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Abstract

Objective—This study examined barriers to mental health service use and preferences for

addressing emotional concerns among lung cancer patients (N=165) at two medical centers in the

midwestern United States.

Methods—Lung cancer patients completed an assessment of anxiety and depressive symptoms,

mental health service use, barriers to using these services, and preferences for addressing

emotional concerns.

Results—Only 45% of distressed patients received mental health care since their lung cancer

diagnosis. The most prevalent patient-reported barriers to mental health service use among non-

users of these services (n=110) included the desire to independently manage emotional concerns

(58%) and inadequate knowledge of services (19%). In addition, 57% of distressed patients who

did not access mental health services did not perceive the need for help. Seventy-five percent of

respondents (123/164) preferred to talk to a primary care physician if they were to have an

emotional concern. Preferences for counseling, psychiatric medication, peer support, spiritual care,

or independently managing emotional concerns also were endorsed by many patients

(range=40%–50%). Older age was associated with a lower likelihood of preferring to see a

counselor.

Conclusions—Findings suggest that many distressed lung cancer patients underuse mental

health services and do not perceive the need for such services. Efforts to increase appropriate use

of services should address patients' desire for autonomy and lack of awareness of services.

Correspondence concerning this article should be addressed to Catherine E. Mosher, Ph.D., Department of Psychology, Indiana
University-Purdue University Indianapolis, 402 North Blackford Street, LD 124, Indianapolis, IN 46202. Phone: 317-274-6769. Fax:
317-274-6756. cemosher@iupui.edu..

Authors' Disclosures of Potential Conflicts of Interest
The authors indicated no potential conflicts of interest.

NIH Public Access
Author Manuscript
Psychooncology. Author manuscript; available in PMC 2015 July 01.

Published in final edited form as:
Psychooncology. 2014 July ; 23(7): 812–819. doi:10.1002/pon.3488.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



Keywords

lung cancer; oncology; mental health service use; barriers; psychological; distress

Background

Lung cancer is one of the most common cancers diagnosed in men and women, with over

228,000 new cases in the United States expected in 2013 [1]. Lung cancer patients report

greater anxiety and depressive symptoms and more unmet psychological needs than other

cancer patients [2–5]. Research suggests that up to 52% of lung cancer patients show

clinically significant anxiety and depressive symptoms [6–9].

Although a substantial proportion of lung and other cancer patients show significant

psychiatric symptoms [5, 8], their rates of mental health service use are generally low [10–

11]. One study found that less than half (45%) of advanced cancer patients with a

psychiatric diagnosis accessed mental health care in the U.S. [11]. Few American studies

have specifically examined lung cancer patients' receipt of support services. One study at an

academic cancer center found that few newly diagnosed lung cancer patients received

support from social workers (14%), chaplains (7%), or psychiatrists (3%) over a 6-month

period [12]. Another study at an academic cancer center showed lower rates of support

service use (e.g., use of mental health services, nutritional counseling, physical therapy)

among lung cancer patients compared to gastrointestinal or breast cancer patients (39% vs.

58% and 59%, respectively) [10].

Although lung and other cancer patients' underuse of mental health services has been

documented [10–11, 13–14], patient-reported barriers to mental health service use have

rarely been studied. Preliminary evidence suggests that many cancer patients perceive both

practical and psychological barriers to mental health care [15–17]. For example, one study in

the U.S. examined barriers to use of an HMO Cancer Counseling Center among individuals

diagnosed with breast, prostate, or colorectal cancer [16]. The most common barriers

included perceiving social support from other sources to be adequate (32%), lack of

awareness of the Cancer Counseling Center (25%), and lack of physician recommendation

(13%). Another study in the U.S. found that cancer patients who had undergone

hematopoietic stem cell transplantation reported four types of barriers to mental health

service use, including time constraints, physical impairment, lack of knowledge of services,

and feelings of embarrassment or discomfort associated with service use [15]. Similarly, a

study of lung cancer patients in Japan found a range of patient-reported barriers to use of

counseling services and psychotropic medication [17]. Common barriers to counseling

service use included discomfort discussing emotions and its perceived ineffectiveness,

whereas barriers to psychotropic medication use included concerns about the potential for

addiction and side effects as well as a perceived lack of need for such medications.

Continued examination of perceived barriers to mental health service use among cancer

patients is important because attitudes toward these services have predicted service use in

this population [18]. In contrast, efforts to identify objective indicators of cancer patients'

need for mental health services (e.g., distress) as correlates of their receptivity to such

services have not yielded consistent findings [19–20].
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Cancer patients' attitudes toward mental health services may reflect those of the general

population. For example, although population-based surveys in the U.S. have found

improved attitudes toward mental health treatment seeking over time, a substantial minority

of Americans continue to report stigma and discomfort associated with use of mental health

services [21–22]. Evidence of prevalent stigmatizing attitudes toward depression and its

treatment also has been found in Canadian and Australian studies [23–24]. Thus, in Western

cultures, cancer patients' decisions regarding mental health care may be influenced by

societal stereotypes of mental illness and professional help-seeking.

