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Abstract
Objective—This study examined support service use and interest in support services among
distressed family caregivers of patients recently entering a comprehensive cancer care facility.

Methods—Primary family caregivers of lung cancer patients (N = 83) were recruited from three
medical centers within 12 weeks of the patient’s new visit to the oncology clinic. All family
caregivers were screened for psychological distress and those reporting significant anxiety or
depressive symptoms were eligible for this study. Caregivers completed a baseline assessment of
support service use (i.e., use of mental health services and complementary and alternative
medicine [CAM]) and interest in support services. Support service use was also assessed three
months later.

Results—Although all caregivers reported clinically meaningful distress, only 26% used mental
health and 39% used CAM services during the 3-month study period. Patients’ receipt of
chemotherapy was positively associated with caregivers’ mental health service use, whereas
greater education and receiving assistance with caregiving tasks were associated with CAM use.
Forty percent of caregivers who did not use CAM at baseline were interested in CAM. In addition,
29% of caregivers who did not receive mental health services at baseline were interested in
professional psychosocial support, and 29% of caregivers who did not receive staff assistance with
practical needs at baseline were interested in this service.
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Conclusions—Findings suggest that distressed family caregivers of lung cancer patients
underuse mental health services and that a sizable minority are interested in professional help with
psychosocial and practical needs.

Keywords
lung cancer; oncology; family caregivers; mental health service use; complementary and
alternative medicine; psychological distress

Lung cancer is one of the most common cancers affecting both men and women, with over
220,000 new cases in the United States expected in 2012 [1]. Most lung cancer patients
(85%) have regional or distant stage disease at diagnosis [1], contributing to their high rate
(80%) of multiple physical and psychological symptoms [2–4]. Family caregivers often
provide informational, emotional, or financial support to ill relatives or friends as well as
assistance with medical or personal care [5–6]. Given the extent of family caregiving
responsibilities, it is not surprising that up to 50% of cancer patients’ family caregivers
report significant distress [7–12].

Lung cancer may be especially distressing for family caregivers because of its high physical
symptom burden [13], which may increase caregiving demands, and possible attributions of
blame or stigma associated with the patient’s tobacco use [14]. Caregivers of lung cancer
patients have reported difficulty with caregiving tasks such as providing emotional support,
managing behavior problems, and monitoring symptoms [15]. Spousal caregivers of lung
cancer patients have also reported difficulty discussing the patient’s prognosis, symptom
management, persistent tobacco use, and their own emotions [16]. One third of spousal
caregivers of lung cancer patients have been found to experience clinically elevated anxiety
or depressive symptoms [10–11]. Another study of lung cancer patients’ caregivers that
included relatives (e.g., spouses, adult children) and friends found that about 40% reported
high levels of strain on scales assessing depressive symptoms, exhaustion, and emotional
well-being [7].

Although a growing literature has documented the psychosocial impact of lung and other
cancers on family caregivers [17–19], their rates of psychosocial support service use are
typically low. In a nationally representative survey of primary informal caregivers of
chronically disabled community-dwelling older adults, including those with cancer, less than
5% of caregivers reported participating in a caregiver support group or using respite services
[20]. Another study found that fewer than half (46%) of advanced cancer patients’
caregivers with a psychiatric diagnosis sought mental health care [21]. Little is known about
caregivers’ complementary and alternative medicine (CAM) use and interest in CAM and
other support services.

What factors might explain the observation that despite caregivers of cancer patients
reporting high rates of distress [7–8, 12], they tend to report low rates of mental health
service use [21]? Knowledge about caregivers’ interest in a range of support services and a
greater understanding of factors that are predictive of support service use is essential for
guiding the development of interventions that are acceptable and readily sustainable in
clinical practice.

To address these gaps in the literature, the present study examined use of mental health
services and CAM and interest in support services among distressed family caregivers of
lung cancer patients. Distress was defined as meeting the clinical cutoff for significant
anxiety or depressive symptoms on a standardized and widely used self-report measure.
Caregivers’ use of mental health services and CAM was assessed within 12 weeks of the
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patient’s initial visit to the oncology clinic and three months later to determine uptake of
services during the early phase of cancer care at comprehensive medical centers. We
focused on the early phase of care because it represents an initial period of heightened
distress and immersion into caregiving responsibilities [10]. Family caregivers who report
heightened distress during the initial phase of treatment are likely to benefit from early
identification and encouragement to access available support services [19].

