screening and/or assessment 
tools used as well as treatments that patients will find acceptable and effective.

Stage of illness: this includes consideration of inpatient versus outpatient care, as well as whether 
patients are undergoing initial treatment, have advanced disease or are in palliative care. Such factors 
will influence type and duration of treatment as well as the health professionals involved.

Cancer type: the recommended time frames and interventions presented as part of the pathways may 
be better suited to patients with solid tumours than haematology patients. There may also be factors 
unique to different tumour streams which may influence appropriate treatments and timeframes for 
monitoring and review.
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CLOSING STATEMENT
This pathway was developed in the Australian context. The intention  
is that this pathway will facilitate fully integrated and effective screening, 
detection and management of anxiety and depression in cancer services  
and aid in reducing the enormous burden of suffering that patients with  
these psychological morbidities experience, as well as reducing the  
economic costs to services that are incurred when anxiety and depression  
are not adequately treated. While clearly delineated pathways such  
as these facilitate implementation, careful attention to patient, health 
professional and system barriers will optimise chances of success.
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ESAS-R and the Canadian Problem Checklist

APPENDIX 1: Screening Instruments

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

YES NO YES NOPractical Problems

Family Problems

Emotional Problems

Spiritual/religious
concerns

Physical Problems
Child care
Housing
Insurance/financial
Transportation
Work/school
Treatment decisions

Dealing with children
Dealing with partner
Ability to have children
Family health issues

Depression
Fears
Nervousness
Sadness
Worry
Loss of interest in
usual activities

Appearance
Bathing/dressing
Breathing
Changes in urination
Constipation
Diarrhea
Eating
Fatigue
Feeling Swollen
Fevers
Getting around
Indigestion
Memory/concentration
Mouth sores
Nausea
Nose dry/congested
Pain

s/feet

Sexual
Skin dry/itchy
Sleep
Substance abuse
Tingling in hand

Second, please indicate if any of the following has been a
problem for you in the past week including today. Be sure to
check YES or NO for each.

Other Problems:

SCREENING TOOLS FOR MEASURING DISTRESS

Extreme distress

No distress

10

9

8

7

6

5

4

3

2

1

0

NCCN Distress Thermometer for Patients

Help for distress

Distress is an unpleasant emotional state that may affect how you 
feel, think, and act. It can include feelings of unease, sadness, worry, 
anger, helplessness, guilt, and so forth. Everyone with cancer has 
some distress at some point of time. It is normal to feel sad, fearful, 
and helpless.

Feeling distressed may be a minor problem or it may be more 
serious. You may be so distressed that you can’t do the things you 
used to do. Serious or not, it is important that your treatment team 
knows how you feel. 

The Distress Thermometer is a tool that you can use to talk to your 
doctors about your distress. It has a scale on which you circle your 
level of distress. It also asks about the parts of life in which you are 
having problems. The Distress Thermometer has been tested in 
many studies and found to work well. Please complete the Distress 
Thermometer and share it with your treatment team at your next 
visit.

The Distress Thermometer helps your treatment team know if 
you need supportive services. You may be referred to supportive 
services at your cancer center or in your community. Supportive 
services can include help from support groups, chaplains, social 
workers, counselors, and many other experts. Supportive services 
can also be found through the support services at right.

Support Services

National Cancer Institute’s Cancer
Information Service
Telephone
1-800-4-CANCER
Website
www.cancer.gov/aboutnci/cis/page1

Cancer Support Community
Telephone
1- 888-793-9355
Website 
www.cancersupportcommunity.org/MainMenu/
Cancer-Support

U.S. Health Resources and Services 
Administration
Website 

aspx

U.S. Substance Abuse and Mental 
Health Services Administration
Website 

Reproduced with permission from the NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for Distress Managment V.2.2016 © 2016 National Comprehensive Cancer Network, Inc. All rights reserved. The NCCN 
Guidelines® and illustrations herein may not be reproduced in any form for any purpose without the express written permission of NCCN. To view the most recent and complete version of the NCCN Guidelines, go online to NCCN.org. 
The NCCN Guidelines are a work in progress that may be refined as often as new significant data becomes available. NCCN makes no warranties of any kind whatsoever regarding their content, use or application and disclaims any 
responsibility for their application or use in any way.