Cancer patients' preferences for addressing emotional concerns, including interest in mental

health services, also have received little research attention. One study of prostate cancer

patients undergoing androgen deprivation therapy found that a minority (22%) showed

interest in psychosocial services [25]. Other researchers surveyed lung cancer patients at

medical centers in Southern California and found that over half (51%) believed that they

would benefit from psychological services if available at no cost [26]. Knowledge of lung

cancer patients' preferences for addressing emotional concerns and barriers to mental health

service use is essential for guiding the development of interventions that are acceptable and

readily sustainable in clinical practice.

To address these gaps in the literature, questionnaires were administered to lung cancer

patients to determine: (1) their use of mental health services since the cancer diagnosis; (2)

perceived barriers to mental health service use for patients who did not access these

services; and (3) patients' preferences for addressing emotional concerns (e.g., talking to

their primary care physician, seeing a spiritual leader, waiting for it to get better) and

demographic, medical, and psychological (i.e., anxiety and depressive symptoms) predictors

of these preferences.

Methods

Participants and procedures

Following institutional review board approval, lung cancer patients were approached in the

oncology clinics at the Roudebush VA Medical Center (Indianapolis, IN) and the Indiana

University Simon Cancer Center (IUSCC; Indianapolis, IN). Eligibility criteria included

English fluency, at least 18 years of age, and no significant cognitive impairment. Medical

records were reviewed to initially assess patient eligibility. The patient's oncologist was

consulted to evaluate whether the patient was too ill or incapacitated to complete the study

and/or provide valid responses. During a clinic visit, a research assistant approached

potentially eligible patients. The study was described to patients and those who were

interested in study participation signed a consent form.

Consenting patients completed a 30- to 40-minute telephone assessment that included

questions regarding their demographic and medical information, anxiety and depressive

symptoms, mental health service use, barriers to using these services, and preferences for

addressing emotional concerns. After participating in the assessment, each patient received a

$25 check. All participants also received a brochure from our study team describing various

mental health services (e.g., psychological, social work, and psychiatric services) available
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at the study site. Distress screening and referral to mental health services were not routinely

conducted by oncology clinic staff at the study sites.

Measures

Demographic and medical information—Demographic information was self-reported,

and medical information (i.e., type and stage of lung cancer, time since diagnosis, and

treatments received) was obtained via chart review. In addition, the Karnofsky Self-

Reported Performance Rating Scale (KPS-SR) [27–28] assessed functional status or

impairment caused by physical symptoms. This measure has been correlated with survival in

lung cancer patients [28].

Transportation difficulties—Difficulty traveling to appointments for medical or

supportive services was assessed on a 4-point scale from 1 (not at all difficult) to 4

(extremely difficult) [25].

Smoking status—Smoking status was assessed using two validated items from the

Behavioral Risk Factor Surveillance System Survey [29]. The first item asked about

patients' smoking history (i.e., whether they had smoked at least 100 cigarettes in their

lifetime). The second item assessed current smoking status (i.e., whether they currently

smoked cigarettes every day, some days, or not at all).

Anxiety and depressive symptoms—The 14-item Hospital Anxiety and Depression

Scale assessed symptoms of anxiety and depression during the past week [30–31]. The

telephone-administered HADS has shown evidence of validity in previous studies with

cancer patients [32–33]. For the present research, coefficient alphas for the Anxiety and

Depression subscales were .84 and .82, respectively.

Mental health service use—Several items assessed mental health service use. Patients

reported whether they had “ever seen anyone for emotional or psychiatric problems” or

“taken medication for an emotional problem” before their lung cancer diagnosis. Patients

also reported whether they had “received counseling, attended support groups, or taken

medication for an emotional problem” since their lung cancer diagnosis. If they had received

services, they were asked to identify the type of service.

Barriers to mental health service use—Ten items from the Barriers to Treatment

Questionnaire (BTQ) [34] assessed perceived barriers to seeking mental health services

following the lung cancer diagnosis in the following domains: logistical and financial,

stigma, and perceptions of treatment. The BTQ was based on similar questionnaires from the

literature on barriers to treatment [34]. For the current study, two new items were added to

assess the perception that one does not need help and that one is too sick to travel to

appointments. For each of the 12 items, participants indicated whether the barrier had caused

them to delay or avoid seeking mental health services following their lung cancer diagnosis

(see Table 2 for individual items).
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Preferences for addressing emotional concerns—Six items adapted from the

Michigan Interview for Life Events (MILE) of the Michigan Depression Project [25, 35]

assessed patients' preferences for addressing emotional concerns related to their cancer, such

as talking to a spiritual leader or primary care physician or taking medications. An item was

added to assess the preference to see a community member who had personal experience

with cancer. Patients provided a yes or no response to each of the seven items.

