
Objective: Veterans who live with cancer need comprehensive 
care. The National Comprehensive Cancer Network and the 
American College of Surgeons Commission on Cancer guide-
lines recommend evaluating distress and providing appropriate 
follow-up to all patients with cancer. 
Methods: We created patient-centered, collaborative clinics to 
screen for and address cancer-related distress. Medical oncol-
ogists received education about available supportive services 
and instructions on how to make referrals. Participants com-
pleted the Coleman Supportive Oncology Collaborative screen-
ing questions. 
Results: Patients in this outpatient US Department of Veter-
ans Affairs medical oncology clinic were primarily older, Af-

rican American men. Most veterans screened positive for  
≥ 1 type of cancer-related distress. Patients screened for high 
levels of distress received in-person clinical follow-up for fur-
ther evaluation and to make immediate referrals to supportive 
care services. 
Conclusions: We evaluated patients’ needs, made referrals as 
needed, and helped bring care directly into the oncology clinic. 
Using a screening tool for cancer-related distress and managing 
distress with integrated psychosocial providers could improve 
care coordination and enhance patient-centered supportive on-
cology care, especially for high-risk patients. A full-time social 
worker was integrated into the medical oncology clinics based 
on our program’s success. 
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Veterans living with cancer need compre-
hensive assessment that includes sup-
portive psychosocial care. The National 

Comprehensive Cancer Network (NCCN) and 
American College of Surgeons Commission on 
Cancer require accredited cancer centers to 
evaluate psychosocial distress and provide ap-
propriate triage and treatment for all patients.1-3 
Implementing psychosocial distress screening 
can be difficult because of procedural barriers 
and time constraints, clinic and supportive care 
resources, and lack of knowledge about how to 
access supportive services. 

Distress screening protocols must be de-
signed to address the specific needs of 
each population. To improve screening for  
cancer-related distress, deliver effective sup-
portive services, and gain agreement on dis-
tress screening standards of care, the Coleman 
Foundation supported development of the 
Coleman Supportive Oncology Collaborative 
(CSOC), a project of 135 interdisciplinary health 
care professionals from 25 Chicago-area can-
cer care institutions.4

The Jesse Brown US Department of Vet-
erans Affairs (VA) Medical Center (JBVAMC) 
was chosen to assess cancer-related concerns 
among veterans using the CSOC screening tool 
and to improve access to supportive oncol-
ogy. JBVAMC provides care to approximately 
49,000 veterans in Chicago, Illinois, and north-
western Indiana. The JBVAMC patient popula-

tion includes a large number of veterans with 
dual diagnoses (co-occurring substance use 
and mental health disorders) and veterans ex-
periencing homelessness. 

Delivering integrated screening and oncologic 
care that is culture and age appropriate is partic-
ularly important for veterans given their unique 
risk factors. The veteran population is considered 
vulnerable in terms of health status, psychologi-
cal functioning, and social context. Veterans who 
use the VA health system as a principal source of 
care have poorer health, greater comorbid medi-
cal conditions, and an increased risk of mortality 
and suicide compared with the general popula-
tion.5,6 Poorer health status in veterans also may 
relate to old age, low income, poor education, 
psychological health, and minority race.7-9  

Past studies point to unique risk fac-
tors for cancer and poor cancer adjustment 
among veterans, which may complicate can-
cer treatment and end-of-life/survivorship care. 
Veteran-specific risk factors include military-
related exposures, particularly Agent Orange 
and morbidity/mortality secondary to comor-
bid medical and psychiatric conditions (eg, 
chronic obstructive pulmonary disease, diabe-
tes mellitus, and posttraumatic stress disor-
der [PTSD]).10-12 Moreover, the geriatric veteran 
population continues to grow, with increas-
ing rates of cancer that require unique consid-
erations for effective cancer care.13,14 Despite 
this, there are minimal data to inform best  
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practices and supportive care approaches for 
veterans with cancer. Lack of guidelines spe-
cific to veterans and other populations with 
increased psychosocial challenges may im-
pede successful cancer care, making distress 
screening procedures particularly important. 
This is especially the case for the JBVAMC, 
which serves primarily African American urban-
dwelling veterans who experience high rates of 
cancer disparities, including increased rates of 
mortality and increased levels of psychosocial 
distress.15,16