Andersen’s behavioral model of healthcare use [22] was the organizing framework for the
current study. This widely supported model has substantial relevance to understanding use
of mental health services and CAM [23]. The model posits that healthcare use is influenced
by three factors: 1) predisposing factors such as gender, age, race, marital status, education,
and occupation; 2) enabling or access-related factors such as income, health insurance, and
transportation; and 3) need for services as indicated by psychiatric symptoms and
perceptions of functional capacity. An example of these perceptions is coping self-efficacy
(e.g., confidence in one’s ability to solve problems or stop unpleasant thoughts and
emotions) [24]. The present study assessed predisposing, enabling, and need variables as
potential correlates of mental health service use, CAM use, and interest in support services.

The aims of this study are: (1) to examine distressed caregivers’ use of mental health
services (e.g., psychotherapy, medication) and CAM (e.g., yoga, meditation, massage)
during the initial period of care at an oncology clinic; (2) to determine caregivers’ interest in
various support services (e.g., talking to a staff member about one’s feelings, support group,
CAM, professional help with practical needs); and (3) to examine the extent to which
predisposing factors (e.g., age, gender), enabling factors (e.g., income, transportation), and
need variables (i.e., anxiety and depressive symptoms and coping self-efficacy) are
associated with caregivers’ use of mental health services and CAM and interest in mental
health services (i.e., talking to a staff member about one’s feelings, support group), CAM,
and professional help with practical needs. The extent to which patient medical factors (e.g.,
cancer stage, cancer treatments) were correlated with these outcomes also was explored.
Based on Andersen’s model of healthcare use [22] and prior research [25–29], the following
correlates of mental health service use, CAM use, and interest in mental health services and
CAM were hypothesized:

1. Predisposing factors would include younger age, female gender, unmarried status,
greater education, and less caregiving responsibility (i.e., not caring for multiple
family members).

2. Enabling factors would include greater income, fewer transportation difficulties,
and the receipt of caregiving assistance.

3. Need variables would include greater anxiety and depressive symptoms and lower
levels of coping self-efficacy.

We also hypothesized that lower levels of income and education, greater transportation
difficulties, and greater caregiving responsibility would be associated with greater interest in
professional help with practical needs.

Methods
Participants and Procedures

Family caregivers of lung cancer patients were recruited by contacting eligible patients from
the oncology clinics at Memorial Sloan-Kettering Cancer Center (MSKCC; New York, NY),
Indiana University Simon Cancer Center (IUSCC; Indianapolis, IN), and the Roudebush VA
Medical Center (Indianapolis, IN). All study procedures were approved by the institutional
review boards at each site. Eligible lung cancer patients were English speakers who were
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within 12 weeks of their initial visit to the oncology clinic. Eligible patients did not have
lung cancer recurrence. Review of medical records and consultation with oncologists
confirmed patient eligibility. A research assistant approached the patient during a clinic visit
to describe the study. Interested patients identified their primary family caregiver (i.e., the
person who provides the majority of their unpaid, informal care) and provided written
consent to contact their caregiver and collect cancer-related information from their medical
record. Initial inclusion requirements for caregivers were: (1) English fluency; and (2) at
least 18 years of age. All caregivers were screened for clinically significant distress by a
trained research assistant and eligible caregivers reported scores exceeding the clinical
cutoff (≥8) on the Anxiety or Depression subscales of the Hospital Anxiety and Depression
Scale (HADS) [30–31]. A research assistant completed the eligibility screening and
informed consent process in clinic or via telephone. All caregivers who completed the
distress screening tool received a brochure outlining psychosocial support services available
at the study site. Each of the three study sites offered comprehensive mental health services
(e.g., psychiatric, psychological, and social work services).

Baseline telephone assessments included questions regarding demographic and medical
information, support service use (i.e., receipt of mental health services, CAM, and staff
assistance with practical needs), interest in support services, and coping self-efficacy. Use of
mental health and CAM services also was assessed via telephone three months later.
Caregivers received $25 for the baseline assessment and $25 for the follow-up assessment.

Measures
Medical information—Information regarding the patient’s type and stage of lung cancer,
time since diagnosis, and cancer treatment (i.e., chemotherapy, radiation, or surgery) was
collected from medical records. At baseline, caregivers also reported whether the patient had
received chemotherapy, radiation, or surgery.

