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Abstract

Objective: Many distressed cancer patients do not want or, finally, do not use psy-

chological support. This study aimed at identifying factors associated with the decline

of psychological support during hospital stay.

Methods: This cross‐sectional study included inpatients with different cancer diag-

noses. Distress was assessed using the short form of the Questionnaire on Stress in

Cancer Patients‐Revised (QSC‐R10) and the Distress Thermometer (DT). Multivari-

able logistic regression was used to identify factors associated with decline.

Results: Of 925 patients, 71.6% (n = 662) declined psychological support. Male sex

(OR = 2.54, 95% CI = 1.69‐3.80), low psychosocial distress (OR = 3.76, CI = 2.50‐

5.67), not feeling depressed (OR = 1.93, CI = 1.24‐2.99), perceived overload

(OR = 3.37, CI = 2.19‐5.20), no previous psychological treatment (OR = 1.88, CI = 1.25‐

2.83), and feeling well informed about psychological support (OR = 1.66, CI = 1.11‐

2.46) were associated with decline. Among the patients who indicated clinical distress

(46.2%), 53.9% declined psychological support. Male sex (OR = 2.96, CI = 1.71‐5.12),

not feeling depressed (OR = 1.87, CI = 1.12‐3.14), perceived overload (OR = 5.37,

CI = 3.07‐9.37), agreeableness (OR = 0.70, CI = 0.51‐0.95), and feeling well informed

about psychological support (OR = 1.81, CI = 1.07‐3.07) were uniquely associated

with decline in this subgroup.

Conclusions: Decline of psychological support is primarily due to psychological fac-

tors. Feeling well informed about support emerged as a relevant factor associated

with decline. Thus, design of informational material and education about available

psychological services seem crucial.
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -
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1 | BACKGROUND

A persistent issue in psycho‐oncological care of patients with cancer is

how to define indication for psychological support. This can be accom-

plished by expert ratings1 or by patient self‐report on distress or per-

ceived need.2,3 Typically, expert rating of distress, patient‐reported

level of psychosocial distress, and patient‐reported perceived need cor-

relate only weakly.3,4 The German Clinical Practice Guideline for

Psycho‐Oncology,5 thus, recommends to screen for psychosocial dis-

tress and to assess the subjective desire for psychological support.

Research shows that up to 52% of cancer patients indicate clinical

levels of psychosocial distress.6,7 Moreover, about one‐third suffers

from a mental disorder.8,9 However, when psychological support is

offered, more than half of the distressed cancer patients do not want

or, finally, do not use psychological support.10,11,13 These results sug-

gest that the mere presence of elevated psychosocial distress does not

drive patients to access psychological support. In addition, the subjec-

tive evaluation concerning the need and adequacy of psychological

support has to be taken into account.3

Studies on the subjective perspective of psychological support use

have applied various concepts like subjective need, desire, or intent to

use support. Female sex, younger age, and higher education were

found to be associated with more needs, whereas living with a partner

and being married were associated with fewer needs.14 Merckaert

et al15 found an association between increased desire for support

and younger age and female sex. Baker‐Glenn et al10 reported associ-

ations with distress, anxiety, and depression. Furthermore, they iden-

tified subjective reasons for not using psychological support:

“receiving informal help elsewhere” and a “preference to manage on

one's own” were the most common reasons for declining professional

support among distressed patients. Studies examining the future

intent to use psycho‐oncological services suggest that subjective

norms and outcome expectations and attitudes towards help seek-

ing16 and mental health literacy represent relevant factors.17

Past research on the acceptance and decline of psychological

support is characterized by the inclusion of different services, het-

erogeneity of samples, and variability of settings. Furthermore,

large‐scale studies that investigate a wide range of variables possibly
associated with desire for psychological support are currently

lacking.

Therefore, we investigated sociodemographic, clinical, and psycho-

logical factors and their association with the decline of psychological

support in hospitalized patients with cancer.
2 | METHODS

A cross‐sectional study was conducted in the two university hospitals

of the Comprehensive Cancer Center Munich (CCC Munich), Ger-

many. Local ethic committees approved the study (file numbers:

238/16S; 402‐16). Participating departments at both hospitals

were the departments for gynecology, urology, and radiation

oncology.