The goals of this program were to (1) examine 
levels of psychological, physical, financial, and 
treatment-related distress in a large sample of  
urban-dwelling veterans; (2) create a streamlined, 
sustainable process to screen a large number of 
veterans receiving cancer care in the outpatient 
setting and connect them with available sup-
portive services; and (3) educate oncology 
physicians, nurses, and other staff about cancer-
related distress and concerns using in-service 
trainings and interpersonal interactions to im-
prove patient care. Our program was based on a 
Primary Care Mental Health Integration (PCMHI) 
model that embeds health psychologists in gen-
eral medical clinics to better reach veterans deal-
ing with mental health issues. We tailored for 
palliative care involvement. 

Studies of this model have shown that men-
tal health integration improves access to men-
tal health services and mental health treatment 
outcomes and has higher patient and pro-
vider satisfaction.17 We were also influenced 
by the construct of the patient aligned care 
team (PACT) social worker who, in this veteran- 
centered approach, often functions as a care 
coordinator. Social work responsibilities include 
assessment of patients’ stressors including ad-
justing to the medical conditions, identifying 
untreated or undertreated mental health or sub-
stance abuse issues, economic instability, legal 
problems, and inadequate housing and trans-
portation, which can often be exacerbated dur-
ing cancer treatment.18 

We screened for distress-related needs that in-
cluded mental health concerns, physical needs 
including uncontrolled symptoms or adverse ef-
fects of cancer treatment, physical function com-
plaints (eg, pain and fatigue), nutrition concerns, 
treatment or care related concerns, family and 
caregiver needs, along with financial challenges 
(housing and food) and insurance-related sup-
port. The goal of this article is to describe the de-

velopment and implementation of this VA-specific 
distress screening program and reflect on the les-
sons learned for the application of streamlined 
distress screening and triage in similar settings 
throughout the VA health system and other simi-
lar settings. 

METHODS
This institutional review board at JBVAMC re-
viewed and exempted this quality improvement 
program using the SQUIRE framework.19 It was 
led by a group of palliative care clinicians, psy-
chologists, and administrators who have worked 
with the oncology service for many years, pri-
marily in the care of hospitalized patients. Com-
mon palliative care services include providing 
care for patients with serious illness diagnosis 
through the illness trajectory.

Setting
At the start of this program, we assessed the 
current clinic workflow to determine how to 
best screen and assist veterans experiencing 
distress. We met with team members individu-
ally to identify the best method of clinic integra-
tion, including attending medical oncologists, 
medical oncology fellows, psychology interns, 
oncology nursing staff, the oncology nurse co-
ordinator, and clinic clerks.  

TABLE 1 Patient Demographics
Characteristics Results

Age, mean [range] (SD), y 71.8 [36-99] (9.5) 

Sex, male, No. (%) 556 (96.3)

Cancer diagnosis, No. (%)a
      Lung
      Prostate
      Breast 
      Multiple myeloma
      Ear, nose, and throat
      Lymphoma
      Leukemia
      Colorectal
      Gastric
      Pancreatic

 
125 (21.3)
97 (16.6)
56 (9.6)
47 (8.0)
33 (5.6)
33 (5.6)
29 (4.9)
27 (4.6)
24 (4.1)
17 (2.9)

Cancer stage, No. (%) 
      I
      II
      III  
      IV

 
54 (9.2)
45 (7.7)
74 (12.6)
197 (33.6)

Race, No. (%)
      African American
      White
      Other

 
412 (70.3)
137 (23.4)

