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ABSTRACT

Background: Systematic distress screening is recognized as a stan-
dard of care for parents of children undergoing cancer treatment.
The implementation of distress screening in this population has
been associated with several limitations, particularly organiza-
tional barriers. Despite this, few studies have examined stakeholder
perspectives during the implementation of this standard of care.

Objectives: This study aimed to explore (1) the usefulness and
overall appreciation of the Distress Detection Tool (DDT) by par-
ents and Oncology Nurse Navigators (ONNs), (2) perceptions of
ONNs’ competencies following the use of the tool, and (3) percep-
tions of available professional, organizational, and time resources.

Methods: This exploratory, longitudinal feasibility study used sur-
veys at three timepoints (pre-DDT, and two post-use) with both
ONN s and parents. Data were analyzed descriptively (means, per-
centages, and ranges). Open-ended survey responses provided quali-
tative depth to support quantitative results.

Results: Twenty-six participants were recruited; 17 completed all
timepoints (ONNs n = 2; parents n = 15). Both groups perceived the
DDT as useful (ONNs 100%; Parents 92.3% at T3). The ONNs
considered themselves having the knowledge (100% at T3) and being
skilled (100% at T3) to use the tool, but emphasized that social work-
ers may be better suited to administer it, as it falls within their area of
expertise. The ONNS perceived organizational barriers to screening
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for distress, including a lack of space (ONNs 100% ), time (ONNs
50%), and professional resources (ONNs 50%). Some parents high-
lighted confidentiality issues and the burden on ONN.

Conclusion: The DDT is perceived as useful for supporting families
in pediatric oncology, but implementation requires attention to orga-
nizational resources, confidentiality, and human resources. Centers
should consider which healthcare professionals are most appropriate
and motivated to implement distress screening in routine care.

Keywords: distress, screening, caregivers, nurses, pediatric
oncology

INTRODUCTION

Over a thousand children are diagnosed with cancer annu-
ally in Canada (Agence de la santé publique du Canada,
2017). Diagnosis, treatment, side effects, and complications are
significant stressors for patients and their families. Being a par-
ent of a sick child is a demanding and challenging experience
that can affect parents in the short and long term. Although
most parents adapt adequately to their new reality, up to 30%
reported psychological distress six months after diagnosis
(Schepers et al., 2018). Moreover, this challenging period is
well known to be associated with increased psychosocial prob-
lems that affect parents’ daily lives (Kazak et al., 2015; Pierce
et al., 2017; Schepers et al., 2018). Systematic distress screen-
ing for these parents is now recognized as standard practice
(Kazak et al., 2015). Parental distress is directly linked to chil-
dren’s well-being, underscoring the importance of addressing
parents’ distress (Bakula et al., 2019). It was also demonstrated
that screening for distress is beneficial, cost-eftective, and con-
tributes to improving the quality of life of parents of children
with cancer (Barrera et al., 2018; Barrera et al., 2022).

However, implementing a distress screening tool can be
challenging (Kazak et al., 2017). The availability of resources
has been shown to influence how professionals conduct
screening, and multiple organizational barriers contribute to
the difficulties associated with implementing systematic dis-
tress screening (Barrera et al., 2018).

A group of experts and decision-makers from two of
Quebec’s largest pediatric oncology centres conceptualized
and introduced the Distress Detection Tool (DDT) in 2018.
The DDT combines two French-validated scales: the Distress
Thermometer and Problem List (DT-P) and the Edmonton
Symptom Assessment System-Revised (ESAS-R), both of
which have demonstrated good psychometric properties in
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various contexts (Haverman et al.,, 2013; Leclair et al., 2016;
van Oers et al., 2017). The DT-P includes a distress thermom-
eter (0 = no distress to 10 = highest distress) and a checklist
of 38 potential problems experienced by parents. The ESAS-R
measures nine symptoms (physical pain, fatigue, sleepiness,
nausea, appetite, shortness of breath, depression, anxiety, and
well-being), each scored from 0 (not present) to 10 (worst).
Even though the psychometric properties of the ESAS-R has
not been fully assessed in parents of children receiving cancer
treatments, the DDT has been identified by the expert group
as the most appropriate tool for clinical practice. Oncology
nurse navigators (ONNs) were designated as the team mem-
ber to administer the DDT, as they are the professionals most
frequently in contact with parents.