2.1 | Participants and setting

Eligible participants were adult (greater than or equal to 18 years)

German‐speaking inpatients with a verified diagnosis of a malignant

tumor. Exclusion criteria were physical, mental, or verbal impairments

(clinical assessment by the treating physician) that interfered with the

ability to give informed consent and to fill out the self‐report

questionnaire.

The study took place in the context of routine clinical care. In Ger-

many, it is mandatory for a certified cancer center to provide a

psycho‐oncology service. In both university hospitals of the CCC

Munich, patients are referred to the psycho‐oncological service either

by exceeding the cut‐off for clinical distress on the distress screening

measure or by ticking the box indicating a subjective need (regardless

of the score on the distress screening). In addition, the treating physi-

cian refers the patient to the psycho‐oncological service if she notices

a need for clinical assessment or supportive care (regardless of the dis-

tress screening).
2.2 | Study procedure

An algorithm within the patient data base was implemented to identify

all inpatients with a verified tumor diagnosis in the recruiting
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departments. A list was provided daily in order to document new

admissions. Undergraduate students contacted the treating oncolo-

gists to exclude any contraindication for participation. Eligible patients

were informed about the study. Those who agreed to participate

signed an informed consent sheet. The questionnaire set was handed

out to the patient for completion; sets were returned during hospital

stay. The data collection took place between 01.08.2016 and

01.10.2017.
2.3 | Measures

2.3.1 | Sociodemographic characteristics and clinical
data

The following sociodemographic characteristics were assessed: age,

sex, marital status, children, education, and work situation. Clinical

data were assessed by patients' self‐report and comprised tumor

entity, date of initial diagnosis, disease status, metastases, and current

treatment. Furthermore, patients rated their current physical condition

using a visual analogue scale (1 = “excellent” to 10 = “very poor”).

2.3.2 | Psychosocial distress

Psychosocial distress was assessed with two self‐reporting question-

naires that are implemented as routine screening measures in the

two hospitals of the CCCM: the Questionnaire on Stress in Cancer

Patients‐Revised (QSC‐R10)18 that is routinely used in one of the

two university hospitals and the Distress Thermometer (DT)19 that is

used in the other one.

The QSC‐R10 consists of 10 items. Patients answer whether or

not each problem applies to them and—if it does—how distressed they

feel (0 = “the problem does not apply to me”, 5 = “the problem does

apply and causes severe distress”). A cutoff ≥ 15 indicates clinical dis-

tress (Cronbach's alpha in the current sample: α = .87).

The DT assesses distress using a visual analogue scale from 0 (“no

distress“) to 10 (“extreme distress“). A cutoff ≥ 6 indicates clinically

significant distress, based on previous research.3,20

2.3.3 | Psychological characteristics

Attitudes towards psychological support

Attitudes towards psychological support were assessed with state-

ments pertaining to perceived overload, outcome expectations, and

stigmatization.
Perceived overload:
 (a) An additional appointment with a

psychologist/psycho‐oncologist would be

too demanding, as I am very busy undergo-

ing medical treatments. (b) My physical

condition is currently too poor for an

appointment with a psychologist/psycho‐

oncologist.
Outcome expectations:
 (a) I can well imagine that talking to a

psychologist/psycho‐oncologist might help
me in coping with my cancer. (b) I am afraid

that I could feel worse after a conversation

with a psychologist/psycho‐oncologist.
Stigmatization:
 (a) I am concerned about social disadvan-

tage in my private sphere when talking to

a psychologist/psycho‐oncologist. (b) I am

concerned about being considered men-

tally ill if I talk to a psychologist/psycho‐

oncologist.
Participants indicated on a 5‐point Likert scale to what extend they

agree (1 = “totally disagree” to 5 = “totally agree”). The responses were

categorized as “agree” (4, 5) and “disagree” (1, 2, 3).

Depressive symptoms

The ultrashort version of the Patient Health Questionnaire (PHQ‐

2),21,22 which consists of two items assessing depressive symptoms

over the past 2 weeks was used. The items are scored from 0 (“not

at all”) to 3 (“nearly every day”). Cronbach's alpha in the current sample

was α = .73. A sum score ≥ 3 indicates clinical depression. For use in

the logistic regression, we classified patients as below or above the

cutoff.

