Miranda et al. BMC Palliative Care  (2025) 24:110 BMC Palliative Care
https://doi.org/10.1186/512904-025-01746-x

. . . ®
Unmet supportive care needs in patients g
with advanced cancer and its impact
on distress

Kayla W. Miranda' ®, Benjamin L. Musher' and Hoda J. Badr'*

Abstract

Purpose Patients with advanced cancer endure considerable physical and emotional distress without sufficient
supportive care. This cross-sectional study examined the relationship between cancer-related symptoms, supportive
care needs, and distress levels in patients with advanced lung, head and neck, or gastrointestinal cancers.

Methods 158 patients were assessed for symptom burden and distress levels using the M.D. Anderson Symptom
Inventory (MDASI) and unmet needs using the Supportive Care Needs Survey (SCNS-34) within one month of
treatment initiation. Pearson correlations and multiple regression analyses were used to explore associations between
supportive care needs and distress.

Results Distress levels were moderate across the study population, with fatigue, pain, and disturbed sleep being the
most reported symptoms. Patients who lived with their caregivers reported significantly lower needs in four out of
five domains. Positive correlations were found between distress levels and supportive care needs in the psychological
(r=0342,p<0.001), health system (r=0.253, p=0.001), patient care and support (r=0.237, p=0.003), and physical
and daily living domains (r=0.378, p <0.001). Multiple regression analysis showed that these domains collectively
explained a significant portion of the variance in distress levels (R2=0.169, p <0.001).

Conclusion Independent of demographic or clinic characteristics, patients with advanced cancer experience
moderate distress and unmet supportive care needs, particularly in psychological and health system domains. The
association between living with caregivers and lower reported needs suggests that caregiver support may play

a crucial role in meeting these needs. Therefore, integrating strategies that involve and support caregivers could
potentially reduce distress and improve the quality of life for patients with advanced cancer.
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Introduction

While cancer mortality rates have steadily improved
over the past four decades, the global burden of cancer is
expected to increase to 29.9 million new cases per year by
2040 (NCI). Despite advances in cancer therapy, patients
still have considerable unmet supportive care needs at
the time of diagnosis and throughout treatment [1]. As
patients are diagnosed earlier and living longer with can-
cer, there has been growing awareness of the consider-
able psychosocial, financial, and supportive care needs
that impact a patient’s overall quality of life and level of
distress.

Emotional distress is common, yet often overlooked,
and negatively impacts quality of life in patients with can-
cer [2, 3]. Approximately one-third of oncology patients
experience high levels of psychological distress [4, 5].
When stratified by cancer type, the prevalence of distress
is 43% in lung cancer, 35% in head and neck (H&N) can-
cer, and 31-35% in various gastrointestinal (GI) malig-
nancies [5]. The National Cancer Institute defines distress
as “emotional, social, spiritual, or physical pain or suffer-
ing” that may impact a patient’s mood and interfere with
their ability to cope effectively or manage routine activi-
ties of daily living. Furthermore, psychological distress
has been associated with cancer mortality [6]. In order to
identify patients who may need referrals to psychologists,
chaplains, or social workers, the National Comprehen-
sive Cancer Network (NCCN) recommends screening all
cancer patients for distress using validated tools such as
the Distress Thermometer [7]. In reality, many patients
do not receive distress screening at diagnosis, and those
who do often face other barriers to intervention, espe-
cially if they are uninsured or live in rural or resource-
poor regions [8]. High levels of emotional distress have
been associated with physical symptoms such as pain and
fatigue [9]. In patients with lung cancer, emotional dis-
tress has also been associated with dysfunctional family
relationships, problems with emotional functioning, and
lack of information about diagnosis and treatment [9].

Palliative care, which focuses on decreasing pain and
suffering in patients with advanced or complex illness,
has been proposed as a potentially effective interven-
tion for patients experiencing high levels of distress.
Consultation with a palliative care specialist has been
associated with improved symptom control, enhanced
patient understanding of their diagnosis and prognosis,
decreased utilization of health care resources, and high
satisfaction among patients and their families [10, 11]. In
patients with incurable lung or GI cancers, early pallia-
tive care referral has yielded improved quality of life and
mood [12, 13]. While family-centered psychosocial inter-
vention is at the heart of the palliative care philosophy,
many patients still experience suboptimal support [14].
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Patients living with advanced cancer and their caregiv-
ers critically need effective, patient-centered interven-
tions that reduce distress and enhance quality of life.
However, multiple barriers to providing more family-
centered care exist, including restricted provider time
and availability, a lack of provider training in psychoso-
cial interventions, and limited insurance reimbursement
[15]. Approximately one-third of patients with cancer
experience mental illnesses such as depression, anxiety,
or adjustment disorders, the majority of whom are not
treated [16, 17], and those with advanced disease have
higher intensity care needs, more severe and debilitating
symptoms, increased financial burden, and higher rates
of hospitalization and readmission [18]. The psychosocial
impact of cancer also has ripple effects on patients’ fami-
lies and healthcare systems. For example, caregivers of
cancer patients are more likely to stop working and take
on increased household debt compared with non-cancer
caregivers [19].