Prior implementation of the DDT occurred in 2018 and was
not conducted within a research framework. This initiative
failed mostly because ONNs mentioned it was time-consum-
ing and they did not have the professional resources to respond
to parents’ needs that might be identified by the tool. They also
considered that social workers were better suited for this task, as
it provided an excellent opportunity to maintain a follow-up with
parents throughout the treatment period. Finally, as mentioned
in previous studies, the ONNs in our centre emphasized their
proximity to parents and their ability to screen for distress infor-
mally (Barrera et al., 2018; Kazak et al., 2017).

Because distress screening in parents of children under-
going cancer treatment is recognized as a standard practice,
we determined, as part of a research project, a new approach
that favours a gradual integration of the DDT under the guid-
ance of a super-user, as suggested by previous studies (Barrera
et al., 2018; Kazak et al., 2017). As Crespo et al. (2016) men-
tioned, a child and family-centred approach is associated with
reduced caregiver burden, as well as improved quality of life
and greater life satisfaction among parents. Consistent with
Ay et al. (2024), we aimed to offer family-centred psychosocial
care by implementing the DDT with the support of the ONNs,
as they are the professionals most frequently in contact with
families during the treatment trajectory. When necessary, the
super-user provided debriefing sessions to reassure ONNs and
to support the future use of the DDT.

This study pursued three main exploratory objectives. First,
we sought to examine the perceived usefulness of the DDT
and its overall appreciation by participating ONNs and parents.
Second, we explored both groups’ perceptions of the ONNs’
competencies after using DDT. Finally, we aimed to assess the
perceived availability of professional, organizational, and time
resources following the use of DDT. We aimed to explore these
objectives to assess the feasibility and added value of the DDT
for both parents and ONNs. In doing so, we hoped to identify
facilitators and barriers to its sustainable integration into rou-
tine pediatric oncology practice.

METHODOLOGY

Context

This study was conducted in Canada’s second-largest pedi-
atric teaching hospital, where a previous attempt to imple-
ment the DDT for caregivers in 2018 had been unsuccessful.
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The project at that time was not conducted in a research con-
text; therefore, no formal data were collected. At the beginning
of this project in 2021, DDT was no longer used clinically at
our centre. The current project re-introduced the use of the
screening instrument in the clinical setting (results reported
in another manuscript) and facilitated the collection of data to
meet the stated objective above.

Procedures
This study explores ONNs’ and Caregivers’ perspectives at
three different times (pre-use and twice post-use).

ONNs: All participating ONNs received a 30-minute training
session from the super-user focusing on the objectives, the pro-
cess, available resources, and the recommended key moments
for screening. During the training session, and in collaboration
with the clinical and research teams, each ONN determined the
most appropriate key moments (frequency of administration)
for using the DDT. The ONNs were considered to have the clini-
cal expertise required to adapt the frequency of DDT administra-
tion according to the child’s diagnosis and treatment plan. For
instance, for parents of children treated for acute lymphoblas-
tic leukemia, the predetermined key moments for administer-
ing the DDT were set as within the first month after diagnosis,
at the start of consolidation 2 (4™ month of treatment), at the
beginning of maintenance (12% month of treatment), and at
the end of treatment (25" month). Oncology nurse navigators
could also administer the DDT more frequently, based on their
clinical judgment. After each administration, the ONN takes a
moment with the parent to review the results, offer support, and
refer them to the appropriate professional if necessary.