Statistical Analyses

Data were analyzed with SPSS statistical software (version 20.0; SPSS, Chicago, IL, USA).

First, descriptive statistics were computed to characterize participants' demographic and

medical information, anxiety and depressive symptoms, mental health service use, barriers

to mental health service use, and preferences for addressing emotional concerns. T-tests and

chi-square analyses were used to examine whether demographic and medical factors and

study variables differed between study sites. Next, chi-square analyses were conducted to

examine whether use of mental health services before and after the lung cancer diagnosis

was associated with each preference for addressing emotional concerns. Then logistic

regression models estimated the bivariate effects of demographic and medical factors and

anxiety and depressive symptoms on each preference for addressing emotional concerns. An

additional set of logistic regression models simultaneously estimated all significant bivariate

effects. All reported p values were two-tailed with values of p < .05 considered statistically

significant.

Results

Sample Characteristics

A research assistant approached 187 eligible lung cancer patients during an oncology clinic

visit, and 96% (n = 180) consented to participate in this study. Of those who consented to

participate, 93% (n = 167) completed the assessments. Reasons for withdrawal prior to

completing the assessments were study refusal (n = 7), death (n = 2), medical conditions

(i.e., cognitive impairment or hearing loss; n = 2), and inability to reach the patient via

phone (n = 2). Reasons for study refusal before or after the consent process were time

constraints, dissatisfaction with conducting the assessments via phone, and physical and

psychological distress. Data from two patients were omitted from the current analyses due to

missing values.

Sample demographics and medical characteristics are shown in Table 1. The majority of

participants were Caucasian (80%), male (51%), and married (57%). Participants were, on

average, 63 years of age (SD = 9). The median annual household income was over $30,000

with a wide range of income levels represented. The average participant had completed

some college, and 22% had full or part-time employment. Participants were, on average, 18

months post-diagnosis of lung cancer, and 47% had stage III or IV non-small cell lung

cancer. Most participants (73%) were former smokers. Nearly one-fourth of participants

(24%, 40/165) reported clinically elevated anxiety or depressive symptoms based on

validated cutoffs for the HADS (i.e., score ≥9 on the Anxiety subscale or score ≥8 on the

Depression subscale) [31].
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Demographics, medical factors, and study variables were compared between recruitment

locations (i.e., Roudebush VA and IUSCC). VA patients were more likely to be male, χ2(1,

N = 165) = 19.87, p < .001, and lack health insurance, χ2(1, N = 164) = 36.95, p < .001,

compared to IUSCC patients. Additionally, VA patients had less income, t(155) = 3.49, p < .

01, and had been diagnosed with lung cancer more recently, t(151) = 2.08, p < .05,

compared to IUSCC patients. VA patients also reported more difficulty traveling to

appointments for medical or supportive services, t(162) = −3.52, p < .01, and higher levels

of depressive symptoms, t(161) = −2.22, p < .05, than IUSCC patients. In addition, VA

patients were more likely to report that they would prefer to treat an emotional concern by

working on it on their own, χ2(1, N = 164) = 14.49, p < .001, compared to IUSCC patients.

None of the other study variables differed by recruitment location.

Mental Health Service Use and Barriers to Service Use

A substantial minority of participants (42%, 69/165) had received mental health services

prior to their lung cancer diagnosis. Additionally, one-third of participants (55/165) reported

that they had received mental health services since their lung cancer diagnosis. Only 13

patients without a history of mental health service use accessed these services following the

lung cancer diagnosis. Fifty-four patients reported the type of mental health services they

had received since their diagnosis, including psychiatric medication (49/54), psychotherapy

(12/54), and support groups (7/54). Among those with clinically elevated anxiety or

depressive symptoms, 45% (18/40) reported receiving mental health services since their

lung cancer diagnosis.

Perceived barriers to mental health service use for patients who did not use these services

since the cancer diagnosis (n = 110) are presented in Table 2. The most prevalent barriers

included thinking they did not need help (75%), wanting to handle emotional concerns on

their own (58%), and lack of knowledge of services (19%). Furthermore, among patients

with significant anxiety or depressive symptoms who did not access mental health services,

57% (12/21) did not perceive the need for help. Less common barriers to mental health

service use included concerns about costs or time constraints, feeling too sick to travel to

appointments, and stigma or discomfort associated with service use (range = 4% to 12%).