Self‐efficacy

The short form of the German version of the General Self‐Efficacy

Scale (ASKU)23 consists of three items, which are rated on a 5‐point

scale from 1 (“does not apply at all”) to 5 (“applies completely”). A

higher mean score indicates higher self‐efficacy (Cronbach's alpha in

the current sample: α = .89).

Personality

According to the Five‐Factor Model of Personality, personality traits

were measured using the short form of the Big Five Inventory (BFI‐

10).24 The questionnaire consists of 10 items that measure extraver-

sion, agreeableness, conscientiousness, neuroticism, and openness.24

Higher scores suggest stronger manifestations of each of the person-

ality traits.

Social support

Social support was assessed with one item asking for the presence of

a confidant relationship (response options were “yes” and “no”).

Information about psychological support and previous use of

psychological treatments

Information about psychological support was assessed with the item

“Do you feel well informed about the psychological support offered

in this hospital?” Response options were “yes” and “no.” We further

asked patients about previous uptake of psychological treatments

(“Have you ever been in psychological treatment?”). Here, response

options were “yes, due to my cancer.” “Yes, because of other prob-

lems” and “no.” The answers were categorized in “yes” and “no.”



FIGURE 1 Study flowchart

TABLE 1 Sociodemographic, clinical and psychological variables of the study participants (N = 925), subgroups of patients who expressed a
desire for support (non‐decliners) or declined support (decliners)

Total Sample Non‐decliners Decliners

Sociodemographic variables M SD Mean SD Mean SD P

Age (n = 923) 62.1 11.9 59.6 12.3 63.0 11.6 <.001

n % n % n % P

925 100 263 28.4 662 71.6

Sex (n = 925)

Female 446 48.2 172 38.6 274 61.4

Male 479 51.8 91 19.0 388 81.0 <.001

Age group (n = 923)

≤50 155 16.8 61 39.4 94 60.6

51 to 65 381 41.3 107 28.1 274 71.9

66 to 75 275 29.8 73 26.5 202 73.5

76 and older 112 12.1 21 18.8 91 81.3 .002

Marital status (n = 923)

Single 105 11.4 28 26.7 77 73.3

Married/living with partner 642 69.6 168 26.2 474 73.8

(Continues)
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TABLE 1 (Continued)

Total Sample Non‐decliners Decliners

Sociodemographic variables M SD Mean SD Mean SD P

Divorced/separated 103 11.2 39 37.9 64 62.1

Widowed 73 7.9 26 35.6 47 64.4 .043

Education level (n = 915)

None/elementary school 230 25.2 64 27.8 166 72.2

Junior high 249 27.2 72 28.9 177 71.1

High school 117 12.8 29 24.8 88 75.2

Graduated 294 32.1 84 28.6 210 71.4

Other 25 2.7 11 44.0 14 56.0 .431

Work situation (n = 923)

Employed 385 41.7 115 29.9 270 70.1

Unemployed 30 3.3 10 33.3 20 66.7

Retired 445 48.2 113 25.4 332 74.6

Homemaker 45 4.9 17 37.8 28 62.2

Other 18 1.9 6 33.3 12 66.7 .296

Clinical variables n % n % n % P

Disease condition (n = 899)

First occurrence 657 73.1 187 28.5 470 71.5

Recurrence 127 14.1 41 32.3 86 67.7

Second tumor 87 9.7 25 28.7 62 71.3

Unknowna 28 3.1 6 21.4 22 78.6 .675

Entities (n = 919)

Brain 34 3.7 11 32.4 23 67.6

Head and neck 62 6.7 19 30.6 43 69.4

Gastrointestinal 30 3.3 10 33.3 20 66.7

Breast 162 17.6 50 30.9 112 69.1

Female reproductive organs 89 9.7 39 43.8 50 56.2

Kidney/urinary passages/bladder 109 11.9 24 22.0 85 78.0

Prostata 242 26.3 37 15.3 205 84.7

Testicles 7 0.8 1 14.3 6 85.7

Bone/soft tissue 17 1.8 8 47.1 9 52.9

Lung 37 4.0 13 35.1 24 64.9

Others 46 5.0 18 39.1 28 60.9

Multiple entities 84 9.1 33 39.3 51 60.7 <.001

Metastases (n = 901)