Support service use—At baseline, caregivers reported whether they were currently
receiving mental health services. At follow-up, caregivers reported whether they had
received mental health services since the baseline assessment. These services included
psychotherapy/counseling, psychotropic medications, support groups, or visits to clergy. If
they were receiving services, they were asked to identify the type of service received. In
addition, caregivers indicated whether they were currently receiving CAM (i.e., yoga,
meditation, hypnosis, massage, or another service) at baseline. At follow-up, caregivers
reported whether they had received CAM since the baseline assessment. Staff assistance
with practical needs such as transportation and finances was only assessed at baseline.

Interest in support services—Caregivers’ interest in support services was assessed with
a series of yes or no questions regarding six services available through the cancer center or
in the community. Support services included psychosocial services (i.e., talking to a staff
member about your feelings and how you are coping with the illness, support group, family
counseling, couples counseling), CAM (i.e., yoga, meditation, hypnosis, massage, or another
service), and professional help with practical needs (e.g., transportation or finances).
Additional yes or no questions assessed whether caregivers had access to email, used the
internet on a weekly basis, and preferred communicating with a counselor via telephone or
the internet, respectively.

Predisposing variables
1. Demographics. Caregivers reported the following demographic information: age,

gender, ethnicity, marital status, education, and employment status.
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2. Caregiver-patient relationship. Questions assessed whether the caregiver and
patient shared the same household and the nature of the relationship between the
caregiver and patient (e.g., spouse/partner, adult child).

3. Caregiving responsibility. Caregivers reported whether they cared for young
children or another family member with an illness or disability.

Enabling variables
1. Health insurance status and income. Caregivers reported whether they received

health insurance and their income level.

2. Caregiving assistance. Caregivers indicated whether they received caregiving
assistance from paid or unpaid helpers within or outside the home [32].

3. Transportation difficulties. Difficulty traveling to appointments for medical or
supportive services was assessed on a 4-point scale from 1 (not at all difficult) to 4
(extremely difficult) [33].

Need variables
1. Anxiety and depressive symptoms. The 14-item Hospital Anxiety and Depression

Scale [30] assessed caregivers’ symptoms of anxiety and depression during the past
week at enrollment. The HADS has been found to be valid and reliable [31].
Coefficient alphas for Anxiety and Depression subscales in the present research
were .69 and .76, respectively.

2. Coping self-efficacy. The Coping Self-Efficacy Scale [24] assessed caregivers’
confidence in their ability to use problem-focused coping, stop unpleasant emotions
and thoughts, and receive support from friends and family. Each of the 13 items
was rated on an 11-point scale (0 = cannot do at all to 10 = certain can do). This
scale has demonstrated reliability and predictive validity in studies of people
coping with chronic illness [24]. Coefficient alpha for the present research was .92.

Statistical Analyses
Data were analyzed with SPSS statistical software (version 19.0; SPSS, Chicago, IL, USA).
First, descriptive statistics were computed to characterize caregivers’ demographic
information, patients’ medical variables, and caregivers’ receipt of mental health services,
CAM, and staff assistance with practical needs, interest in support services, and coping self-
efficacy. Chi-square analyses and t-tests were used to examine whether demographic and
medical factors and study variables differed between participants from two of the study sites
(i.e., MSKCC and IUSCC). Next, logistic regression models estimated the unadjusted,
bivariate effects of predisposing factors (i.e., caregiver demographics, caregiver-patient
relationship status, and caregiving responsibility), enabling factors (i.e., income, caregiving
assistance, and transportation), need variables (i.e., caregiver anxiety and depressive
symptoms and coping self-efficacy), and patient medical factors (i.e., disease stage, cancer
treatments, and time since diagnosis) on caregivers’ mental health service use and CAM use
at either study time point (i.e., baseline or 3-month follow-up) and interest in support
services at baseline (i.e., interest in talking to a staff member about their feelings, support
group, CAM, and professional help with practical needs). A second set of adjusted logistic
regression models simultaneously estimated all significant bivariate effects. All reported p
values were 2-sided and a value of p < .05 was considered statistically significant.
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Results
Sample characteristics

Of the 234 potentially eligible lung cancer patients who were approached regarding this
study, 97% (n = 227) identified a family caregiver. Most patients (97%, n = 221) allowed
the research assistant to contact their caregiver. The majority of caregivers (86%, n = 189)
agreed to complete the HADS to determine their eligibility status, 12% declined to
participate, and 2% were unable to be reached via phone. Primary reasons for study refusal
were time constraints, personal stress, and a desire to focus on the patient’s needs. Half of
caregivers (50%, n = 95 of 189) met the clinical cutoff (score ≥ 8) on the Anxiety or
Depression subscale of the HADS. Most eligible distressed caregivers (95%, n = 90)
consented to participate in this study. Eighty-three caregivers (92%) completed the baseline
phone assessment, and 74 caregivers completed the follow-up phone assessment (82%
retention). Reasons for withdrawal during the study period included time constraints,
personal illness, bereavement, and inability to reach the caregiver via phone.