Existing research has established an association
between psychological distress and unmet supportive
care needs in patients with advanced cancer, but many
of these studies were performed in regions with strong
collectivistic culture which may influence how patients
interact with palliative and supportive care resources
[20-22]. Prior studies have also focused on single tumor
types or excluded patients who are very ill or have termi-
nal disease, despite evidence that patients with advanced
cancer have a different pattern of physical, emotional,
and psychosocial needs compared to those with early-
stage disease [20-24] Many studies do not account for
demographic and clinical characteristics that may influ-
ence these factors [25]. This narrow focus limits the
development of holistic interventions that address the
multifaceted needs of this patient population.

Patients with lung, H&N, and GI malignancies are
more likely to experience high levels of distress compared
to other cancers [26], perhaps due to intensive multi-
modal treatment regimens, disease-specific symptom
burden, and complex home health needs such as ostomy
care, feeding tubes, or supplemental oxygen, all of which
contribute to the psychosocial and economic costs of
cancer. While previous studies have explored distress
or supportive care needs primarily in early-stage cancer
patients, few have specifically focused on patients with
advanced or incurable lung, H&N, or GI cancers at the
time of treatment initiation [27, 28]. Moreover, the inter-
play between caregiver involvement, specific supportive
care needs, cancer-related symptoms, and distress levels
remain underexplored. This study uniquely addresses
these gaps by evaluating these factors concurrently, with
the hope of providing a more nuanced understanding of
distress in advanced cancer patients, ultimately guiding
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the development of more targeted and effective support-
ive care interventions.

Methods

Study and sample

Eligibility criteria for this cross-sectional study included
being an adult (age 18 or over) with advanced lung (at
least stage 3 A), H&N (stage 4B or 4C), or GI (stage 4)
cancer within one month of treatment initiation, having
an Eastern Cooperative Oncology Group (ECOG) perfor-
mance status of 0—2, having a primary caregiver who was
at least 18 years old, having the ability to read and under-
stand English at a 6th grade level, and having the capac-
ity to provide informed consent. Patients were excluded
if they had diminished mental capacity, had significant
hearing impairment that prevented telephone use, were
pregnant, or were currently enrolled in hospice.

Procedure

The current study, which was part of a larger multisite
dyadic intervention designed to improve self-manage-
ment and coordination of care for patients with advanced
cancer and their caregivers, used baseline survey data
collected within one month of treatment initiation to
assess subjects’ cancer-related symptoms, supportive
care needs, and distress levels.

The study was conducted at two NCI-designated Com-
prehensive Cancer Centers located in the Southern and
Southwestern United States between 2015 and 2021 after
approval by Baylor College of Medicine’s Institutional
Review Board (H-39002). These centers serve diverse
patient populations, including individuals from both
urban and rural areas. All procedures adhered to ethi-
cal guidelines for research involving human subjects in
accordance with the 1964 Declaration of Helsinki and
its later amendments, and written informed consent was
obtained from all participants prior to enrollment. The
results described in this study come from a secondary
analysis which was conducted within the parameters of
the original ethical approval and participant consent.

Eligible patients were identified by research assistants
who reviewed clinic schedules and electronic medical
records in the outpatient oncology clinics. After obtain-
ing permission from the treating physicians, patients
were approached during their clinic visits to discuss
potential participation. In cases where in-person recruit-
ment was not feasible, patients were contacted by
telephone.

Consented patients were provided with a baseline
questionnaire, which they could complete while waiting
for their clinic appointment or complete at home and
return to the research team in person or by mail. To pro-
vide flexibility in data collection methods, patients also

Page 3 of 9

had the option to complete the survey by telephone or
online.

Demographics and clinical characteristics questionnaire
Items in the baseline questionnaire included gender, race,
ethnicity, age, employment status, annual pre-tax house-
hold income, level of education, marital status, and care-
giver type (i.e. relationship of the primary caregiver to
the patient). Medical history was also obtained, encom-
passing comorbidities, prior mental health diagnoses,
medications, and prior attendance in counseling/support
groups.