Yes 254 28.2 88 34.6 166 65.4

No 471 52.3 115 24.4 356 75.6

Unknowna 176 19.5 57 32.4 119 67.6 .008

Illness duration (n = 902)

Up to 3 mo 463 51.3 132 28.5 331 71.5

4 to 12 mo 155 17.2 50 32.3 105 67.7

More than 1 y to 5 y 141 15.6 34 24.1 107 75.9

More than 5 y 143 15.9 44 30.8 99 69.2 .440

(Continues)
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TABLE 1 (Continued)

Total Sample Non‐decliners Decliners

Sociodemographic variables M SD Mean SD Mean SD P

Current treatment (agree)b (n = 921)

Chemotherapy 218 23.7 80 36.7 138 63.3 .003

Radiotherapy 307 33.3 113 36.8 194 63.2 <.001

Surgery 585 63.5 147 25.1 438 74.9 .004

Hormonal therapy 66 7.2 21 31.8 45 68.2 .571

No therapy 48 5.2 14 29.2 34 70.8 .871

Other therapy 41 4.5 10 24.4 31 75.6 .723

M SD M SD M SD P

Physical condition (n = 881) 4.55 2.00 5.43 1.92 4.21 1.95 <.001

Psychological variables n % n % n % P

Feeling well informed about psych. support (n = 886)

Yes 610 68.8 162 26.6 448 73.4

No 276 31.2 97 35.1 179 64.9 .011

Previous psychological treatment (n = 920)

Yes 246 26.7 118 48.0 128 52.0

No 674 73.3 141 20.9 533 79.1 <.001

Distressed (n = 879)

Yes 406 46.2 187 46.1 219 53.9

No 473 53.8 64 13.5 409 86.5 <.001

Social support available (agree) (n = 920)

From family/friends 853 92.7 237 27.8 616 72.2 .067

From others 498 54.1 148 29.7 350 70.3 .421

Attitudes towards psychological support (agree)

Perceived overload (n = 903)* 281 30.4 43 15.3 238 84.7 <.001

Physical condition too bad for a conversation with a psychologist (n = 903) 107 11.6 26 24.3 81 75.7 .575

Talking with a psychologist might help (n = 908) 371 40.1 219 59.0 152 41.0 <.001

Afraid that things might get worse after the conversation (n = 906) 75 8.1 23 30.7 52 69.3 .889

Fear of being disadvantaged when talking to a psychologist/psycho‐oncologist (n = 902) 24 2.6 9 37.5 15 62.5 .304

Fear of stigmatization (n = 903) 40 4.3 17 42.5 23 57.5 .120

M SD M SD M SD P

Depression (n = 886) 1.63 1.55 2.51 1.63 1.27 1.36 <.001

Self‐efficacy (n = 910) 3.98 0.72 3.82 0.80 4.04 0.67 <.001

Personality

Extraversion (n = 911) 3.41 1.02 3.32 1.07 3.45 1.00 .097

Neuroticism (n = 909) 2.78 0.92 3.13 0.93 2.64 0.88 <.001

Openness (n = 907) 3.61 0.98 3.56 1.01 3.63 0.97 .286

Conscientiousness (n = 907) 4.14 0.75 4.06 0.79 4.17 0.72 .048

Agreeableness (n = 909) 3.36 0.79 3.42 0.82 3.34 0.78 .143

Note: P values are based on chi‐square test or exact Fisher's test in case of categorical data and independent samples t test in case of continuous data.

*“An additional appointment with a psychologist/psycho‐oncologist would be too demanding, as I am very busy undergoing medical treatments.”