Demographic and medical characteristics of the sample are shown in Table 1. Participants
were, on average, 55 years old, married, female, Caucasian, and well-educated (mean = 15
years of education). The median annual household income was over $50,000 with a broad
range. Over half of caregivers were working full or part-time and received paid or unpaid
assistance with caregiving. Most caregivers were spouses/partners (65%) or adult children
(25%) of the patient, and 25% were caring for two or more family members, including the
patient. The majority of patients (60%) were diagnosed with stage III or IV non-small cell
lung cancer. At baseline, patients were, on average, 8 weeks from the lung cancer diagnosis.
Five of the caregivers were bereaved at follow-up. Average coping self-efficacy was also
relatively high (M = 83.76, SD = 23.59) with some variability observed.

MSKCC and IUSCC participants were compared with regard to demographic and medical
factors and study variables. MSKCC caregivers reported greater education, t(74) = 2.70, p
< .01, and income, t(70) = 4.78, p < .001, relative to IUSCC caregivers. MSKCC caregivers
also were more likely to be caring for multiple family members than IUSCC caregivers, χ2

(1, N = 76) = 6.06, p < .05. IUSCC participants were more likely to be caring for a patient
who had undergone radiation than MSKCC participants, χ2 (1, N = 76) = 4.28, p < .05.
Finally, MSKCC caregivers reported greater difficulty traveling to appointments, t(74) =
4.03, p < .001, and greater interest in professional help with practical needs (e.g.,
transportation, finances), χ2 (1, N = 75) = 9.31, p < .01, than IUSCC caregivers. None of the
other variables differed between the two study sites.

Support Service Use
At baseline, only 13% of these distressed caregivers (11/83) were receiving mental health
services. These services included psychotherapy (5/11), psychotropic medication (6/11), and
support groups (2/11). At follow-up, 19% of caregivers (14/74) indicated that they had
received mental health services during the 3-month study period. Of the 14 caregivers who
accessed mental health services, 10 of them had not been receiving services at baseline. The
most common mental health services were psychotropic medication (8/14) and counseling/
psychotherapy (6/14). Three caregivers had received support from a spiritual leader and one
caregiver had attended a support group. A substantial minority of caregivers reported CAM
use (e.g., yoga, meditation, massage) at baseline (21/83, 25%) and follow-up (22/72, 31%).
Taken together, only 26% of participants with complete data (19/74) reported mental health
service use and only 39% (28/72) reported CAM use at either study time point. In addition,
only 4% of caregivers (3/83) received assistance from a staff member with practical needs
such as transportation and finances at baseline.
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Next, we examined the extent to which predisposing factors (i.e., caregiver demographics,
caregiver-patient relationship status, and caregiving responsibility), enabling factors (i.e.,
income, caregiving assistance, and transportation), need variables (i.e., caregiver anxiety and
depressive symptoms and coping self-efficacy), and patient medical factors were associated
with use of mental health services and CAM at either study time point. In bivariate analyses,
mental health service use was associated with higher levels of anxiety at screening and the
patient’s receipt of chemotherapy at baseline (see Table 2). Multivariate logistic regression
analyses revealed that these two variables correctly classified 78% of the sample with regard
to mental health service use; however, only the patient’s receipt of chemotherapy uniquely
predicted mental health service use. In bivariate analyses, CAM use was associated with
greater education, being unmarried, receiving paid or unpaid assistance with caregiving
tasks, and higher levels of anxiety at screening (see Table 2). In the multivariate logistic
regression model, these four variables correctly classified 75% of the sample with regard to
CAM use, but only greater education and receiving assistance with caregiving tasks were
significant unique predictors of this outcome.