9 (1.5)

aOther cancer diagnoses included, No. (%): urinary 12(2.0); hepatocellular 11 (1.9); 
melanoma 4 (0.7); renal 19 (3.2); other 43 (7.3); and thyroid 1 (0.2).
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The JBVAMC provides cancer care through 
4 half-day medical hematology-oncology clin-
ics that serve about 50 patients per half-day 
clinic. The clinics are staffed by hematology- 
oncology fellows supervised by hematology- 
oncology attending physicians, who are affiliated 
with 2 academic medical centers. These clin-
ics are staffed by 3 registered nurses (RNs) and 
a licensed practical nurse (LPN) and are adjacent 
to a chemotherapy infusion clinic with unique 
nursing staff. The JBVAMC also provides a vari-
ety of supportive care services, including exten-
sive mental health and substance use treatment, 
physical and occupational therapy, acupuncture, 
nutrition, social work, and housing services. Fol-
lowing our assessment, it was evident that there 
were a low number of referrals from oncology 
clinics to supportive care services, mostly due to 
lack of knowledge of resources and unclear re-
ferral procedures. 

Based on clinical volume, we determined 
that our screening program could best be imple-
mented through a stepped approach beginning 
in one clinic and expanding thereafter. We began 
by having a palliative care physician and health 
psychology intern embedded in 1 weekly half-
day clinic and a health psychology intern em-
bedded in a second weekly half-day clinic. Our 
program included 2 health psychology interns 
(for each academic year of the program) who 
were supervised by a JBVA health psychologist.  

About 15 months after successful integra-
tion within the first 2 half-day clinics, we ex-
panded the screening program to staff an 
additional half-day medical oncology clinic 
with a palliative care APRN. This allowed us 
to expand the screening tool distribution and 
collection to 3 of 4 of the weekly half-day on-
cology clinics as well as to meet individually 
with veterans experiencing high levels of dis-
tress. Veterans were flagged as having high 
distress levels by either the results of their 
completed screening tool or by referral from a 
medical oncology physician. We initially estab-
lished screening in clinics that were sufficiently 
staffed to ensure that screens were appropri-
ately distributed and reviewed. Patients seen 
in nonparticipating clinics were referred to out-
patient social work, mental health and/or out-
patient palliative care according to oncology 
fellows’ clinical assessments of the patient. 
All oncology fellows received education about 
distress screening and methods for referring 
to supportive care. Our clinic screening pro-

gram extended from February 2017 through 
January 2020. 

Screening
Program staff screened patients with new can-
cer diagnoses, then identified patients for follow-
up screens. This tracking allowed staff to identify 
patients with oncology appointments that day 
and cross-reference patients needing a follow-
up screen.

Following feedback from the clinic nurses, 
we determined that nurses would provide the 
distress tool to patients in paper form after 
they completed their assessment of vitals and 
waited to be seen by their medical oncolo-
gist. The patient would then deliver their com-
pleted form to the nurse who would combine 
it with the patient’s clinic notes for the oncolo-
gist to review. Veterans who reported elevated 
4-question Patient Health Questionnaire (PHQ-
4) scores ≥ 6 were seen immediately by pro-
gram staff. Veterans were referred to social 
work or psychiatry services for a same day visit 
if they endorsed a high level of psychological 
distress during clinical examination. They were 
referred for other supportive care services if 
they were determined to have practical, fam-
ily, or nutrition unmet distress needs by either 
the program staff or oncology fellows. Program 
staff provided guidance to medical oncology 
fellows for needed referrals including social 
work, mental health, and palliative care follow 
ups (eAppendix A available at doi:10.12788 
/fp.0158). 

Veterans referred for supportive care services 
were contacted by the relevant clinical admin-
istrator by phone to schedule an intake; for so-
cial work referrals, patients were either seen in a 
walk-in office located in a colocated building or 
contacted by a social worker by phone. 