Abbreviations: M, mean; P, P value; SD, standard deviation.
aPatients who did not know their status and answered that item with “I do not know.”
bMultiple responses possible.
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2.3.4 | Desire for psychological support

To determine the desire for psychological support, participants were

asked “Do you want psychological support during your stay in hospi-

tal?” Response options were “yes” and “no.”
2.4 | Statistical analysis

Mean values, standard deviation, and frequencies were reported for

descriptive purposes. Between‐group comparisons were performed

using chi‐square test or independent t test. We used multivariable

binary logistic regression analyses to identify variables associated with

a decline of psychological support. Two models were performed, one

for the total sample and a second one for the subsample of distressed

patients only. For the total sample, the following variables were added:

sex, age, education, illness duration, disease state, metastases, distress,

depressive symptoms, attitudes, self‐efficacy, personality, information

status, and previous use of psychological treatments. For the group of

distressed patients, the same predictors, except distress, were

included in the model. As the number of cases yield reduced power,

we treated missing values within variables with a high number of miss-

ings as a separate category (education, illness duration, metastases,

depression, attitudes, and information), based on previous research.25

As the items assessing personal attitudes were newly developed, we

refrained from computing a scale with unclear reliability and validity.

Instead, for each dimension, we used the one item with the strongest

face validity because of consensus rating. All statistical tests were

two‐tailed. Results P < .05 were regarded as statistically significant.

SPSS/PC software package version 23 (SPSS, Chicago, IL) was used

for the analyses.

3 | RESULTS

3.1 | Sample characteristics

Out of 1893 eligible cancer patients, 972 (51.3%) participated in the

study, leading to a final sample of 925 (48.9%) patients with complete

data regarding the desire for psychological support. Top reasons for

declining study participation were “not interested” and “too much psy-

chological or physical strain” (Figure 1); 40.2% (n = 372) of the partic-

ipants were recruited from the departments of urology, 29.9%

(n = 277) from the departments of gynecology, and 29.8% (n = 276)

from the departments of radiation oncology. The mean age of the par-

ticipants was 62.1 years (SD = 11.9; range = 18‐93); 48.2% were

women (Table 1)
3.2 | Distress and decline of psychological support

Of 925 inpatients, 28.4% (n = 263) expressed a desire for psycholog-

ical support, and 71.6% (n = 662) declined psychological support dur-

ing hospital stay. Of all patients, 46.2% (n = 406) experienced elevated

psychosocial distress, and 53.9% (n = 219) of those patients declined

psychological support. Among the patients who indicated low distress,
86.5% (n = 409) declined psychological support. Correlates of decline

and desire for psychological support are shown in Table 1.
3.3 | Variables associated with decline: All patients
(model 1)

Distress was the strongest predictor of decline of support, followed by

perceived overload (Table 2, model 1). Men declined psychological

support more than 2.5 times more often than women. Patients with-

out depressive symptoms were nearly twice as likely to decline sup-

port as patients with depressive symptoms. Patients without

previous uptake of psychological support declined more often than

patients who had used psychological treatments. Patients who felt

well informed about psychological support offers declined more fre-

quently than patients who did not. The model for the total sample

showed an explained variance of Nagelkerk's R2 = .367.
3.4 | Variables associated with decline: Distressed
patients (model 2)

In the group of highly distressed patients, perceived overload proved

to be the strongest predictor of decline, followed by sex. Furthermore,

feeling well informed and not feeling depressed also seemed to be

associated with decline, although the overall test did not reach signif-

icance due to the category of missing responses (Table 2, model 2).

Additionally, patients with low agreeableness were more prone to

decline support. Explained variance of this model was Nagelkerk's

R2 = .344.
4 | CONCLUSIONS

Many patients with cancer decline professional psychological support.

Screening for psychosocial distress and subsequent referral for psy-

chological support has been regarded as a hallmark of timely patient‐

centered psychosocial care. Many efforts have been undertaken to

implement distress screening and psychological support services in

cancer centers.26,27 However, research shows that there exists a com-

plex interplay between distress, desire for, acceptance of, and uptake

of psychological support. As the self‐evaluation of the desire for sup-

port seems crucial,3 we investigated variables associated with decline

of psychological support offerings.

A total of 71.6% inpatients declined psychological support. In the

group of highly distressed cancer patients, still 53.9% declined. It

should be noted that we asked patients, “Do you want psychological

support during your stay in hospital?” This narrow focus might have

reduced the number of patients who agreed with the support offering,

as some patients who declined might want psychological support after

discharge from the hospital. Previous studies often did not specify a

time frame. However, decline rates were similar across the different

studies, with decline rates of 68% to 80% in unselected samples and

49% to 71% in patients with significant distress.10-15 Thus, the decline

rates of our study are quite compatible with the available evidence.