Interest in Support Services
Caregivers’ interest in psychosocial and instrumental support services was assessed. Forty
percent of caregivers (25/62) who did not use CAM at baseline were interested in these
services, and 29% of caregivers (21/72) who did not receive mental health services at
baseline were interested in attending a support group or talking to a staff member about their
feelings, respectively. Fewer caregivers expressed interest in couples counseling (7/46, 15%)
or family counseling (14/72, 19%). When asked about their preferred mode of delivery for
mental health services, more caregivers were interested in having a counselor be available
via telephone (57/72, 79%) than via the internet (34/72, 47%), although the vast majority
had email access (67/72, 93%) and used the internet on a weekly basis (64/72, 89%). Of
caregivers who did not receive staff assistance with practical needs (e.g., transportation,
finances) at baseline, 29% (23/79) were interested in this assistance.

The extent to which predisposing factors (i.e., caregiver demographics, caregiver-patient
relationship status, and caregiving responsibility), enabling factors (i.e., income, caregiving
assistance, and transportation), need variables (i.e., caregiver anxiety and depressive
symptoms and coping self-efficacy), and patient medical factors were correlated with
interest in specific support services among caregivers who did not access these services at
baseline was examined. Results are shown in Table 2. In bivariate analyses, interest in
talking to a staff member about one’s feelings was associated with greater years of
education, whereas interest in attending a support group was associated with late-stage
disease. Interest in CAM was correlated with being a caregiver who was not the spouse or
partner of the patient. Interest in professional help with practical needs was correlated with
caring for two or more family members, greater difficulty traveling to appointments, lower
coping self-efficacy, and shorter time since diagnosis. In the multivariate logistic regression
model, these four variables correctly classified 76% of caregivers with regard to interest in
help with practical needs; however, only greater difficulty traveling to appointments, lower
coping self-efficacy and shorter time since diagnosis were unique predictors of this outcome.
Correlates of interest in family and couples counseling were not examined due to the small
number of participants endorsing those items.

Discussion
The present study provides initial data regarding mental health and CAM service use and
interest in support services among distressed family caregivers of lung cancer patients. Half
of family caregivers who were screened for study eligibility showed clinically significant
anxiety or depressive symptoms, which is higher than that reported in prior research with
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lung cancer patients’ family caregivers [7, 10–11]. Variability in caregiver and patient
characteristics (e.g., age, type of relationship), the timing of assessments, and the
measurement of distress may account for differential rates of caregiver distress across
studies. Although all caregivers reported clinically meaningful distress and most had health
insurance, only 26% used mental health services (e.g., psychotherapy, medication) and 39%
used CAM services (e.g., yoga, meditation, massage) during the first several months shortly
after the patient’s initial visit to the oncology clinic. During this early phase of cancer care at
comprehensive medical centers that offered numerous support services, the majority of
distressed caregivers reported nonuse of available mental health and CAM services.
Similarly, a cross-sectional study found that less than half of cancer patients’ caregivers with
a psychiatric disorder received mental health care [21].

Based on Andersen’s model of healthcare use [22] and prior research with population-based
samples [25–29], we had hypothesized that predisposing factors (e.g., younger age, female
gender), enabling factors (e.g., greater income, fewer transportation difficulties), and need
variables (i.e., greater anxiety and depressive symptoms and lower levels of coping self-
efficacy) would be associated with use of mental health services and CAM. Contrary to
hypotheses, the patients’ receipt of chemotherapy was the only unique predictor of
caregivers’ mental health service use. Common stressors associated with chemotherapy
(e.g., serious side effects, poor prognosis) may increase family members’ distress and
caregiving demands, which may, in turn, prompt some caregivers to seek professional
support. As hypothesized, CAM use was associated with greater education and the receipt of
caregiving assistance. Further research with larger and more socioeconomically diverse
samples of cancer patients’ caregivers is needed to determine predisposing, enabling, and
need variables associated with use of mental health services and CAM.

Caregivers’ interest in specific support services also was assessed. Forty percent of
caregivers who did not use CAM at baseline were interested in CAM, and 29% of caregivers
who did not receive mental health services at baseline were interested in attending a support
group or talking to a staff member about their feelings, respectively. In addition, 29% of
caregivers who were not receiving professional help with practical needs (e.g.,
transportation, finances) at baseline were interested in this help. Fewer caregivers were
interested in couples or family counseling, consistent with prior research with cancer
patients’ caregivers [34]. The current results parallel caregivers’ use of support services and
indicate that the majority of distressed caregivers are not interested in using traditional
mental health services for help in dealing with emotional concerns. However, the majority of
caregivers who did not use mental health services at baseline (79%) expressed interest in
having a counselor be available via telephone if they were to have an emotional concern.
Although the vast majority of caregivers had access to the internet, fewer caregivers were
interested in receiving counseling via the internet (47%). Internet use has been found to be a
more effortful process for older age groups [35]; thus, this sample of primarily middle-aged
and older adults appears to have more interest in phone-based than internet-based services.