Health literacy was assessed using the Single Item Lit-
eracy Screener (SILS) [29], which asks patients how often
they need help reading hospital materials. Responses
range from 1 (“Never”) to 5 (“Always”) with a score of 3
or higher indicating limited health literacy. Additional
clinical data such as tumor type and stage were obtained
from the patient’s electronic medical record.

M.D. Anderson symptom inventory

The M.D. Anderson Symptom Inventory (MDASI)
[30] includes 13 core items to evaluate symptom sever-
ity independent of cancer type: pain, fatigue, disturbed
sleep, distress (emotional), shortness of breath, drowsi-
ness, dry mouth, sadness, difficulty remembering, numb-
ness or tingling, lack of appetite, nausea, and vomiting.
Each symptom is rated on a 0 to 10 numeric scale, with
0 indicating “not present” and 10 indicating “as bad as
you can imagine” Higher scores reflect greater symptom
severity.

For patients with GI cancers, 5 additional items
included constipation, diarrhea, dysphagia, taste changes,
and bloating. For patients with H&N malignancies, 9
additional items were included: mucus production, dys-
phagia, coughing/choking, dysphonia, skin pain/burning/
rash, constipation, taste changes, mouth/throat sores,
and teeth/gum problems. For patients with lung cancer, 3
additional items were included: cough, constipation, and
sore throat. The MDASI also assesses how much symp-
toms interfere with six daily functions: relations with
others, enjoyment of life, mood, walking, general activ-
ity, and working. Each item is rated on a 0 to 10 numeric
scale, with responses ranging from 0 (“Did not interfere”)
to 10 (“Interfered completely”). The mean score of these
six symptom interference items was used as a measure
of overall distress. Cronbach alpha was 0.90 indicating
excellent reliability.

Supportive care needs survey

The Supportive Care Needs Survey (SCNS-34) uses 34
items to measure unmet needs across five key domains:
psychological, health system and information, physical
and daily living, patient care and support, and sexuality
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[31]. Responses are rated on a 5-point Likert scale rang-
ing from 1 (“No need”) to 5 (“High need”). Scores were
summed for each domain and then standardized to a
range from 0 to 100 [32]. Cronbach alphas for each of the
subscales and ranged from 0.86 to 0.93, indicating high
internal consistency.

Statistical analyses

All statistical analyses were conducted using SPSS version
29.0 software (IBM Corp., Armonk, NY, USA). Descrip-
tive statistics- including means, standard deviations, and
frequencies- were calculated to summarize demographic
and clinical characteristics of the sample. To compare
mean differences in distress levels and supportive care
needs across different demographic and clinical groups,
Student’s t-tests were used for comparisons between two
groups, and one-way analysis of variance (ANOVA) was
applied for comparisons across multiple groups. Pearson
correlation coefficients were calculated to evaluate the
relationships between supportive care needs (as mea-
sured by the SCNS-34 domains) and distress levels (as
measured by the MDASI Core Severity Index). Multiple
regression analyses were conducted to determine the
predictive value of supportive care needs domains on dis-
tress levels, adjusting for potential confounders. All sta-
tistical tests were two-sided, and a p-value of <0.05 was
considered statistically significant.

Results

Patient demographics and clinical characteristics

A total of 158 patients completed the baseline surveys.
Demographic and clinical characteristics are detailed in
Table 1. The mean age of participants was 61 years, rang-
ing from 35 to 91 years. The majority of participants were
male (62%). Regarding race, 71% identified as White, 25%
as Black or African American, 2.5% as Asian, and 0.6% as
Multiracial. In terms of ethnicity, 16.5% identified as His-
panic or Latino. Limited health literacy was reported by
15.2% of patients. Tumor types included GI (36.7%), lung
(38.0%), and H&N cancers (25.3%), with most patients
diagnosed at stage IV (84.2%). Caregivers were primarily
spouses/partners (67.1%) or adult daughters (17.7%), and
78.5% of patients lived with their caregiver.

Distress levels and cancer-related symptoms

The MDASI was utilized to assess distress related to
cancer symptoms. The three highest scoring symptoms
were fatigue (mean score 4.78), pain (mean score 4.13),
and disturbed sleep (mean score 3.91) (Table 2). Symp-
tom severity varied by tumor type (Fig. 1): patients
with H&N cancer reported more dry mouth (p=0.012),
while those with lung cancer reported more shortness of
breath (p<0.001). The mean MDASI symptom interfer-
ence score, a composite measure of distress, was 3.20,
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indicating moderate distress overall. However, no statis-
tically significant differences in distress were observed
across gender, race, age, cancer type, caregiver type, mar-
ital status, education level, health literacy, employment
status, income, or psychiatric diagnosis (Table 1).