Preferences for Addressing Emotional Concerns

Table 3 presents preferences for addressing emotional concerns and comparisons of these

preferences between users and non-users of mental health services since the lung cancer

diagnosis. In the entire sample, the most frequently reported preferences were talking to a

primary care physician (75%), seeing a spiritual leader (50%), and addressing the emotional

concern on their own (49%). Less than one-third of the sample (32%) preferred to simply

wait for the emotional concern to improve. When analyzing preferences for addressing

emotional concerns as a function of mental health service use, patients who had used mental

health services prior to their lung cancer diagnosis were more likely to prefer to see a

counselor than those who had not used these services, χ2 (1, N = 164) = 9.57, p < .01. The

two groups, however, did not differ with regard to any of the other preferences for

addressing emotional concerns. In addition, patients who had used mental health services

since the lung cancer diagnosis were more likely to prefer to see a counselor and take
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psychiatric medication than those who had not used these services (see Table 3). Other

preferences did not vary between the two groups.

Preferences for addressing emotional concerns also were examined in relationship to

demographics, medical factors, and anxiety and depressive symptoms. Results of bivariate

and multivariate analyses are shown in Table 4. As noted above, participant characteristics

varied by recruitment location; thus, we controlled for recruitment location in all analyses.

In bivariate analyses, preferring to see a counselor was correlated with younger age, ethnic

minority status, and greater difficulty traveling to appointments. Multivariate analyses

showed that these three variables correctly classified 63% of the sample with regard to this

preference and uniquely predicted this outcome. Preferring to see a spiritual leader was

associated with lower levels of income and having a religious affiliation. In the multivariate

model, these variables correctly classified 61% of the sample with regard to this preference

and uniquely predicted this outcome. Preferring to talk to a primary care physician was

associated with lower levels of education and income as well as not having health insurance.

Multivariate analyses showed that these three variables correctly classified 74% of the

sample with regard to this preference; however only lower levels of education uniquely

predicted this preference. In addition, preferring to see a community member with personal

cancer experience was only correlated with greater anxiety symptoms, and preferring to wait

for the emotional concern to improve was only correlated with greater difficulty traveling to

appointments. Finally, none of the study variables were significantly associated with

preferences to take psychiatric medication or address the emotional concern on one's own

(all ps > .05).

Conclusions

This study is among the first to examine mental health service use, barriers to using these

services, and preferences for addressing emotional concerns in lung cancer patients. Twenty-

four percent of patients reported significant anxiety or depressive symptoms, which is

similar to that found in previous research with this population [36]. Although most patients

had health insurance and all were receiving care at medical centers with comprehensive

mental health services, only 45% of patients with significant anxiety or depressive

symptoms received mental health care since their lung cancer diagnosis. Similarly, another

study in the U.S. found that less than half of advanced cancer patients with a psychiatric

disorder received mental health care [11].

In this study, patients who did not access mental health services reported a range of barriers

to using these services. The most common barriers included a desire to independently

manage emotional concerns (58%) and inadequate knowledge of services (19%). In

addition, 57% of distressed individuals who did not access mental health services did not

perceive the need for help. Less common barriers to mental health service use included

financial concerns, time constraints, feeling too ill to travel to appointments, and stigma or

discomfort associated with service use. Two other studies of cancer patients in the U.S. also

found little endorsement of practical, emotional, and illness-related barriers to mental health

care [15–16]. However, in studies conducted in the U.S. and Japan, many cancer patients

have endorsed lack of awareness of mental health services [16–17]. Taken together, research
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findings point to the need to educate patients regarding existing mental health services and

the benefits of using these services.

Lung cancer patients' preferences for addressing emotional concerns also were examined.

The majority of patients reported that, if they had a cancer-related emotional concern, they

would prefer to talk to their primary care physician (75%). Preferences for peer support,

counseling, psychiatric medication, spiritual care, or taking steps on their own to address

emotional concerns also were reported by a number of patients (range = 40% to 50%).

Fewer patients (32%) preferred to wait for emotional concerns to lessen. Similarly, in a

study of prostate cancer patients, the most common preferences for addressing depression

were talking to a primary care physician or a mental health professional, and fewer patients

indicated that they would cope with depression alone [25]. Interestingly, in this study,

preferences for addressing emotional concerns did not differ between users and non-users of

mental health services since the lung cancer diagnosis, with the exception that users were

more likely to prefer seeing a counselor or taking psychiatric medication than non-users.

The large differences in receptivity to counseling and psychiatric medication use and similar

receptivity to non-psychiatric services (e.g., primary care physician) between users and non-

users of mental health services point to potential stigma specific to mental health care.