Our screening tool was the Coleman Founda-
tion Supportive Oncology Collaborative Screen-
ing Tool, compiled from validated instruments. 
Patients completed this screening tool, which in-
cludes the PHQ-4, NCCN problem list concerns, 
adapted Mini Nutrition Assessment and PROMIS 
Pain and Fatigue measure (eAppendix B avail-
able at doi:10.12788/fp.0158).20-22 

We also worked with the VA Computer-
ized Patient Record System (CPRS) to create 
an electronic template for the screening tool. 
Completed screening tools were manually en-
tered by the physician, psychologists, or APRN 
into the CPRS chart. 
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We analyzed the different supportive care 
services available at the JBVAMC and noticed 
that many supportive services were available, 
yet these services were often separated. There-
fore, we created a consult flowsheet to assist on-
cologists in placing referrals. These supportive 
care services include mental health services, a 
cancer support group, home health care, social 
services, nutrition, physical medicine and rehabil-
itation, and other specialty services. 

Patient Education
The psychology and nursing staff created a pa-
tient information bulletin board where patients 
could access information about supportive ser-
vices available at JBVAMC. This board required 
frequent replenishment of handouts because 
patients consulted the board regularly. Hand-
outs and folders about common clinical issues 
also were placed in the clinic treatment rooms. 
We partnered with 2 local cancer support cen-
ters, Gilda’s Club and the Cancer Support Cen-
ter, to make referrals for family members and/
or caregivers who would benefit from additional 
support.

We provided in-service trainings for oncol-
ogy fellows, including trainings on PTSD and 
substance abuse and their relationship to can-
cer care at the VA. These topics were chosen 
based on the feedback program staff received 
about perceived knowledge gaps from the on-
cology fellows. This program allowed for multi-
ple informal conversations between that program 
staff and oncology fellows about overall patient 
care. We held trainings with the cancer coordina-
tor and clinical nursing staff on strategies to iden-
tify and follow-up on cancer-related distress, and 
with oncology fellows to review the importance 
of distress screening and to instruct fellows on 
instructions for the consult flowsheet. 

Funding
This program was funded by the Chicago-
based Coleman Foundation as part of the 
CSOC. Funding was used to support a por-
tion of time for administrative and clinical work 
of program staff, as well as data collection and 
analysis.

RESULTS
We established 3 half-day integrated clinics 
where patients were screened and referred for 
services based on supportive oncology needs. 
In addition to our primary activities to screen 

TABLE 2 Prevalence of Supportive Care Needs
Types of Supportive Care Results

Practical concerns, No. (%)a,1

Child care
Paying for food 
Paying for housing
Transportation
Work/school
Insurance coverage
Paying for medical care
Living alone

11 (1.9)
57 (9.7)
61 (10.4)
109 (18.6)

27 (4.6)
70 (11.9)
53 (9.0)

164 (28.0)

Self-care, No. (%)a

Confined to bed
Help with chores 
Help with errands

 
97 (16.6)
119 (20.3)
126 (21.5)

Family concerns, No. (%)a

Concerns about children
Concerns about partner
Concern about caregiver
Ability to have children
Concerns about other family issues

120 (20.5)
65 (11.1)
85 (14.5)
61 (10.4)
20 (3.4)

120 (20.5)

Physical concerns, No. (%)a

Breathing
Constipation 
Diarrhea 
Fever 
Nausea and vomiting
Sleep
Changes in urination
Difficulty chewing
Mouth sore
Dry mouth
Dental/teeth
Cough
Swollen arm or leg
Feeling full
Sex intimacy
Dry skin
Tingling in hands and feet
Appearance
Tobacco/cigarettes/vaping
Alcohol/drugs 
Difficulty concentrating 
Difficulty remembering 
Difficulty finding words
Other 

160 (27.3)
143 (24.4)
88 (15.0)
21 (3.6)
68 (11.6)
239 (40.8)
114 (19.5)
77 (13.1)
28 (4.8)