Once consent was obtained, the ONN participants com-
pleted the pre-use (T1) and sociodemographic questionnaires.
It should be noted that the sociodemographic questionnaire
was adapted to collect as little potential identifying informa-
tion as possible. After three uses of the DDT, the ONNs com-
pleted the post-use questionnaire (T2). Finally, after ten DDT
uses, they completed the post-use questionnaire (T3) again.

Parents: Parents were identified by their assigned ONN accord-
ing to the study criteria. Once consent was obtained, parents
completed the pre-use and sociodemographic questionnaires
(T1). The ONNSs then invited the parents to complete the DDT.
Following its completion, the ONN took a moment with the par-
ent to review the results and address any unmet needs. Lastly,
the parents were invited to complete the post-use questionnaire
(T2). Following the second use of the DDT, the participating par-
ents again completed the post-use questionnaire (T3).

Participants

ONN: Nine out of the 12 ONNs were eligible to participate
based on the inclusion criteria: being a nurse for at least 3
years and an ONN for at least 1 year. As the purpose of this
study was explorative, no formal sample size calculation was
performed. That said, we wanted to recruit five ONNs.

Parents: Given that the purpose of this study was explorative,
no sample size calculation was performed. Inclusion criteria
were having a child in active treatment, the ability to commu-
nicate in French, and a written comprehension of French.
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Measures

Research questionnaires: The research team designed the ques-
tionnaires. As the objectives were exploratory, the question-
naires were neither piloted nor reviewed for content validity.
Two questionnaires were created for each group (pre- and
post-use). Each questionnaire contained approximately 30
statements based on a 5-point Likert scale. The items explored
perceptions about the DDT’s usefulness, nurses’ compe-
tencies (i.e., knowledge about caregiver distress and skills in
using the tool and supporting parents), and organizational fac-
tors. These elements have been mentioned in previous studies
as possibly limiting the implementation and use of psychoso-
cial tools in pediatric oncology (Absolom et al., 2011; Barrera
et al., 2018; Desjardins et al., 2020; Kazak et al., 2015; Kazak
etal., 2017). A few open-ended questions were also included to
gather additional information about their perceptions and thus
better guide the use of DDT in the setting.

ANALYSIS

At each timepoint, and for each item, quantitative data from
the questionnaires were analyzed using descriptive statistics,
including means, ranges, and percentages. To complement
these findings, qualitative data from participants’ responses
to open-ended questions were also examined. Relevant verba-
tim excerpts were extracted and, when appropriate, grouped
by similarity across participants. This triangulation approach
provided both quantitative trends and experiential insights of
ONNs’ and parents’ perspectives on the DDT, thereby enrich-
ing the exploratory objectives of this study.

RESULTS

Sociodemographic data

ONNs: Five ONNG initially agreed to participate, all of whom
identified as women. Of these, three completed T2 and two
completed T3. Table 1 presents the sociodemographic charac-
teristics of the ONNs.

Table 1
Sociodemographic Data
Parents ONNs
TP1 n=18 n=5
TP2 n=18 n=3
TP3 n=15 n=2
Age (years) 39.3[27-50] 34.2[29-37]
Gender 55.6% (mothers) Women: 100%
44.4% (fathers)
Ethnic Group 72.2% Caucasian Caucasian: 100%
16.7% Afro-American
11.1% Latin
School 5.6% Elementary 100% Undergraduate

No. of Years Nursing Experience

Child in the Family

Average Annual Income

Child’s Gender

Child’s Age (Years)

Treatments Received by the Children

27.8% High School/Professional

16.7% College
38.9% Undergraduate
11.1% Graduate

2.3[1-3]
50% (>100k)

33.3% (>45-<100k)
16,7% (<45k)

83.3% (boys)
17.7% (gir)
8.6 [1-17]
Chemotherapy: 100%
Radiotherapy: 50%
Surgery: 44.4%
Immunotherapy: 27.8%

Bone marrow transplants: 27.8%

Therapeutic MIBG: 5.6%
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Parents: A total of 21 parents of children undergoing active can-
cer treatment were recruited. Among them, 15 completed all
stages of the project. Four parents withdrew before completing
the first questionnaire, and four did not respond to follow-up
e-mails and voicemails for T3. In total, 19 parents completed
the study either fully or partially.