Supportive care needs and their variation among patients
The baseline SCNS-34 was performed at time of study
enrollment to evaluate unmet supportive care needs.
The psychological domain had the highest reported
needs (mean score 38.20), followed by the health system
domain (mean score 35.30) (Table 3). No significant vari-
ations in SCNS domain scores were found based on gen-
der, age, race, cancer type, marital status, education level,
health literacy, employment status, income, and psy-
chiatric diagnosis history. However, patients who lived
with their caregiver reported significantly lower needs
in the psychological (p =0.039), patient care and support
(p=0.005), physical and daily living (p <0.001), and sexu-
ality domains (p=0.018) compared to those without a
live-in caregiver. There was a significant difference in the
physical and daily living domain based on caregiver type,
with the highest mean score in a patient with an adult
son caregiver (n=1); however, conclusions are limited by
the small sample size.

Associations between supportive care needs and distress
levels

To explore the associations between supportive care
needs and distress levels, Pearson correlation coefficients
were calculated for each SNCS domain using the mean
MDASI Symptom Interference. Significant correlations
were observed between distress and several domains:
psychological (r=0 0.342, p<0.001), health system
(r=0.253, p=0.001), patient care and support (r=0.237,
»=0.003), and physical living and daily living (r=0.378,
p<0.001). A trend toward significance was noted for the
sexuality domain (r=0.142, p=0.075). Multiple regres-
sion analysis was conducted to further assess the rela-
tionship between supportive care needs domains and
distress, considering all five SCNS domains together. The
analysis showed that the combined domains significantly
explained variance in distress levels (R2=0.169, p <0.001)
(Table 4).

Discussion

This study analyzed the association between cancer-
related symptoms, supportive care needs, and distress
levels among patients with advanced lung, H&N, or GI
cancers at the time of treatment initiation. Additionally,
it investigated how specific supportive care needs cor-
relate with distress levels and whether demographic or
clinical characteristics influence these associations. Our
findings contribute to the growing body of literature on
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Table 1 Distress levels among patients with various demographic and clinical characteristics

Demographic Frequency (%) MDASI Symptom Interference®
Mean+SD t/F/Pearson Coefficient p
Total Patients 158 (100%) 32+18 N/A N/A
Gender
Male 98 (62%) 33+19 1.039 0.301
Female 60 (38%) 30+18
Age
<45 8 (5.1%) 24+18 -0.36 0.650
45-60 72 (45.6%) 34+19
>60 78 (49.4%) 31+18
Caregiver Type
Spouse/Partner 106 (67.1%) 32+19 1.588 0.143
Adult Daughter 28 (17.7%) 35114
Adult Son 1 (0.6%) 48
Sibling/Sister 8 (5.1%) 35+19
Daughter in Law 1 (0.6%) 38
Mother 3(1.9%) 1714
Friend/Neighbor 7 (4.4%) 1.8+13
Ex-spouse 4 (2.5%) 48+28
Marriage Status
Single 18 (11.4%) 2717 1.843 0.123
Married 94 (59.5%) 3.1+19
Cohabiting 15 (9.5%) 3116
Divorced/Separated 24 (15.2%) 40+1.8
Widowed 7 (4.4%) 37+20
Race
White 113 (71.5%) 32+18 0.908 0.439
Black 40 (25.3%) 33+20
Asian 4 (2.5%) 33+25
Multiracial 1 (0.6%) 03
Education
Did not complete HS 12 (7.6%) 31+15 0.274 0.949
HS diploma or GED 31 (19.6%) 32+19
Technical/Vocational 10 (6.3%) 37114
Some College 42 (26.6%) 32+20
BS/BA 41 (25.9%) 31+18
MS/MA/MPH 8(5.1%) 36+25
MD/PHD/JD 13 (8.2%) 29+19
Employment Status
Full time 53 (33.5%) 28+18 1.015 0.402
Part time 10 (6.3%) 33+22
Unemployed 36 (22.8%) 36+1.7
Retired 46 (29.1%) 32+20
Housewife 10 (6.3%) 35+15

Household Annual Income

<$50,000 36 (22.8%) 34+20 0.063 0491
$50,001-100,000 51(32.3%) 31£16
$100,001-150,000 21 (13.3%) 33+22
>$150,001 12 (7.6%) 36+18
Cancer Type
Gl 58 (36.7%) 31+£1.7 0312 0.732
Lung 60 (38.0%) 32+20
H&N 40 (25.3%) 3419
Caregiver Lives w/ Patient
Yes 124 (78.5%) 3216 -0.149 0.281