Please indicate if any of the following has been a problem for you in 
the past week including today. 
Be sure to check YES or NO for each.

NCCN DISTRESS THERMOMETER

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

 YES NO Practical Problems
 qq Child care
 qq Housing
 qq

 qq Transportation
 qq Work/school
 qq Treatment decisions

Family Problems
 qq Dealing with children
 qq Dealing with partner
 qq Ability to have children
 qq Family health issues

Emotional Problems
 qq Depression
 qq Fears
 qq Nervousness
 qq Sadness
 qq Worry
 qq  Loss of interest in

usual activities

 qq  Spiritual/religious
concerns

YES NO Physical Problems
 qq Appearance
 qq Bathing/dressing
 qq Breathing
 qq Changes in urination
 qq Constipation
 qq Diarrhea
 qq Eating
 qq Fatigue
 qq Feeling swollen
 qq Fevers
 qq Getting around
 qq Indigestion
 qq Memory/concentration
 qq Mouth sores
 qq Nausea
 qq Nose dry/congested
 qq Pain
 qq Sexual
 qq Skin dry/itchy
 qq Sleep
 qq Substance abuse
 qq Tingling in hands/feet

Other Problems: _________________________________________

________________________________________________________

10

9

8

7

6

5

4

3

2

1

0

PROBLEM LIST

NCCN Distress Thermometer and Problem List for Patients

Hospital and Anxiety Depression Scale
The journal reference for the development of the original questionnaire is:   

Zigmond AS, Snaith RP: The Hospital Anxiety And Depression Scale.  
Acta Psychiatr Scand 1983, 67: 361–70.

Information about permission and current licensing requirements can be found here: 
https://eprovide.mapi-trust.org/instruments/hospital-anxiety-and-depression-scale#basic_description

Distress Themometer and Problem List
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APPENDIX 2: Clinical Pathway Steps

Figure 1
Distress negative Distress positive

Triage 
Including risk assessment

Predominantly psychological  
(anxiety/depression)

Clinical pathways for  
anxiety/depression

Very severe  
anxiety/depression

Severe 
anxiety/depression

Moderate  
anxiety/depression

Mild  
anxiety/depression

Minimal  
anxiety/depression

Predominantly physical or 
practical

Other appropriate clinical 
pathways [22, 51,52]

Examples
• Physical symptoms such 

as pain may trigger note to 
patient’s oncologist.

• Practical problems such as 
financial issues may trigger 
referral to social work.

* ESAS clinical cutoffs that trigger HADs assessment are >3 on the anxiety item  
and >2 on the depression item.
Distress thermometer clinical cutoff that triggers HADs assessment is >4

Where risk of harm or severe 
distress is identified, consider 
IMMEDIATE referral to acute 
mental health  or emergency 
department for rapid review 

and management.

Indicates regular screening  
at clinically significant time points, 

e.g. recurrence or progression,  
or as required.

Screening*

STEP 1 STEP 2 STEP 3 STEP 4 STEP 5
Universal care:  

information and advice
Supportive care: 
psychoeducation  

and emotional support,  
peer support

 Extended care:  
counselling with 

psychoeducation and  
coping skills training

Specialist care:  
skilled therapist(s)

Acute care:  
specialist care and/or 

community mental  
health team

Overview of Stepped Care
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STEP 1: Universal Care – Minimal Anxiety and/or Depression

Interventions recommended:
 • Patient education (face-to-face or online)
 • Brief emotional support

Professionals recommended to deliver treatment:
 • Treating clinician ^ 
 • General practitioner 
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

Progress review after: Approx. 2-4 weeks or as required.
If not remitted, explore contributing factors.