Objective 1: Screening Tool Usefulness and Overall
Appreciation

ONNG: Participating ONNs mentioned that the DDT was help-
ful in their clinical practice (T1, 80%; T2, 100%; T3, 100%), par-
ticularly in identifying the unmet needs of parents (T1, 2, & 3,
100%). The DDT promoted the support offered to parents (T1,
2, & 3,100%), and the participating ONNSs recognized that the
DDT helped foster communication between them and the par-
ents (T1, 80%; T2, 100%; T3, 100%). The DDT also enabled
them to facilitate triage and referral to psychosocial resources
(T1; 2, & 3, 100%). Despite acknowledging the tool’s usefulness,
ONNSs expressed variable motivation to use the DDT (T1, 40%;
T2,100%,; T3, 50%). Approximately half of the participants indi-
cated an intention to incorporate DDT into their practice after
the study (T1, 40%; T2, 66.7%; T3, 50%). This was surprising
given that most participants felt that the benefits outweighed
the difficulties (T1, 60%; T2, 100%; T3, 100%), believed in DDT’s
potential (T2, 100%; T3, 100%), and expressed overall apprecia-
tion of the tool (T2, 66.7%; T3, 100%).

Responses to open-ended questions reinforced these find-
ings. The ONNs reported that the DDT helped them identify
parents’ needs (n = 3), better understand the parent’s situation
(n = 1), dedicate time to families (n = 3), offer support (n = 2),
and strengthen therapeutic relationships (n = 1). As one par-
ticipant noted: “[the DDT] enabled the detection of distress in par-
ents for whom it was less obvious.” Another shared: “[The DDT]
allowed me to create a bond with the parent and provide support
and a listening ear.”

Parents: Before the first use, most parents anticipated that
DDT would be helpful (T1, 72.2%). After the screening, they
confirmed its usefulness (T2, 76.5%; T3, 77%) and reported
feeling better cared for (T2, 100%; T3, 84.7%). Parents also
indicated that the DDT would (T1, 77.8%) and did (T2, 94.4%;
T3, 92.3%) strengthen their relationship with their ONN. The
majority also felt that the DDT offered support to parents (T1,
88.9%; T2, 100%; T3, 84.6%). Parents mentioned that the tool
identified their needs (T2, 77.8%; T3, 69.3%) and their distress
(T2, 77.7%; T3, 92.3%). Overall, a substantial majority appre-
ciated being offered the DDT by their ONN (T2, 94.4%; T3,
92.3%), perceived it as helpful for other parents of children
with cancer (T2, 95.5%; T3, 92.3%), and recommended its use
as part of standard care (T2, 94.4%; T3, 92.3%).

Qualitatively, more than half of the participants (n = 10)
expressed overall appreciation for the DDT. However, some
(n = 3) noted that certain questions could have been more pre-
cise, though they did not specify which ones. Most parents
emphasized that the DDT was a good tool for measuring dis-
tress: “It [the DDT] helps to “pinpoint distress.” Yet, one parent
highlighted a limitation: “The thermometer [of distress] is more
difficult because the level of distress often changes from one day to
another, so it is hard to say at the moment.”
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The majority of participants felt that DDT improved the qual-
ity of care they received enabling them to access support and
advice (n =13). As one parent explained: “[What I liked most was]
meeting the nurse in private and realizing that things were going
well in the end.” Another shared: “lwhat I liked most was] being
able to discuss what I was feeling with someone who ‘understood’
a little more about what I was going through.” Parents also indi-
cated that the DDT helped them target their distress, identify
unmet needs, and take time to reflect on themselves (n =10). As
expressed by a participant: “It makes us aware of our vulnerability.
We rarely have time to stop.” Another wrote: “[...] it allows us to see
more clearly where difficulties lie and to put words to our needs.”