Although most patients in this study did not report stigmatizing attitudes toward mental

health service use, these attitudes are highly prevalent in general population surveys [21–

22]. Thus, a more in-depth analysis of stigma may be warranted in future research with

distressed lung cancer patients who do not access mental health services, including

anticipated negative self-perceptions and social reactions to service use.

Associations between demographic factors and preferences for addressing emotional

concerns also were examined. Younger age was associated with a greater likelihood of

preferring to see a counselor. In addition, ethnic minority group members, almost all of

whom were African American, were more likely to prefer to see a counselor than

Caucasians. In prior research with the general population, age has shown mixed

relationships with attitudes toward mental health services [37–38], and African Americans

have shown more positive attitudes towards mental health services than Caucasians, despite

their lower rates of service use [21, 39]. In our study, rates of mental health service use

before and after the lung cancer diagnosis did not significantly differ between ethnic

minorities and Caucasians (data not shown); thus, prior experience with mental health

services does not account for the findings. In-depth qualitative research may help to

elucidate reasons for racial differences in attitudes toward mental health service use.

Our study also found that indices of socioeconomic status were associated with preferences

for addressing emotional concerns. For example, lower income was correlated with the

preference to see a spiritual leader (a free service), and lower levels of education were

correlated with the preference to talk to a primary care physician. Difficulty traveling to

appointments did not show consistent associations with preferences for addressing

emotional concerns, as it was positively correlated with the preference to see a counselor as

well as the preference to wait for the emotional concern to improve. Further research is

needed to better understand the receptivity of demographic subgroups of cancer patients to

mental health care and alternatives to this care.
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Limitations of this study and directions for future research warrant discussion. Although the

sample was diverse with regard to income, education, and disease characteristics,

participants were primarily Caucasian and Christian. The extent to which findings generalize

to other cultural and religious groups requires study. In addition, causal relations among

variables could not be determined due to the cross-sectional design. Future investigations

may examine changes in lung cancer patients' mental health service use, barriers to using

these services, and preferences for addressing emotional concerns over the course of the

illness. Furthermore, use of a theoretical framework such as Andersen's model of health

service use [40] or the Theory of Planned Behavior [41] would enhance our understanding

of contextual and psychological predictors of service use. For example, clinician referrals to

services, social support, stigma associated with lung cancer and mental health service use,

and perceptions of mental health professionals could be assessed within Andersen's

framework [40]. Additionally, a more comprehensive assessment of barriers to mental health

service use would require a qualitative and quantitative approach and the involvement of

practitioners, patients, and patients' family members in the research. Finally, although

conducting telephone assessments of barriers to service use and other participant

characteristics minimized missing data and allowed us to monitor participant distress, social

desirability and other respondent biases are potential limitations of this approach.

The present results inform future research and clinical care. Our findings highlight high rates

of significant anxiety and depressive symptoms and underuse of mental health services

among lung cancer patients. The primary barriers to mental health service use were a

perceived lack of need for services, even among patients with significant distress, a desire to

independently address emotional problems, and inadequate knowledge of services. To

address barriers to service use, researchers should evaluate whether routine distress

screening followed by referrals to mental health services results in better management of

distress than other strategies (e.g., preventive intervention offered to all patients). In

addition, Internet-based mental health services may address a number of barriers to service

use (e.g., stigma, desire for autonomy, physical limitations). However, evidence indicates

that lung cancer patients are less receptive to Internet-based support relative to other cancer

patient groups [42].

The current findings also suggest that preferences for addressing emotional concerns vary by

age, race, and socioeconomic status; thus, research and clinical efforts to educate patients

about existing mental health services should be tailored to demographic characteristics and

perceived barriers to service use. For example, older adults' discomfort or unfamiliarity with

counseling may be addressed when promoting mental health services. In addition, research

is required to develop and evaluate psychological interventions for lung cancer patients that

are acceptable to patients and readily sustainable in clinical practice [43]. Given the

substantial physical and psychological challenges faced by lung cancer patients, developing

and disseminating effective mental health interventions for this population should be a high

priority for future research and clinical care.

Mosher et al. Page 9

Psychooncology. Author manuscript; available in PMC 2015 July 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



Acknowledgments

This study was supported by KL2 RR025760 (A. Shekhar, PI) from the NCRR. The work of the first author was
supported by K07CA168883 from the NCI. The authors would like to thank the study participants, the thoracic
oncology teams at the Indiana University Simon Cancer Center and the Roudebush VA Medical Center, Aigul
Amankeldi, Shannon M. Christy, and Rebecca N. Adams for their assistance.