Professionals recommended to complete review:
 • Treating clinician 
 • General practitioner
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

Long term review recommended at:
 • Clinically significant time points or as required

Professionals recommended to complete review:
 • Treating clinician 
 • General practitioner
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

If improved or remitted 
No further intervention, inform:
 • Treating clinician
 • General practitioner
 • Other involved staff

If NOT improved 
Step up, inform:
 • Treating clinician
 • General practitioner
 • Other involved staff

Initial Intervention

Progress Review

Decision Making Following Review

Long Term Review

^ Treating clinician; surgeon, medical oncologist, radiation oncologist, haematologist,  
palliative care physician

STEP

2
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Long term review recommended at:
 • Clinically significant time points or as required

Professionals recommended to complete review:
 • Treating clinician 
 • General practitioner
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

Intervention recommended:
 • Psycho-education (face-to-face or online)
 • Tele-based cancer helplines
 • Peer support groups/group therapy
Professionals recommended to deliver treatment:
 • Treating clinician ^  
 • General practitioner
 •  Other appropriately trained staff (e.g. cancer nurse, social worker,   

other appropriately trained allied health) or evidence-based  
internet intervention

Initial Intervention

Referral review: Approx. 1-2 weeks to check referral uptake and fit

Progress review after: Approx. 6-8 weeks or as required.
If not remitted, explore contributing factors.

Professionals recommended to complete review:
 • General practitioner
 • Cancer care nurse/coordinator
 • Social worker
 • Psychologist
 • Non-Government Organisation/community services

STEP

3

Progress Review

If improved but not remitted 
More of initial treatment OR 
another treatment within   
step, inform:
 • General practitioner
 • Cancer care nurse/  
  coordinator

If remitted 
Discharge and Inform:
 • General practitioner
 • Cancer care nurse/  
  coordinator

If NOT improved 
Another treatment within step, 
OR step up, inform:
 • General practitioner
 • Cancer care nurse/  
  coordinator

Decision Making Following Review

Long Term Review

^ Treating clinician; surgeon, medical oncologist, radiation oncologist, haematologist,  
palliative care physician

STEP 2: Supportive Care – Mild Anxiety and/or Depression
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Long term review recommended at:
 • Approx. 6 and 12 months or as required

Professionals recommended to complete review:
 • General practitioner
 • Social worker 
 • Psychologist
 • Psychiatrist
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

Long Term Review

Referral review: Approx. 1-2 weeks to check referral uptake and fit
Progress review after: Approx. 10-12 weeks or as required.
If not remitted, explore contributing factors.
Professionals recommended to complete review:
 • General practitioner
 • Social worker
 • Psychologist
 • Psychiatrist
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

Progress review at:
 • Approx. every 2 months for 12 months or as required

Professionals recommended to complete review:
 • General practitioner
 • Social worker
 • Psychologist
 • Psychiatrist
 • Other appropriately trained staff (e.g. cancer nurse, social worker,  
  other appropriately trained allied health)

Progress Review

Treatment Contacts in Maintenance  
and Continuation Phase

Cancer related anxiety and depression only*

Intervention recommended:
•  Face-to-face or online coping skills training (e.g. problem solving  

approaches, relaxation skills, stress management, communication skills)
•  Face-to-face or online psychological therapy (e.g. cognitive behavioural   

therapy, interpersonal therapy, supportive-expressive therapy)
• Mindfulness
• Pharmacotherapy

Professionals recommended to deliver treatment:
• General practitioner
• Social worker
• Psychologist
• Psychiatrist
•  Other appropriately trained staff (e.g. cancer nurse, social worker, other   

appropriately trained allied health) or evidence-based internet intervention

Initial Intervention

STEP

4If improved but not remitted 
More of initial treatment OR another 
treatment within step, inform:
 • General practitioner

 • Cancer care nurse/coordinator

If remitted 
Inform:
 • General practitioner
 • Cancer care nurse/coordinator

If NOT improved 
Another treatment within step, OR 
step up, inform:
 • General practitioner
 • Cancer care nurse/coordinator

Decision Making Following Review

* Psychologist to decide whether  
the anxiety/depression is cancer  
or  non-cancer related.  
Non-cancer related anxiety/depression 
will be referred to the patient’s general 
practitioner for management.