Objective 2: Roles and competence of the nurse in the use of
the DDT

ONN : Participating ONNs reported that they had the knowl-
edge (T1, 2, & 3, 100%), skills (T1, 80%; T2, & 3, 100%), and
experience (T1, 80%; T2, & 3, 100%) required to use the DDT.
At different time points, 20% (T1), 66.7% (T2), and 50% (TI3) of
the ONNs felt that they were the best professionals to imple-
ment the DDT, even though the majority considered that they
had an adequate relationship with parents to do so (T1, 100%;
T2, 66.7%; T3, 100%).

Qualitatively, some ONNs (n = 2) suggested that the DDT
should be used by other professionals, particularly social work-
ers. For example, one ONN stated, “/The DDT] should be used
by the social workers as they are the main professionals for parents.”

Parents: Most parents felt that their ONN provided a clear
explanation of the tool and its use (T1, 94%; T2, 94.4%; T3,
84.6%). They also considered their ONN to be the best per-
son to administer the DDT (T1, 100%; T2, 88.2%; T3, 84.6%).
Parents consistently reported that their ONN had the neces-
sary knowledge (T2, 100%; T3, 92.3%) and skills (T2, 100%; T3,
84.6%) to use the tool. After reviewing the screening results
with their ONN, 88.9% (T2) and 84.6% (T3) of parents felt that
their concerns and questions had been addressed. Moreover,
88.9% (T2) and 76.9% (T3) reported that their ONN had
informed them about or suggested appropriate professional
services. Parents were also satisfied with how their ONN
administered the tool (T2, 88.9%; T3, 92.3%) and with their
ONN’s relational approach (T2, 94.5%; T3, 92.3%).

Qualitatively, although parents considered the ONNs com-
petent in administering the DDT, five mentioned that this
activity should be carried out by social workers. As one parent
explained: “It is good that it is them [the ONNs], but for us, maybe
some outside help would be better, for example a social worker.” In
addition, five parents reported that the DDT enabled them to
obtain a referral for psychosocial services.

Objective 3: Context and Resources of the Clinical
Environment

ONNs: Regarding organizational resources, all participat-
ing ONNs (T1, 2, & 3, 100%) reported that continuity of care
facilitated the use of the DDT. However, only a minority con-
sidered that the physical environment was optimal (T1, 20%;
T2, 33.3%; T3, 50%) and that they had sufficient space to
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administer the tool (T1, 40%; T2, 33.3%; T3, 0%). Similarly,
only 60% (T1), 33.3% (T2) and 50% (T3) felt confidentiality
could be respected during the process. Few ONNs mentioned
having the necessary time (T1, 20%; T2, 33.3%; T3, 50%) or
sufficient professional resources (T1, 20%; T2, 33.3%; T3,
50%) to use the tool effectively.

Qualitatively, ONNs unanimously highlighted the organi-
zational constraints that limited their practice, particularly the
lack of time, space, and professional resources. A lack of time
generated discomfort for some, who felt they could not dedicate
enough time to parents (n = 1). This situation could lead to guilt
about not being fully available to provide screening feedback
(n = 2), unease or worry about not being able to offer the nec-
essary support (n = 1), and even surprise when parents’ distress
was underestimated (n = 1). For example, one ONN mentioned:
“II felt] guilty for not having the time to take the whole situation and
listen.” Another noted: “[I was] surprised about the parent’s condi-
tion, and I was worried about being able to offer a helpful conversa-
tion, but eventually, as the discussion went on, this feeling diminished
and I was glad to have taken the time with the parent.”