References

1. American Cancer Society. Cancer Facts and Figures 2013. American Cancer Society; Atlanta, GA:
2013.

2. Thomas BC, Carlson LE, Bultz BD. Cancer patient ethnicity and associations with emotional
distress--the 6th vital sign: a new look at defining patient ethnicity in a multicultural context. J
Immigr Minor Health. 2009; 11:237–48. [PubMed: 18773296]

3. Zabora J, BrintzenhofeSzoc K, Curbow B, Hooker C, Piantadosi S. The prevalence of psychological
distress by cancer site. Psychooncology. 2001; 10:19–28. [PubMed: 11180574]

4. Li J, Girgis A. Supportive care needs: are patients with lung cancer a neglected population?
Psychooncology. 2006; 15:509–16. [PubMed: 16292789]

5. Linden W, Vodermaier A, Mackenzie R, Greig D. Anxiety and depression after cancer diagnosis:
prevalence rates by cancer type, gender, and age. J Affect Disord. 2012; 141:343–51. [PubMed:
22727334]

6. Gore JM, Brophy CJ, Greenstone MA. How well do we care for patients with end stage chronic
obstructive pulmonary disease (COPD)? A comparison of palliative care and quality of life in
COPD and lung cancer. Thorax. 2000; 55:1000–6. [PubMed: 11083884]

7. Carmack Taylor CL, Badr H, Lee JH, et al. Lung cancer patients and their spouses: psychological
and relationship functioning within 1 month of treatment initiation. Ann Behav Med. 2008; 36:129–
40. [PubMed: 18797978]

8. Brintzenhofe-Szoc KM, Levin TT, Li Y, Kissane DW, Zabora JR. Mixed anxiety/depression
symptoms in a large cancer cohort: prevalence by cancer type. Psychosomatics. 2009; 50:383–91.
[PubMed: 19687179]

9. Carlsen K, Jensen AB, Jacobsen E, Krasnik M, Johansen C. Psychosocial aspects of lung cancer.
Lung Cancer. 2005; 47:293–300. [PubMed: 15713512]

10. Kumar P, Casarett D, Corcoran A, et al. Utilization of supportive and palliative care services
among oncology outpatients at one academic cancer center: determinants of use and barriers to
access. J Palliat Med. 2012; 15:923–30. [PubMed: 22731514]

11. Kadan-Lottick NS, Vanderwerker LC, Block SD, Zhang B, Prigerson HG. Psychiatric disorders
and mental health service use in patients with advanced cancer. Cancer. 2005; 104:2872–81.
[PubMed: 16284994]

12. Podnos YD, Borneman TR, Koczywas M, Uman G, Ferrell BR. Symptom concerns and resource
utilization in patients with lung cancer. J Palliat Med. 2007; 10:899–903. [PubMed: 17803411]

13. Hewitt M, Rowland JH. Mental health service use among adult cancer survivors: analyses of the
National Health Interview Survey. J Clin Oncol. 2002; 20:4581–90. [PubMed: 12454116]

14. Mosher CE, Hanna N, Jalal SI, et al. Support service use and interest in support services among
lung cancer patients. Lung Cancer. 2013; 82:162–7. [PubMed: 23932457]

15. Mosher CE, DuHamel KN, Rini CM, et al. Barriers to mental health service use among
hematopoietic SCT survivors. Bone Marrow Transplant. 2010; 45:570–9. [PubMed: 19597417]

16. Eakin EG, Strycker LA. Awareness and barriers to use of cancer support and information resources
by HMO patients with breast, prostate, or colon cancer: patient and provider perspectives.
Psychooncology. 2001; 10:103–13. [PubMed: 11268137]

17. Endo C, Akechi T, Okuyama T, et al. Patient-perceived barriers to the psychological care of
Japanese patients with lung cancer. Jpn J Clin Oncol. 2008; 38:653–60. [PubMed: 18757528]

18. McDowell ME, Occhipinti S, Ferguson M, Chambers SK. Prospective predictors of psychosocial
support service use after cancer. Psychooncology. 2011; 20:788–91. [PubMed: 20878866]

Mosher et al. Page 10

Psychooncology. Author manuscript; available in PMC 2015 July 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



19. Merckaert I, Libert Y, Messin S, Milani M, Slachmuylder J-L, Razavi D. Cancer patients' desire
for psychological support: prevalence and implications for screening patients' psychological needs.
Psychooncology. 2010; 19:141–9. [PubMed: 19382112]

20. Söllner W, Maislinger S, König A, DeVries A, Lukas P. Providing psychosocial support for breast
cancer patients based on screening for distress within a consultation-liaison service.
Psychooncology. 2004; 13:893–7. [PubMed: 15457540]