TABLE 2 Logistic regression predicting decline of psychological support for the whole sample (model 1, n = 855) and for distressed patients only
(model 2, n = 391)

Factors

Model 1 Model 2

OR 95% CI P OR 95% CI P

Sociodemographic variables

Male sex 2.54 1.69‐3.80 <.001 2.96 1.71‐5.12 <.001

Age 1.00 0.99‐1.02 .821 0.99 0.97‐1.01 .492

Education .570 .584

More than 10 y Ref.

Up to 10 y 0.94 0.63‐1.40 .771 1.33 0.78‐2.28 .301

Missing data 0.60 0.23‐1.55 .289 1.12 0.26‐4.72 .882

Clinical variables

Illness duration .730 .405

Up to 3 mo Ref.

More than 3 mo 1.18 0.77‐1.82 .447 1.44 0.81‐2.59 .217

Missing data 1.28 0.32‐5.05 .726 2.36 0.21‐26.64 .488

Metastases .505 .902

Yes Ref.

No 1.28 0.83‐1.96 .270 1.11 0.64‐1.93 .720

Missing data 1.27 0.76‐2.14 .367 1.15 0.59‐2.26 .677

Disease state: other than first occurrence 1.31 0.82‐2.10 .258 1.09 0.59‐2.02 .781

Psychological variables

Not distressed 3.76 2.50‐5.67 <.001 n.a.

Depressive symptoms: .010 .052

Yes Ref.

No 1.93 1.24‐2.99 .003 1.87 1.12‐3.14 .017

Missing data 2.47 0.75‐8.11 .136 1.88 0.42‐8.51 .411

Self‐efficacy 1.17 0.87‐1.56 .301 1.11 0.75‐1.64 .599

Personality

Extraversion 0.99 0.82‐1.19 .894 0.90 0.70‐1.15 .395

Neuroticism 0.82 0.66‐1.03 .091 0.81 0.60‐1.10 .178

Openness 0.92 0.76‐1.12 .431 0.87 0.68‐1.12 .274

Conscientiousness 1.15 0.88‐1.50 .304 0.98 0.68‐1.40 .899

Agreeableness 0.87 0.69‐1.10 .250 0.70 0.51‐0.95 .024

Attitudes towards psychology

Perceived overload* <.001 <.001

Disagree Ref.

Agree 3.37 2.19‐5.20 <.001 5.37 3.07‐9.37 <.001

Missing data 0.39 0.08‐2.00 .260 0.41 0.03‐5.71 .507

Being afraid of stigmatization .333 .509

Disagree Ref.

Agree 0.50 0.20‐1.25 .138 0.51 0.16‐1.63 .254

Missing data 0.94 0.10‐9.00 .954 0.72 0.05‐11.29 .812

Being afraid that things might get worse after the conversation .421 .599

Disagree Ref.

Agree 1.08 0.54‐2.16 .836 0.91 0.40‐2.04 .814

(Continues)
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ABLE 2 (Continued)

Factors

Model 1 Model 2

OR 95% CI P OR 95% CI P

Missing data 6.19 0.41‐94.67 .190 4.68 0.21‐106.35 .333

Feeling well informed about psych. support .030 .090

No Ref.

Yes 1.66 1.11‐2.46 .013 1.81 1.07‐3.07 .028

Missing data 2.49 0.66‐9.35 .176 1.41 0.04‐46.20 .846

No previous psychological treatment 1.88 1.25‐2.83 .002 1.53 0.90‐2.60 .118

ote. Outcome variable: “Do you wish psychological support during your stay in hospital?” Response options were “yes” and “no.”

“An additional appointment with a psychologist/psycho‐oncologist would be too demanding, as I am very busy undergoing medical treatments.”

bbreviations: CI, confidence intervals; OR, odds ratios; n.a., not applicable; P, P values.
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Psychosocial distress showed the strongest association with the

decline for psycho‐oncological support, ie, low psychosocial distress

was predictive of decline. This result is in line with the majority of

studies10,16,28,29; contradictory results, however, have also been

reported.30 In addition, not feeling depressed was also uniquely asso-

ciated with decline. This is comparable with previous research investi-

gating desire or uptake rates for psychological support.10,13,28 Thus,

our results underscore the relevance of general as well as specific

forms of emotional burden for the subjective evaluation of the neces-

sity of psychological support.