179 (30.5)
151 (25.8)
101 (17.2)
140 (23.9)
92 (15.7)
161 (27.5) 
162 (27.6)
207 (35.3)
66 (11.3)
64 (10.9)
35 (6.0)

108 (18.4)
178 (30.4)
86 (14.7)
23 (3.9)

Nutrition, No. (%)b

Weight loss/lack of appetite
Weight gain
Issues with taste
Concern about nutritious food

180 (30.7)
118 (20.1)
112 (19.1)
131 (22.4)

Treatment or care concerns, No. (%)b

Diagnosis/stage
Prognosis
Treatment options 
Discussion other (combine option and medical care 2 variables) 

395 (67.4)
418 (71.3)
323 (55.1)
189 (32.3)

Pain score, mean (SD)c 7.3 (3.5)

Fatigue score, mean (SD)c 9.4 (4.6) 
aBased on Patient Screening Questions for Supportive Care and include the National 
Comprehensive Cancer Network Guidelines for Distress Management Needs Assessment 
Problem list; scored with binary responses (0 or 1) clarifying presence of symptoms. 
bMini Nutrition Assessment short-form and Treatment or Care Concerns scale binary 
response options (0 or 1). 
cPROMIS National Institute of Health Pain and Fatigue 4-item measures (0-5 scale).
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and refer veterans, we held multiple educa-
tional sessions for colleagues, developed a 
workflow template, and integrated patient edu-
cation materials into the clinics. 

Screening
Veterans completed 1010 distress screens in  
3 of 4 half-day oncology clinics over the  
2.5-year project period. Veterans were 
screened at init ial diagnosis and every  
3 months, or during changes in their clinical 
care or disease status. As a result, 579 patients 
completed screening, with some patients doing 
several follow-up screens during their care. In-
tegration of palliative care providers and health 
psychologists was instrumental in facilitating 
screening in these busy general medical on-
cology clinics. Most veterans were receptive to 
completing surveys with few refusing to fill out 
the survey.23 Medical oncology fellows often 
used the completed screener to inform their 
review of systems (by reviewing the Coleman 
screener Physical and Other Concerns sec-
tion) and connect with the supportive care staff 
present in clinic for patient’s identifying severe 
needs (ie, mental health distress or complex 
psychosocial needs). Veterans’ rates of distress 
needs and successful outcomes of integration 
with mental health and social work services 
have been reported elsewhere.23 

The mean (SD) age for veterans in this cohort 
was 72 (9.5) years. Participants were primarily Af-
rican American veterans (70%), with mostly ad-
vanced disease (Table 1). Participants endorsed 
elevated distress needs compared with other pa-
tient populations screened in Chicago through 

the CSOC for depressed mood, pain, housing, 
transportation, and physical, nutrition, and treat-
ment concerns.23 Elevated presence of needs 
was especially prominent for food, housing and 
insurance/medical needs; physical concerns; nu-
trition, and treatment- or care-related concerns. 
Veterans in this cohort reported extensive finan-
cial and housing concerns: 10.4% reported food 
and housing concerns, 18.6% reported transpor-
tation concerns, and 9.0% reported issues pay-
ing for medical care or medications (Table 2).20 
Anecdotally, many experienced job loss or strain 
with their cancer diagnosis or were living at the 
poverty level before their diagnosis. 

Social work referrals were often triggered due 
to transportation barriers to appointments/med-
ication access, and food and/or housing inse-
curity. Social workers assisted with referrals for 
housing, transportation, financial reimbursement, 
on-site or community-based food banks, home 
health support, familial support, and hospice ser-
vices. Social work consults increased 166% from 
2016 (the year before the program start date) to 
the end of 2019.    

Based on this increased volume of referrals for 
social work in our oncology clinics, an oncology-
specific social worker was hired at the completion 
of our program to be based in all 4 half-day on-
cology clinics in response to results of our qual-
ity improvement intervention. The social worker 
currently sees all patients with a new cancer di-
agnosis and supports oncology fellows to identify 
veterans needing a palliative care referral or refer-
rals to other supportive services. 