No 34 (21.5%) 32+19
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Table 1 (continued)
Demographic Frequency (%) MDASI Symptom Interference®
Mean +SD t/F/Pearson Coefficient p
History of Psych Dx
Yes 20 (12.7%) 36+18 -1.042 0443
No 130 (82.3%) 31+19

Distress was measured using the MDASI Symptom Interference Score, which is the mean score of six items asking patients how much their symptoms interfere with

daily functions

Table 2 Top 5 most severe MDASI core symptoms

Table 3 Supportive care domains ranked by highest need

MDASI Core Item Mean Score®

SCNS-34 Domains Mean Score?

1 Your fatigue at its worst 4.8
2 Your pain at its worst 4.1
3 Your disturbed sleep at its worst 39
4 Your problem with lack of appetite at its worst 38
5 Your feeling of being distressed at its worst 37

1 Psychological 382
2 Health System 353
3 Physical and Daily Living 215
4 Patient Care and Support 14.1
5 Sexuality 9.2

Patients reported symptom severity on a scale from 0 (“not present”) to 10 (“as
bad as you can imagine”)

the psychosocial needs of patients with advanced cancer
and highlight important areas for targeted interventions.
The results indicate that distress levels, as measured by
the MDASI Core Severity Index, were moderate across
the sample, with fatigue, pain, and disturbed sleep being
the most prevalent patient-reported symptoms. These
findings are consistent with prior research indicating
that physical symptoms contribute to distress in cancer
patients, particularly those with advanced disease stages
[33]. Interestingly, while symptom distress varied by
cancer type—with H&N cancer patients reporting more
dry mouth and lung cancer patients more shortness of

@Responses are rated on a 5-point Likert scale ranging from 1 (“No need”) to 5
(“High need”). Scores were summed for each domain and then standardized to
arange from 0 to 100 [17]

breath—there were no statistically significant differences
in overall distress levels based on demographic or clinical
characteristics. These findings suggest that the emotional
burden of advanced cancer is a pervasive experience,
transcending factors such as age, gender, race, and can-
cer type. This contrasts prior literature which has sug-
gested that patients who are female, single/divorced/
widowed, active smokers, low-income, or younger age
are more likely to experience high levels of distress [6, 34,
35]. These studies included early-stage cancers though it
is well established that patients with metastatic/advanced

MDASI Core Items By Cancer Type
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Table 4 Multiple regression analysis of supportive care domains
as a predictor of distress

SCNS Domain B SE B t p
Psychological 0020 0.010 0235 1967 0051
Health System 0.004 0.011 0.047 0357 0721
Patient Care and Support ~ -0.005 0023 -0029 -0219 0827
Physical and Daily Living 0.041 0015 0265 2705 0.008
Sexuality -0026 0022 -0114 -1.192  0.235
R2=0.169

B: regression coefficient
SE: standard error of the regression coefficient

B: standardized regression coefficient

disease report higher rates of emotional distress [36].
While a larger sample size may have identified subtle dif-
ferences between demographic groups, the universality
of distress witnessed in this study population may reflect
the profound impact of an advanced or incurable cancer
diagnosis on patients’ psychological well-being, regard-
less of individual characteristics. It underscores the need
for universal screening and interventions for distress in
this population.

This analysis suggests that those with higher psycho-
logical and health system needs—the domains with the
highest reported scores—might benefit most from tar-
geted supportive care interventions, which is consistent
with prior studies in advanced cancer [27, 28]. While this
cross-sectional study only surveyed patients at time of
treatment initiation, longitudinal studies have suggested
that unmet needs only increase in these domains with
longer time since diagnosis due to decreased psychoso-
cial support access and utilization [1, 37]. Patients liv-
ing without a caregiver reported higher needs in these
domains, possibly attributed to the lack of immediate
emotional and practical support. Caregivers often assist
with symptom management, provide psychological com-
fort, and help navigate the healthcare system. Without
this support, patients may feel overwhelmed, leading to
increased distress and unmet needs. These findings high-
light the critical role caregivers play in the well-being
of patients with advanced cancer. Thus, interventions
should prioritize psychological support and health-
care system navigation assistance for these patients who
might lack the emotional and practical support provided
by a caregiver.