The second most relevant factor was perceived overload, which

has not been investigated in previous studies. Within the group of

highly distressed patients, this was the strongest predictor. A possible

explanation might be the average length of hospital stay, which is

rather short for acute care. Moreover, this result may also be attrib-

uted to patients' lack of information about psycho‐oncological treat-

ment setting and consequently, ignorance of time required for

psychological support. The exact time point when patients answer

the questionnaire during their stay in hospital might also be relevant

here. Unfortunately, this has not been assessed in this study. In this

context, Brebach et al31 demonstrated that patients more often use

psychological support when it is offered prior to medical treatment

as compared with later on.

Interestingly, patients who felt well informed about psychological

support offers were more likely to decline than patients who did not

feel well informed. This association emerged in the total sample, and

there was a probable association in the group of highly distressed

patients. Contrary, previous research found lack of information being

a barrier for uptake of psycho‐oncological service.32 There are sev-

eral possible explanations for the association in our study. The most

apparent explanation is that the information about available psycho-

logical support during hospital stay, which was routinely offered to

patients did not arouse their interest. It was not within the scope

of our study to investigate which kind of information was provided

or how it was provided. Frey Nascimento et al33 found that addi-

tional information from a physician about psychological support did

not play a role in uptake behavior whereas oncologists'
recommendations for psycho‐oncological services were associated

with increased uptake of these services. Similarly, Senf et al34

reported that physicians' personal commitment towards psycho‐

oncology influences integration of psycho‐oncology in patient treat-

ment. Thus, physicians' attitude and opinion towards psycho‐

oncological care might be a key factor of patients' desire for psycho-

logical support. Furthermore, our result raises the question whether

the psychological support offers match the needs of patients receiv-

ing acute care. For instance, Brebach et al31 showed that patients

were more likely to accept interventions provided by nurses than

by other health professionals. Finally, well‐informed patients likely

know that they have access to psychological support also after dis-

charge and they might decline support during hospital stay as they

had already considered to use it afterwards.

No previous use of psychological treatments accounted for decline

in the total sample. It is quite possible that lack of experience with

psychological treatments is associated with unfavorable attitudes,

leading to decline of psychological support.

Regarding personality, we found that in the group of highly dis-

tressed patients, lower scores on agreeableness predicted higher

decline rates. The measurement of agreeableness consists of two

items examining trust in others and the propensity to criticize others

(reversed). Comparable with these items, Dilworth et al32 found that

a frequently perceived barrier to psychosocial care is that cancer

patients have “no confidence in service”. Only a few studies

explicitly investigated personality factors in health care use.

Schomerus et al35 found that of the big five personality factors, only

conscientiousness was associated with help seeking for depression.

These results are noteworthy and should be validated in future

studies.
4.1 | Study limitations

The strengths of our study are the large sample size and the inclusion

of various variables pertaining to different domains. However, some

limitations have to be noted. The patients were recruited in two



2058 PICHLER ET AL.
hospitals of a comprehensive cancer center with well‐established

psycho‐oncological care and thus may not be representative of other

hospitals. Furthermore, as this study was conducted with patients

undergoing inpatient treatment, the results cannot be generalized to

the outpatient setting and to long‐term cancer survivors. Moreover,

there are some differences in routine screening and provision of psy-

chological support in the two hospitals, which might have imposed

some bias. Finally, this is a cross‐sectional study that captures the

desire for psychological support in acute care. We did not investigate

current or future uptake of psychological support.

4.2 | Clinical implications

The decline of psychological support is primarily due to psychological

factors, such as distress, feeling overload, and information status. As

feeling well informed about support emerged as a relevant factor asso-

ciated with decline, design of information material and education

about available psychological services seem crucial. In further conse-

quence, even patients who feel in overload should know that they

can have a short contact and that psycho‐oncologists are guided by

patients' needs.
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