Throughout program implementation, tra-
ditional areas of palliative care focus were 
particularly important as veterans reported sig-
nificant concerns with understanding their illness 
(67.4%), wanting to understand their prognosis 
(71.3%), and having questions about their treat-
ment options (55.1%).20 The palliative care pro-
viders spent time educating patients about their 
disease, coordinating goals of care conversa-
tions, promoting patients’ engagement in de-
cision making, and making a large number of 
referrals to hospice and home health to support 
veterans at home. 

DISCUSSION 
This project created a successful program to 
screen veterans for psychosocial distress and 
triage them to appropriate services. During the 
project, patients in VA-outpatient oncology clin-
ics reported significant cancer-related distress 

TABLE 3 Successes and Barriers in a Veteran-Specific 
Distress Screening Implementation Program
Successes
•  Established integrated care clinic with oncology, palliative care, psychology, and 

social work
•  Created educational materials for patients in clinic lobby and rooms and infusion 

suites
•  Created flow chart of available clinical services with instructions on referrals
•  Increased patient referrals to supportive services with high rates of referrals to 

social work for financial/housing support, hospice, home health, and mental 
health care

•  Partnered with private groups that provided art therapy and other supportive 
services, which was available to family and caregivers   

Barriers
•  Medical oncology fellows had primary training off-site, had limited experience 

with the US Department of Veterans Affairs, and were unfamiliar with referring to 
supportive services

•  Lack of education of available supportive services that were available separately
•  Electronic health record system limited ability to track patients referred to  

supportive services 
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due to baseline psychosocial needs, changes 
in emotional and physical functioning, logisti-
cal and financial challenges of receiving cancer 
care, and lack of instrumental support.23

Staff education supported successful buy-in, 
development and implementation of supportive 
oncology programs. We used a combination of 
in-service trainings, online trainings, and hand-
outs to provide evidence for distress screening.24 
Highlighting the evidence-base that demon-
strates how cancer-related distress screen-
ing improves cancer and quality of life outcomes 
helped to address physician reluctance to ac-
cept the additional requirements needed to ad-
dress veterans’ psychosocial needs and care 
concerns. To increase buy-in and collaboration 
among team members and foster heightened 
understanding between providers and patients, 
we recommend creating accessible education 
for all staff levels.  

One specific area of education we focused 
on was primary palliative care, which includes 
the core competencies of communication and 
symptom management recommended for gener-
alists and specialists of all disciplines.25 Program 
staff supported oncology fellows in developing 
their primary palliative care skills by being avail-
able to discuss basic symptom management 
and communication issues. VA cancer care pro-
grams could benefit from ongoing palliative care 
education of oncology staff to facilitate primary 
palliative care as well as earlier integration of 
secondary palliative care when needed.26 Sec-
ondary palliative care or care provided directly 
by the palliative care team assists with complex 
symptom management or communication is-
sues. For these needs, oncology fellows were 
encouraged to refer to either the palliative care 
staff available in one of the half-day clinics or to 
the outpatient palliative care clinic. As a unique 
strength, the VA allows veterans to receive con-
current cancer-directed therapy and hospice 
care, which enables earlier referrals to hospice 
care and higher quality end-of-life care and em-
phasizes the need for primary palliative care in 
oncology.27,28

Integrating supportive oncology team mem-
bers, such as licensed clinical social worker and 
psychology interns, was successful. This was 
modeled on the VA PACT, which focuses on 
prevention, health promotion, coordination and 
chronic disease management.29 Social determi-
nants of health have a major impact on health 
outcomes especially in veteran-specific and Afri-

can American populations, making screening for 
distress critical.30-32 The VA Office of Health Eq-
uity actively addresses health inequities by sup-
porting initiation of screening programs for social 
determinants of health, including education, em-
ployment, exposure to abuse and violence, food 
insecurity, housing instability, legal needs, social 
isolation, transportation needs, and utility needs. 
This is especially needed for African-American 
individuals who are not only more likely to experi-
ence cancer, but also more likely to be negatively 
impacted by the consequences of cancer diag-
nosis/treatment, such as complications related 
to one’s job security, access to care, adverse ef-
fects, and other highly distressing needs.33,34 