21. Mojtabai R. Americans' attitudes toward mental health treatment seeking: 1990–2003. Psychiatr
Serv. 2007; 58:642–51. [PubMed: 17463345]

22. Schomerus G, Schwahn C, Holzinger A, et al. Evolution of public attitudes about mental illness: a
systematic review and meta-analysis. Acta Psychiatr Scand. 2012; 125:440–52. [PubMed:
22242976]

23. Barney LJ, Griffiths KM, Christensen H, Jorm AF. Exploring the nature of stigmatising beliefs
about depression and help-seeking: Implications for reducing stigma. BMC Public Health. 2009;
9:61. [PubMed: 19228435]

24. Cook TM, Wang J. Descriptive epidemiology of stigma against depression in a general population
sample in Alberta. BMC Psychiatry. 2010; 10:29. [PubMed: 20398429]

25. Shapiro PJ, Coyne JC, Kruus LK, Palmer SC, Vaughn DJ, Malkowicz SB. Interest in services
among prostate cancer patients receiving androgen deprivation therapy. Psychooncology. 2004;
13:512–25. [PubMed: 15295773]

26. Sanders SL, Bantum EO, Owen JE, Thornton AA, Stanton AL. Supportive care needs in patients
with lung cancer. Psychooncology. 2010; 19:480–9. [PubMed: 19434625]

27. Karnofsky DA, Ablemann WH, Craver LF, Burchenal JH. The use of nitrogen mustard in the
palliative treatment of carcinoma. Cancer. 1948; 1:634–56.

28. Loprinzi CL, Laurie JA, Wieand HS, et al. Prospective evaluation of prognostic variables from
patient-completed questionnaires. North Central Cancer Treatment Group. J Clin Oncol. 1994;
12:601–7. [PubMed: 8120560]

29. Centers for Disease Control and Prevention. Behavioral Risk Factor Surveillance System Survey
Questionnaire. U.S. Department of Health and Human Services, Centers for Disease Control and
Prevention; Atlanta, GA: 2007.

30. Zigmond AS, Snaith RP. The hospital anxiety and depression scale. Acta Psychiatr Scand. 1983;
67:361–70. [PubMed: 6880820]

31. Bjelland I, Dahl AA, Haug TT, Neckelmann D. The validity of the Hospital Anxiety and
Depression Scale: An updated literature review. J Psychosom Res. 2002; 52:69–77. [PubMed:
11832252]

32. Kornblith AB, Dowell JM, Herndon JE, et al. Telephone monitoring of distress in patients aged 65
years or older with advanced stage cancer. Cancer. 2006; 107:2706–14. [PubMed: 17078057]

33. Hawkes A, Hughes K, Hutchison S, Chambers S. Feasibility of brief psychological distress
screening by a community-based telephone helpline for cancer patients and carers. BMC Cancer.
2010; 10:14. [PubMed: 20067645]

34. Marques L, LeBlanc NJ, Weingarden HM, Timpano KR, Jenike M, Wilhelm S. Barriers to
treatment and service utilization in an internet sample of individuals with obsessive-compulsive
symptoms. Depress Anxiety. 2010; 27:470–5. [PubMed: 20455248]

35. Coyne, JC.; Gallo, S.; Fechner-Bates, S. The Michigan Interview for Life-Events (MILE).
Unpublished Interview Schedule. University of Michigan; Ann Arbor, MI: 1993.

36. Rolke HB, Bakke PS, Gallefoss F. Health related quality of life, mood disorders and coping
abilities in an unselected sample of patients with primary lung cancer. Respir Med. 2008;
102:1460–7. [PubMed: 18590954]

37. Currin JB, Hayslip B Jr. Temple JR. The relationship between age, gender, historical change, and
adults' perceptions of mental health and mental health services. Int J Aging Hum Dev. 2011;
72:317–41. [PubMed: 21977677]

38. Robb C, Haley WE, Becker MA, Polivka LA, Chwa HJ. Attitudes towards mental health care in
younger and older adults: similarities and differences. Aging Ment Health. 2003; 7:142–52.
[PubMed: 12745392]

Mosher et al. Page 11

Psychooncology. Author manuscript; available in PMC 2015 July 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



39. Diala C, Muntaner C, Walrath C, Nickerson KJ, LaVeist TA, Leaf PJ. Racial differences in
attitudes toward professional mental health care and in the use of services. Am J Orthopsychiatry.
2000; 70:455–64. [PubMed: 11086524]

40. Andersen RM. Revisiting the behavioral model and access to medical care: does it matter? J Health
Soc Behav. 1995; 36:1–10. [PubMed: 7738325]