These findings are particularly relevant in light of
the recent enactment of the CARE (Caregiver Advise,
Record, and Enable) Act in many states across the U.S.,
which mandates that hospitals identify a designated care-
giver upon a patient’s discharge and provide the neces-
sary training and information to support at-home care
[38]. Lee et al. found that patients hospitalized in states
that had adopted the CARE act reported improved com-
munication with nurses/physicians and more consistent
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receipt of discharge information when compared to
patients in non-CARE states [38]. Our results suggest
that complying with this legislation could have additional
benefits beyond legal adherence, especially for chroni-
cally ill patients with high symptom burden. By involving
caregivers in discharge planning and ensuring they are
equipped to support patients, hospitals may effectively
reduce patient distress and unmet supportive care needs
post-discharge. A systematic review by Wang et al. found
that one of the most common unmet needs among both
patients and caregivers alike included health information
needs such as disease and treatment information [39].
This highlights the opportunity for healthcare providers
to enhance patient outcomes through structured engage-
ment with and education of caregivers.

The associations between supportive care needs and
distress levels were further elucidated through Pearson
correlation and regression analyses. Significant correla-
tions were found between distress and several support-
ive care needs domains, including psychological, health
system, patient care and support, and physical and daily
living. These findings underscore the interconnectedness
of psychological distress and supportive care needs, sug-
gesting that unmet needs in these areas may contribute
to higher distress levels among patients. Thus, patients
reporting high needs in these domains—particularly psy-
chological and health system needs—may require the
greatest intervention to manage distress effectively.

The strengths of this study include its use of validated
instruments to assess both symptom burden and sup-
portive care needs and its inclusion of a diverse popu-
lation of patients across multiple cancer types, thus
enhancing the generalizability of its findings. However,
there are limitations to consider. The cross-sectional
design limits our ability to establish causality or direc-
tionality in the relationships between distress and
supportive care needs. Furthermore, the reliance on
self-reported data may introduce response bias, particu-
larly concerning sensitive topics such as psychological
distress and sexual health. Additionally, the exclusion of
non-English-speaking patients may limit generalizability
to more diverse populations. Larger studies with more
diverse cohorts are needed to confirm these associations
and enhance generalizability.

Clinically, these findings highlight the importance of
integrated care approaches that prioritize both symp-
tom management and supportive care tailored to indi-
vidual patient needs. Psychological needs may be better
addressed by earlier diagnosis and management of mood
disorders, early palliative care referral, and improved
accessibility to mental health providers in cancer care.
Health system needs may be targeted by improving the
communication of diagnosis, treatment, and health-
care team information. Given the benefits of caregiver
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involvement, healthcare systems should prioritize strate-
gies to engage and educate caregivers effectively, particu-
larly at discharge, to reduce patient distress and unmet
needs. Future research should consider longitudinal
designs to explore causal pathways between distress and
supportive care needs over time, as well as the impact
of specific interventions on both symptom burden and
perceived supportive care needs. Exploring the impact
of policies like the CARE Act on patient outcomes
could provide valuable insights into optimizing care for
patients with advanced cancer. Additionally, robust clini-
cal trials are needed to assess the efficacy and practical-
ity of dyadic interventions which provide education and
support to patients and caregivers regarding health infor-
mation and emotional coping strategies.

In conclusion, this study underscores the potential
impact of psychosocial and supportive care needs in
advanced cancer. Patients with higher psychological and
health system needs, especially those lacking caregiver
support, may require the greatest intervention to manage
their distress effectively. Addressing these needs through
comprehensive, patient-centered care may help mitigate
distress and improve quality of life, ultimately enhancing
outcomes for both patients and their caregivers.

Acknowledgements
Not applicable.

Author contributions

All authors contributed to the study conception and design. Material
preparation and data collection were performed by H.B. Data analysis was
performed by KW.M. All authors contributed to drafting the manuscript. All
authors read and approved the final manuscript.

Funding

This study was funded by the American Cancer Society (RSG 15-058-01 PCSM;
PI: Badr). The funders had no role in study design, data collection, analysis, and
interpretation, or preparation of the manuscript.

Data availability
Data is provided within the manuscript.

Declarations

Ethics approval and consent to participate

This study was approved by the Institutional Review Board at Baylor College of
Medicine (H-39002) and conducted in accordance with the 1964 Declaration
of Helsinki and its later amendments. Informed consent was obtained from all
individual participants included in the study.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 21 January 2025 / Accepted: 8 April 2025
Published online: 21 April 2025

Page 8 of 9

References

1.

20.

21.

22.

23.

24.

25.

26.

McDowell ME, Occhipinti S, Ferguson M, Dunn J, Chambers SK. Predictors

of change in unmet supportive care needs in cancer. Psycho-oncology.
2010;19:508-16.

