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There are several limitations to the current study. 
Firstly, the Hospital Anxiety and Depression Scale28 was 
used as the reference test rather than the Structured 
Clinical Interview for Diagnostic and Statistical Manual of 
Mental Disorders –V.5,38 However, with one exception23 
the Structured Clinical Interview for Diagnostic and 
Statistical Manual of Mental Disorders is rarely used as 
the reference measure for validation of the Distress 
Thermometer. The Hospital Anxiety and Depression 
Scale is the dominant reference test in validation studies 
of the Distress Thermometer.21 It must however be 
acknowledged that there is uncertainty with the latent 
structure of the measure39 in addition to the content 
validity.40 Authors have proposed the Hospital Anxiety 
and Depression Scale best fits a bifactor structure and 
suffers from saturation of a general distress factor, 
meaning there are issues distinguishing between anxiety 
and depression.39 This therefore results in more confi-
dence in the use of the Hospital Anxiety and Depression 
Scale as a reference test for distress rather than for anxi-
ety or depression. Lastly, with acknowledgement that 
the Distress Thermometer needs to be revalidated in dif-
ferent cultures21 the generalizability of these findings 
outside of the UK/Ireland warrants caution. However, 
our proposed Distress Thermometer cut-off ⩾5 aligns to 
recommendations based upon Chinese25 and German26 
palliative care samples with similar performance in rela-
tion to sensitivity and specificity which may suggest that 
clinical characteristics and setting are more important 
determinants.

Implications for practice
There is evidence that the majority of palliative care provid-
ers do not use a validated tool to screen for psychological 
morbidity.16,17 Clinical guidelines for distress management in 
cancer populations recommend screening for distress in all 
patients, followed by clinical diagnostic interview for those 
who screen positive.41–43 Palliative care guidelines44 are 
consistent with this recommendation but do not identify 
specific examples of tools to be used, or the timing of 
administration, instead emphasizing, “whenever possible 
and appropriate, a validated and context-specific assess-
ment tool is used;”44 p64]. The current study administered 
the Distress Thermometer and Hospital Anxiety and 
Depression Scale on admission to hospice, identifying a sig-
nificant proportion of patients experiencing clinically signifi-
cant levels of anxiety, depression and overall distress. This 
provides evidence of the utility of screening at this early 
stage within the hospice setting. The findings suggest that 
particular attention should be given to patients, who are 
younger, female, have previous mental health issues and 
who have been prescribed anxiolytics, antidepressants,  
opiates and hypnotics. It is also worth noting the recom
mendation that tools with acceptable sensitivity among 
patients with high symptom burden are particularly needed.17 

The Distress Thermometer as a one-item measure is quick 
to administer and unlike other tools used within this set-
ting45 does not rely on aspects of psychological morbidity 
that are also common somatic symptoms of illness.

Future research
There is some evidence that the accuracy of the Distress 
Thermometer can be improved with the addition of three 
emotion thermometers (depression, anxiety, anger) and 
one outcome thermometer (need for help).46,47 As far as 
the authors are aware the addition of emotion thermom-
eters has not been validated in a palliative care setting, 
and hence this is an important area for future research. 
There is evidence in cancer settings demonstrating patient 
acceptability of a five-step process integrating the Distress 
Thermometer with patient review, need for help and 
referral information.48 Further research is needed to 
ensure use of the Distress Thermometer is integrated 
within an evidence-based pathway for identification and 
management of distress.16,17

Conclusion
In conclusion, findings suggest that the Distress 
Thermometer is a valid, ultra-short screening measure for 
use with advanced cancer patients receiving specialist pal-
liative care in the inpatient or day hospice setting. It is rec-
ommended that specialist palliative care clinicians 
implementing the Distress Thermometer in this setting 
should use a cut-off of ⩾5 when screening for anxiety, 
depression or distress. As the specificity of the measure is 
poor, service providers should be aware of potential for sig-
nificant false positives and ensure the Distress Thermometer 
is integrated within an evidence-based pathway which 
includes further psychological assessment.
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