Our program found that veterans with can-
cer often had concerns associated with food 
and housing insecurity, transportation and pay-
ing for medication or medical care, and screen-
ing allowed health care providers to detect and 
address these social determinants of health 
through referrals to VA and community-specific 
programs. Social workers integrated into VA can-
cer clinics are uniquely equipped to coordinate 
distress screening and support continuity of care 
by virtue of their training, connections to preex-
isting VA supportive services, and knowledge 
of community resources. This model could be 
used in other VA specialty clinics serving veter-
ans with chronic illness and those with high lev-
els of physical frailty.35  

Our ability to roll out distress screening was 
scaffolded by technological integration into ex-
isting VA systems (eg, screening results in CPRS 
and electronic referrals). Screening procedures 
could have been even more efficient with im-
proved technology (Table 3). For example, tech-
nological limitations made it challenging to easily 
identify patients due for screening, requiring a 
cumbersome process of tracking, collecting and 
entering patients’ paper forms. Health care pro-
viders seeking to develop a distress screening 
program should consider investing in technology 
that allows for identification of patients requir-
ing screening at a predetermined interval, com-
pletion of screening via tablet or personal device, 
integration of screening responses into the elec-
tronic health record, and automatic generation of 
notifications to the treating physician and appro-
priate support services. 

We also established partnerships with com-
munity cancer support groups to offer both re-
ferral pathways and in-house programming. 
Veterans’ cancer care programs could benefit 
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from identifying and securing community part-
nerships to capitalize on readily available low-
cost or no-cost options for supportive oncology 
in the community. Further, as was the case in our 
program, cancer support centers may be willing 
to collaborate with VA hospitals to provide ser-
vices on site (eg, support groups, art therapy). 
This would extend the reach of these supportive 
services while allowing VA employees to address 
the extensive psychosocial needs of individual 
veterans. 

CONCLUSIONS
Veterans with cancer benefited from enhanced 
screening and psychosocial service availability, 
similar to a PCMHI model. Robust screening 
programs helped advocate for veterans deal-
ing with the effects of poverty through iden-
tification of need and referral to existing VA 
programs and services quickly and efficiently. 
Providing comprehensive care within ambula-
tory cancer clinics can address cancer-related 
distress and any potential barriers to care in 
real time. VA hospitals typically offer an array of 
supportive services to address veterans’ psy-
chosocial needs, yet these services tend to be 
siloed. Integrated referrals can help to resolve 
such access barriers. Since many veterans with 
burdensome cancers are not able to see their 
VA primary care physician regularly, offering 
comprehensive care within medical oncology 
ensures complete and integrated care that in-
cludes psychosocial screening. 

We believe that this program is an exam-
ple of a mechanism for oncologists and pal-
liative care clinicians to integrate their care in 
a way that identifies needs and triages ser-
vices for vulnerable veterans. As colleagues 
have written, “it is fundamental to our com-
mitment to veterans that we ensure compara-
ble, high quality care regardless of a veteran’s 
gender, race, or where they live.”34 Health care 
providers may underestimate the extensive 
change a cancer diagnosis can have on a pa-
tient’s quality of life. Cancer diagnosis and 
treatment have a large impact on all individ-
uals, but this impact may be greater for in-
dividuals in poverty due to inability to work 
from home, inflexible work hours, and lim-
ited support structures. By creating screen-
ing programs with psychosocial integration in 
oncology clinics such as we have described, 
we hope to improve access to more equitable 
care for vulnerable veterans.  
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