Rodriguez-Gonzalez A, Velasco-Durantez V, Martin-Abreu C, Cruz-Castellanos
P Hernandez R, Gil-Raga M, Garcia-Torralba E, Garcia-Garcia T, Jimenez-
Fonseca P, Calderon C. Fatigue, emotional distress, and illness uncertainty in
patients with metastatic cancer: results from the prospective NEOETIC_SEOM
study. Curr Oncol. 2022,29(12):9722-32.

Zabora J, BrintzenhofeSzoc K, Curbow B, Hooker C, Piantadosi S. The
prevalence of psychological distress by cancer site. Psychooncology.
2001;10(1):19-28.

Farber JM, Weinerman BH, Kuypers JA. Psychosocial distress in oncology
outpatients. J Psychosoc Oncol. 1984;2(3-4):109-18. https://doi.org/10.1300/
J077v02n03_09

Zabora J, Brintzenhofeszoc K, Curbow B, Hooker C, Piantadosi S. The
prevalence of psychological distress by cancer site. Psycho-oncology.
2001;10(1):19-28.

Hamer M, Chida Y, Molloy GJ. Psychological distress and cancer mortality. J
Psychosom Res. 2009;66(3):255-8.

National Comprehensive Cancer Network. Distress Management (version
2.2024). 2024. Retrieved from https://www.nccn.org/professionals/physician_
gls/pdf/distress.pdf

Rivest J, Desbeaumes Jodoin V, Fitch M, Martineau JT, Levenson JA. Screen-
ing for distress in cancer care: how to overcome barriers after unsuccessful
implementation? Palliat Support Care. 2021;20(1):1-3.

Graves KD, Arnold SM, Love CL, Kirsh KL, Moore PG, Passik SD. Distress screen-
ing in a multidisciplinary lung cancer clinic: prevalence and predictors of
clinically significant distress. Lung Cancer. 2007;55(2):215-24.

Davis MP, Temel JS, Balboni T, Glare P. A review of the trials which examine
early integration of outpatient and home palliative care for patients with
serious illnesses. Ann Palliat Med. 2015;4(3):99-121.

Vanbutsele, et al. Effect of early and systematic integration of palliative care in
patients with advanced cancer: a randomised controlled trial. Lancet Oncol.
2018;19(3):394-404.

Temel, et al. Early palliative care for patients with metastatic non-small-cell
lung cancer. N EnglJ Med. 2010;363(8):733-42.

Temel, et al. Effects of early integrated palliative care in patients with lung
and Gl cancer: a randomized clinical trial. J Clin Oncol. 2017;35(8):834-41.
Hudson, et al. Guidelines for the psychosocial and bereavement support of
family caregivers of palliative care patients. J Palliat Med. 2012;15(6):696-702.
Badr H. Psychosocial interventions for patients with advanced cancer and
their families. Am J Lifestyle Med. 2014;10(1):53-63.

Caruso R, Nanni MG, Riba MB, Sabato S, Grassi L. The burden of psychosocial
morbidity related to cancer: patient and family issues. Int Rev Psychiatry.
2017;29(5):389-402. https://doi.org/10.1080/09540261.2017.1288090

Walker J, et al. Prevalence associations, and adequacy of treatment of major
depression in patients with cancer: a cross-sectional analysis of routinely
collected clinical data. Lancet Psychiatry. 2014;1(5):343-50.

Zibelli A, Holland K, Wei E. Causes of cancer re-admissions: a patient-centered
approach. JCO Oncol Pract. 2020;16(8):e734-40.

Bradley, et al. Working, low income, and cancer caregiving: financial and
mental health impacts. J Clin Oncol. 2023;41(16):2939-48.

Uchida, et al. Patients’ supportive care needs and psychological distress in
advanced breast cancer patients in Japan. Jon J Clin Oncol. 2011;41(4):530-6.
Sakamoto, et al. Supportive care needs and psychological distress and/or
quality of life in ambulatory advanced colorectal patients receiving chemo-
therapy: a cross-sectional study. Jon J Clin Oncol. 2017;47(12):1157-61.

Au A, Lam W, Tsang J, Yau TK, Soong |, Yeo W. Supportive care needs in Hong
Kong Chinese women confronting advanced breast cancer. Psycho-oncol-
ogy. 2013;22(5):1144-51,

Liao YC, Liao WY, Shun SC, Yu CJ, Yang PC, Lai YH. Symptoms, psychological
distress, and supportive care needs in lung cancer patients. Support Care
Cancer. 2011;19(11):1743-51.