STEP 3: Extended Care – Moderate Anxiety and/or Depression



58

Cancer related anxiety and depression only*

* Psychologist to decide whether the anxiety/depression is cancer or non-cancer related.  
Non-cancer related anxiety/depression will be referred to the patient’s general practitioner  
for management.

Intervention recommended:
 • Face-to-face psychological therapy (e.g. cognitive behavioural therapy,  
  interpersonal therapy, supportive-expressive therapy)
 • Pharmacotherapy

Professionals recommended to deliver treatment:
 • Psychologist
 • Psychiatrist 
  > with the general practitioner

Initial Intervention

Referral review: Approx. 1-2 weeks to check referral uptake and fit

Progress review after: Approx. 12-24 weeks or as required.
If not remitted, explore contributing factors.

Professionals recommended to complete review:
 • Psychologist
 • Psychiatrist
  > with the general practitioner

Progress Review

STEP

5
If improved but not remitted 
More of initial treatment  
OR another treatment within step, 
inform:
 • General practitioner
 • Cancer care nurse/  
  coordinator

If remitted 
Inform:
 • General practitioner
 • Cancer care nurse/  
  coordinator

If NOT improved 
Discuss with:
 • Psychologist 
 • Psychiatrist 
Another treatment within step, OR 
step up, inform:
 • General practitioner
 • Cancer care nurse/coordinator

Decision Making Following Review

Progress review at:
 • Approx. every month for 12 months or as required

Professionals recommended to complete review:
 • Psychologist
 • Psychiatrist

Treatment Contacts in Maintenance  
and Continuation Phase

Long term review recommended at:
 • Approx. 6 and 12 months or as required

Professionals recommended to complete review:
 • Psychologist 
 • Psychiatrist

Long Term Review

STEP 4: Specialist Care –Severe Anxiety and/or Depression
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Cancer related anxiety and depression only*

 Intervention recommended:
 • Psychological therapy (e.g. cognitive behavioural therapy,  
  interpersonal therapy, supportive-expressive therapy)
 • Pharmacotherapy

Professionals recommended to deliver treatment:
 • Psychologist
 • Psychiatrist 
 • Community acute mental health team

  > with the general practitioner

Initial Intervention

Referral review: Approx. 1-2 weeks to check referral uptake and fit

Progress review after: Approx. 12-24 weeks or as required.
If not remitted, explore contributing factors.

Professionals recommended to complete review:
 • Psychologist
 • Psychiatrist
  > with the general practitioner

Progress Review

If improved but not remitted 
More of initial treatment OR 
another treatment within step, 
inform:
 • General practitioner
 • Cancer care nurse/  
   coordinator

If remitted 
Inform:
 • General practitioner
 • Cancer care nurse/  
  coordinator

If NOT improved 
Discuss with:
 • Psychologist 
 • Psychiatrist 
Another treatment within step, 
inform:
 • General practitioner
 • Cancer care nurse/coordinator

Decision Making Following Review

* Psychologist to decide whether the anxiety/depression is cancer or non-cancer related.  
Non-cancer related anxiety/depression will be referred to the patient’s general practitioner  
for management.

Progress review at:
 • Approx. every month for 12 months or as required

Professionals recommended to complete review:
 • Psychologist
 • Psychiatrist

Treatment Contacts in Maintenance  
and Continuation Phase

Long term review recommended at:
 • Approx. 6 and 12 months or as required

Professionals recommended to complete review:
 • Psychologist 
 • Psychiatrist

Long Term Review

STEP 5: Acute Care – Very Severe Anxiety and/or Depression and Complex Cases
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