Parents: Most parents mentioned that continuity of care
facilitated the use of DDT (T2, 88.9%; T3, 92.3%). Regarding
organizational resources, parents generally felt they had
enough time to complete the DDT (T2, 100%; T3, 92.3%) and
sufficient space to do so (T2, 94.4%; T3, 84.6%). Nevertheless,
fewer parents considered the physical environment optimal
(T2, 77.7%; T3, 69.3%). While most parents perceived confi-
dentiality during screening (T2, 88.9%; T3, 84.6%), this was
noticeably not unanimous.

The qualitative responses revealed that six participants
experienced organizational-based difficulties mainly related to
space, lack of confidentiality, and surrounding noise or distrac-
tions. As one explained: “It would be better to do it [the DDT]
when the parent/child are in a room [not in the waiting room].”
Another mentioned: “The ONN should address the DDT results
more confidentially, not with the child. It is sometimes difficult to
open up about certain subjects in front of the child.”

Regarding psychosocial resources, six parents mentioned
that the psychosocial services offered were sufficient. In con-
trast, nine considered them insufficient in either quantity
or quality, and five said they were either not being informed
about the services or that they were offered the information
too late. Illustrative comments included “I think that the ser-
vices offered are good and that we are well taken care of”; “In my
experience, there is a lack of follow-up. Initially, we were well taken
care of. Still, as time went on, we had less contact. We do not nec-
essarily have the time or the energy to contact the professional our-
selves given the number of things to deal with.”; “I thought the
services were just for the children. Very little psychological support
for parents. We are left to ourselves to find outside services.”

Finally, several parents expressed concern about the heavy
workload of ONNs and suggested that distress screening
should be delegated to other professionals. For example: “I
think it is one more task for the nurses”; “I find that nurse navi-
gators already have a lot on their plate and I think this will be one
more task for them, outside help, e.g., social workers or psychm olo-
gist could help us and the ONNs.”
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DISCUSSION

As described by Kazak et al. (2015), distress screening is
now considered a standard of care in psychosocial oncology.
McCarthy et al. (2016) further emphasized that identifying psy-
chosocial distress is essential to improving the quality of care.
However, few studies have examined the implementation of
screening tools in clinical practice from the users’ perspective.
The aim of this study was therefore to implement the DDT
with parents of children diagnosed with cancer and to explore
(1) its usefulness and overall appreciation; (2) the ONNs’ roles
(knowledge and relational skills); and (3) the availability of pro-
fessional, organizational, and time resources.

Our findings confirm that a large majority of ONNs and par-
ents considered the DDT useful. One parent highlighted that the
tool was valuable not only in times of distress but also when feel-
ing well, as it provided an opportunity for self-reflection. This
aligns with prior research showing that healthcare profession-
als, including nurses, consider psychosocial screening useful
(Absolom et al., 2011; Barrera et al., 2018; Kazak et al., 2017; Pierce
et al., 2017). In our study, both ONNs and parents stated that the
DDT contributed to better support for parents of children with
cancer. The ONNs valued the tool and believed in its potential
to assess parental distress, which is consistent with findings in
other studies related to psychosocial tools in oncology (Absolom
et al., 2011; Barrera et al., 2018; Kazak et al., 2017). Although
appreciation of the tool increased from T1 to T3 and benefits out-
weighed challenges, these results must be interpreted with cau-
tion given the small sample size and attrition among ONNSs. It is
possible that the two ONNs who completed the study perceived
greater usefulness, but this remains hypothetical and we cannot
establish whether these percentages represent the opinions of
the five ONNs who initially agreed to participate in the study.

From the parents’ perspective, the DDT fostered a sense of
being cared for and helped strengthen their relationship with
the ONN. Similar findings have been reported, where screen-
ing for distress was associated with improved communication
between the families/parents and professionals (Barrera et al.,
2018; Kazak et al., 2017). Interestingly, parents felt the DDT
was more beneficial for other parents (T2, 95.5%; T3, 92.3%)
than themselves (T2, 76.5%; T3, 77%). This may reflect lower
distress levels at the time of screening, suggesting that the
tool’s perceived usefulness varies according to phases of onco-
logical trajectory.