Henson, et al. Palliative care and the management of common distressing
symptoms in advanced cancer: pain, breathlessness, nausea and vomiting,
and fatigue. J Clin Oncol. 2020;38(9):905-15.

Mirosevic S, Prins JB, Selic P, Zaletel Kragelj L, Klemenc Ketis Z. Prevalence and
factors associated with unmet needs in post-treatment cancer survivors: a
systematic review. Eur J Cancer Care. 2019;28(3):e13060.

Herschbach, et al. Distress in cancer patients: who are the main groups at
risk? Psycho-oncology. 2019;29(4):703-10.


https://doi.org/10.1300/J077v02n03_09
https://doi.org/10.1300/J077v02n03_09
https://www.nccn.org/professionals/physician_gls/pdf/distress.pdf
https://www.nccn.org/professionals/physician_gls/pdf/distress.pdf
https://doi.org/10.1080/09540261.2017.1288090

Miranda et al. BMC Palliative Care

27.

28.

29.

30.

31.

32.

33.

34.

(2025) 24:110

Hart, et al. Unmet supportive care needs of people with advanced cancer
and their caregivers: a systematic scoping review. Crit Rev Oncol/Hematol.
2022;176:2103728.

Okediji PT, Salako O, Fatiregun QO. Patterns and predictors of unmet sup-
portive care needs in cancer patients. Cureus. 2017;9(5).

Morris NS, MacLean CD, Chew LD, Littenberg B. The single item literacy
screener: evaluation of a brief instrument to identify limited reading ability.
BMC Fam Pract. 2006;7:1-7.

Cleeland CS, Mendoza TR, Wang XS, et al. Assessing symptom distress

in cancer patients: the M.D. Anderson symptom inventory. Cancer.
2000;89:1634-46.

Boyes A, Girgis A, Lecathelinais C. Brief assessment of adult cancer patients’
perceived needs: development and validation of the 34-item supportive care
needs survey (SCNS-SF34). J Eval Clin Pract. 2009;15(4):602-6.

McEIduff P, Boyes A, Zucca A, Girgis A. Supportive care needs survey: a guide
to administration, scoring and analysis. Newcastle: Centre for Health Research
& Psycho-Oncology; 2004.

Podbury B, Gurgenci T, Huggett G, Greer R, Hardy J, Good P. Psychological
distress and physical symptoms in advanced cancer: cross-sectional study.
BMJ Support Palliat Care. 2024. https://doi.org/10.1136/spcare-2024-004940
Silva S, Bartolo A, Santos IM, Pereira A, Monteiro S. Towards a better under-
standing of the factors associated with distress in elderly cancer patients: a
systematic review. Int J Environ Res Public Health. 2022;19(6):3424.

35.

36.

37.

38.

39.

Page 9 of 9

Tang W-Z, Mangantig E, Iskandar YHP, Cheng S-L, Yusuf A, Jia K. Preva-

lence and associated factors of psychological distress among patients

with breast cancer: a systematic review and meta-analysis. BMJ Open.
2024;14(9):e077067.

Rodriguez-Gonzalez, et al. Fatigue, emotional distress, and illness uncertainty
in patients with metastatic cancer: results from the prospective NEOETIC_
SEOM study. Curr Oncol. 2022,29(12):9722-32.

Steginga WK, Campbell A, Ferguson M, Beeden A, Walls M, Cairns W, Dunn J.
Socio-demographic, psychosocial and attitudinal predictors of help seeking
after cancer diagnosis. Psycho-oncology. 2008;17(10):997-1005.

Lee CR, Taggert E, Coe NB, Chatterjee P. Patient experience at US hospitals
following the caregiver advise, record, enable (CARE) act. JAMA Netw Open.
2023;6(5):2311253.

Wang T, Molassiotis A, Man Chung BP, Yan J-Y. Unmet care needs of advanced
cancer patients and their informal caregivers: a systematic review. BMC Palliat
Care. 2018;17(96).

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://doi.org/10.1136/spcare-2024-004940

	﻿Unmet supportive care needs in patients with advanced cancer and its impact on distress
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Study and sample
	﻿Procedure
	﻿Demographics and clinical characteristics questionnaire
	﻿M.D. Anderson symptom inventory
	﻿Supportive care needs survey
	﻿Statistical analyses

	﻿Results
	﻿Patient demographics and clinical characteristics
	﻿Distress levels and cancer-related symptoms
	﻿Supportive care needs and their variation among patients
	﻿Associations between supportive care needs and distress levels

	﻿Discussion
	﻿References