41. Ajzen I. The theory of planned behavior. Organ Behav Hum Decis Process. 1991; 50:179–211.

42. Buss MK, DuBenske LL, Dinauer S, Gustafson DH, McTavish F, Cleary JF. Patient/Caregiver
influences for declining participation in supportive oncology trials. J Support Oncol. 2008; 6:168–
74. [PubMed: 18491685]

43. Rueda JR, Solà I, Pascual A, Subirana Casacuberta M. Non-invasive interventions for improving
well-being and quality of life in patients with lung cancer. Cochrane Database Syst Rev. 2011;
9:CD004282. [PubMed: 21901689]

Mosher et al. Page 12

Psychooncology. Author manuscript; available in PMC 2015 July 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Mosher et al. Page 13

Table 1

Sample characteristics (N = 165)

Variable n (%) M (SD) Range

Sex—Male 84 (51%)

Race/Ethnicity

 Non-Hispanic White 132 (80%)

 African American/Black 32 (19%)

 Native American 1 (0.6%)

Age (years) 63 (9) 36 to 84

Marital Status

 Married or marriage equivalent 94 (57%)

 Widowed 19 (12%)

 Divorced or separated 32 (19%)

 Single 20 (12%)

Religious Affiliation

 Catholic 28 (17%)

 Protestant/Other Christian 115 (70%)

 Other religious affiliation 2 (1%)

 None 19 (12%)

 Missing 1 (0.6%)

Annual Household Income (median) >$30,000 <$11,000 to >$100,000

Education (years) 13 (3) 5 to 24

Employment Status

 Employed full or part-time 37 (22%)

 Retired 72 (44%)

 Unemployed 50 (30%)

 Homemaker/Other 6 (4%)

Receipt of Health Insurance 144 (87%)

Smoking status

 Current smoker 31 (19%)

 Former smoker 120 (73%)

 Never smoked 13 (8%)

 Missing data 1 (0.6%)

Months since Lung Cancer Diagnosis 18 (22) .00 to 114

Non-small Cell Lung Cancer Stage (n = 141)

 I 42 (30%)

 II 20 (14%)

 III 41 (29%)

 IV 37 (26%)

 Missing 1 (0.7%)

Small Cell Lung Cancer Stage (n = 24)

 Limited 9 (38%)

Psychooncology. Author manuscript; available in PMC 2015 July 01.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Mosher et al. Page 14

Variable n (%) M (SD) Range

 Extensive 15 (63%)

Type of Lung Cancer Treatment

 Surgery 95 (58%)

 Chemotherapy 114 (69%)

 Radiation 79 (48%)

Treatment Center

 Indiana University Simon 137 (83%)

 Cancer Center

 Roudebush VA Medical Center 28 (17%)
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Table 2

Proportion of patients endorsing barriers to mental health service use

Barrier % Yes (No./Total)

Did not think that I needed help 75 (82/109)

Wanted to handle it on my own 58 (64/110)

Unsure who to see or where to go 19 (21/110)

Didn't think treatment would work 14 (15/108)

Problems with transportation or scheduling 14 (15/110)

Worried about how much it would cost 12 (13/110)

Thought it would be too inconvenient or take too much time 7 (8/109)

Health insurance would not cover treatment 6 (6/104)

Worried about what people would think if they knew I was in treatment 6 (6/110)

Not comfortable discussing my problems with a health professional 5 (5/110)

Received treatment before and it did not work 5 (5/110)

Felt too sick to go to an appointment 4 (4/99)

Note. Only data from patients who did not use mental health services (i.e., psychotherapy, psychiatric medication, or support groups) following
their lung cancer diagnosis are reported.
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Table 3

Preferences for addressing emotional concerns among users and non-users of mental health services

Preference Total sample % Yes
(No./Total)

Users of mental health

services
a
 % Yes (No./

Total)

Non-users of mental
health services % Yes

(No./Total)

χ2 (df = 1)
b

Talk to primary care physician 75 (123/164) 76 (42/55) 74 (81/109) .08

See a spiritual leader 50 (82/165) 46 (25/55) 52 (57/110) .59

Work on it on my own 49 (81/164) 46 (25/55) 51 (56/109) .51

Take medications 47 (75/161) 57 (31/54) 41 (44/107) 3.83*

See a counselor 44 (72/164) 62 (34/55) 35 (38/109) 10.79**

See a community 40 (64/162) 38 (21/55) 40 (43/107) .06

member with personal cancer experience

Wait for it to get better 32 (52/161) 33 (18/55) 32 (34/106) .01

a
Users of mental health service had received psychotherapy, taken psychiatric medication, or attended support groups since the lung cancer

diagnosis.

b
Chi-square for comparing users and non-users of mental health services with regard to their preferences for addressing emotional concerns.

*
p < .05.

**
p < .01.
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