Previous research reported that professionals sometimes
feel unprepared to use distress screening tools, citing a lack
of knowledge or skills, leading to the perception that they are
not the best professionals to implement the tool (Barrera et al.,
2018; Kazak et al., 2017). Our findings suggest that ONNs felt
competent to administer the DDT. This may be attributed to
pre-use training and ongoing guidance from the super-user,
as well as the ONNs’ routine exposure to parents’ emotional
distress in their clinical roles. Indeed, ONNs may feel more
comfortable with distress since, in our centre, they plan, coor-
dinate, and deliver treatments. This leads them to develop a
close relationship with their parents and, thus, regularly deal
with emotional distress. As mentioned by Absolom et al.
(2011), nurses are routinely exposed to distress, and some

217



professionals on multidisciplinary teams tend to refer patients
to their nurses when distress is mentioned.

Parents felt that their needs and concerns had been
addressed following the screening feedback with their ONN.
These results align with McCarthy et al. (2016), notably
because detecting distress leads to positive benefits for the
family, including improved parental coping, emotional health,
and quality of life. Nevertheless, both ONNs and parents sug-
gested that social workers might be well-positioned to admin-
ister the DDT, given their central role in psychosocial support
for parents and the potential for providing more regular fol-
low-up during the cancer trajectory.

A consistent barrier identified was the lack of professional,
organizational, and time resources, which can actively con-
tribute to difficulties implementing and using DDT. While
all ONNs recognized continuity of care as a key factor, very
few reported having an adequate physical environment, suffi-
cient time, or enough professional resources to support sys-
tematic use of the DDT. Desjardins et al. (2020) noted that a
gap remains in the literature regarding organizational and
time constraints affecting the use of psychosocial tools. This
study adds to their statement by revealing that the physical
environment and lack of space are influential factors in tool
use. Over time, no ONNs felt they had access to appropriate
space for screening (T3, 0%), which compromised confiden-
tiality — an issue also raised by approximately 15% of parents.
Despite training emphasizing the need for private settings,
DDT administration often occurred in shared or non-confi-
dential spaces, sometimes in presence of the child. This find-
ing underscores the importance of dedicated private spaces
and staff to support distress screening.

Time pressure was another significant challenge, echoing
prior studies that identified workload as a primary barrier to
systematic screening (Absolom et al., 2011; Kazak et al., 2017).
Expanding oncology care, increased complexity of treatments,
and the lingering impact of the COVID-19 pandemic have con-
siderably increased nurses’ workload, leading them to suffer
psychological distress, compassion fatigue, and even burn-
out. Although ONNSs recognized that available professional
resources were sufficient to address issues raised by the DDT,
they simultaneously felt that access to such resources was lim-
ited and difficult. This paradox reflects what Absolom et al.
(2011) described: delays or difficulties in accessing resources
reduce professionals’ intentions to refer families. We also
agree with Kazak et al. (2017) who argue that the availability
of resources is directly linked to how screening is performed.
Barriers such as high workload, financial constraints, unclear
expectations, and the absence of psychosocial standards of care
further hinder systematic screening (Barrera et al., 2018).

REFERENCES

Absolom, K., Holch, P, Pini, S., Hill, K, Liu, A., Sharpe, M.,
Richardson, A., Velikova, G., NCRI COMPASS Supportive, &
Palliative Care Research Collaborative. (2011). The detection and
management of emotional distress in cancer patients: The views of
health-care professionals. Psycho-Oncology, 20(6), 601-608. https://
doi.org/10.1002/pon.1916

218

Taken together, these findings highlight the need for insti-
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CONCLUSION

This exploratory study highlights the perceived useful-
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unique opportunity for healthcare providers to maintain con-
tact with parents throughout the child’s treatment by period-
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have the necessary skills, many constraints exist and limit the
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