When examining correlates of interest in mental health services and CAM, few predictions
based on Andersen’s model [22] were supported. Only one predisposing factor (i.e., higher
levels of education) was correlated with greater interest in talking to a staff member about
one’s feelings. None of the variables from Andersen’s model were correlated with
caregivers’ interest in support groups. However, late-stage disease was correlated with
interest in support groups, suggesting that peer support may be valued when facing a poor
prognosis. Finally, interest in CAM was associated with being a caregiver who was not the
spouse or partner of the patient, a factor related to younger age.
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Limitations of this study and directions for future research warrant discussion. First, the
sample primarily consisted of Caucasian, middle class women who were either spousal or
adult child caregivers. Whether findings would generalize to other groups (e.g., ethnic
minority group members, individuals of lower socioeconomic status) requires study. In
addition, the relatively small sample size reduced the statistical power for detecting
significant correlates of study outcomes. Further research with larger samples is needed to
replicate and extend the current findings. Although support service use was assessed
longitudinally, a third study limitation is the cross-sectional assessment of interest in support
services and other caregiver characteristics. Future research may examine changes in
caregivers’ support service use and interest in services over the course of the illness. Such
research may examine other potential predictors of caregivers’ support service use and
interest in services such as stigma associated with lung cancer or mental health service use,
illness-related attributions (e.g., blame), and health risk behaviors (e.g., smoking, alcohol
use).

The current findings have important implications for future research and clinical care. First,
findings highlight high rates of significant distress and underuse of support services among
family caregivers of lung cancer patients. In addition, a minority of distressed caregivers
were interested in support services, and interest in specific services varied according to
patient medical factors (e.g., disease stage) and caregiver characteristics (e.g., level of
education). Research is needed to further identify subgroups of caregivers who are most
receptive to support services as well as attitudinal and systemic barriers to support service
use. In addition, research is required to develop and evaluate interventions that are tailored
to the needs and preferences of lung cancer patients’ caregivers. Our results suggest that
caregivers may be most receptive to telephone-based interventions. Multidisciplinary efforts
are needed to address caregivers’ practical concerns and psychosocial support needs. Given
the complex psychosocial issues related to the etiology of lung cancer and its morbidity,
determining how best to meet caregivers’ needs is an important goal for future research and
clinical practice.
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Table 1

Sample characteristics (N = 83)

Variable n (%) M (SD) Range

Caregiver Sex—Female 64 (77%)

Type of Relationship

 Spouse/partner 54 (65%)

 Adult child 21 (25%)

 Sibling   5 (6%)

 Other relative   3 (4%)

Caregiver lives with the patient 62 (75%)

Caregiver Race/Ethnicity

 Non-Hispanic White 71 (86%)

 African American/Black   8 (10%)

 Other   4 (5%)

Caregiver Age (years) 55 (11) 29 to 80

Caregiver Marital Status

 Married or marriage equivalent 69 (83%)

 Divorced   7 (8%)

 Single   7 (8%)

Caregiver Annual Household Income (median) >$50,000 <$11,000 to >$100,000

Caregiver Education (years) 15 (3) 8 to 27

Caregiver Employment Status

 Employed full or part time 51 (61%)

 Retired 18 (22%)

 Unemployed   8 (10%)

Other   6 (7%)

Caregiver has health insurance 77 (93%)

Caregiver receives paid or unpaid assistance with caregiving 45 (54%)

Caregiver cares for young children or another family member with an illness or disability 21 (25%)

Weeks since Patient’s Diagnosis at Baseline 8 (8) .14 to 64

Non-small Cell Lung Cancer Stage (n = 78)

 I 16 (21%)

 II 10 (13%)

 III 20 (26%)

 IV 30 (38%)

 Missing   2 (3%)

Small Cell Lung Cancer Stage (n = 5)

 Limited 2 (40%)

 Extensive 2 (40%)

 Missing 1 (20%)

Type of Treatment at Baseline

 Surgery 27 (33%)
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Variable n (%) M (SD) Range

 Chemotherapy 42 (51%)

 Radiation 30 (36%)

Treatment Center

 Memorial Sloan-Kettering

 Cancer Center (NY) 43 (52%)

 Indiana University Simon

 Cancer Center (IN) 33 (40%)

 Roudebush VA Medical Center (IN)   7 (8%)
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