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Abstract

Objective—The Impact of Events Scale (IES) is one of the most widely used measures of event-
specific distress. The IES assesses the frequency with which respondents experience intrusive
thoughts and avoidant behaviors over the past week. Our aim is to demonstrate the benefit of a
severity-based measurement approach of the IES compared with a frequency-based measurement
approach.

Methods—A mixed group of post-treatment cancer survivors (N= 325; M= 31.8 years old)
completed measures assessing quality of life (Functional Assessment of Cancer Therapy—
General), psychological adjustment (Mental Health Inventory), and cancer-related distress (IES).
The IES was keyed to the cancer experience and administered with standard (frequency) and
modified (severity) response options.

Results—Classical reliability analyses and bifactor modeling were conducted on both versions of
the IES. Reliability estimates suggest that the IES severity items were more highly intercorrelated
than the IES frequency items. Both versions of the IES were highly correlated (r = 0.82), showing
the presence of a dominant general factor. Bifactor modeling suggested that the severity items
generally provided higher levels of discrimination than the frequency items. Validity correlations
with the Functional Assessment of Cancer Therapy—General and Mental Health Inventory
demonstrated that the IES severity performed as good as or better than the IES frequency.

Conclusions—Given the high correlations and similarity in content, the IES severity items
largely assess the same construct as the IES frequency items. However, IES severity items
generally showed improved psychometric properties and similar or higher correlations with
quality of life and psychological adjustment. The IES severity approach appears to be a more
informative method for assessing cancer-specific distress.
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Background

Understanding the impact of traumatic experiences on the thoughts and behaviors of patients
requires optimal assessment of their subjective responses to their traumatic experience. The
Impact of Events Scale (IES) [1], a measure developed to assess the impact of traumatic life
events, is one of the most widely used measures of event-specific distress. The IES assesses
the frequency with which respondents experience stress-related thoughts and behaviors
instead of the severity or the distressing nature of those thoughts and behaviors. Relying on
the frequency of stress-related phenomena may be a useful but suboptimal approach for
understanding the distress related to a traumatic event because how often someone
experiences stress-related phenomena may not be as clinically informative as how
bothersome their symptoms are. Our purpose in writing this paper is to evaluate, for the first
time, a severity-based measurement approach of the IES compared with the more commonly
used frequency-based measurement approach.

The IES was designed to measure the presence of alternating cycles of intrusions such as
unwanted thoughts and images of the traumatic event emerging into consciousness and
avoidance expressed by efforts to avoid thinking about the traumatic event. The IES is
composed of 15 items and has two subscales that assess the frequency of intrusive and
avoidant cognitions associated with a specific stressor. Subjects respond using a four-point
scale, ranging from ‘not at all’ to “often’, regarding how often they experienced specific
symptoms during the past week. The IES was revised (IES-R) [2] to include a subscale
assessing autonomic arousal in order to mirror the three symptom clusters of post-traumatic
stress disorder: intrusions, avoidance, and hyperarousal [3]. In addition, the IES-R
instructions were modified to query the severity of distress related to specific symptoms
(“How much were you distressed or bothered by these difficulties?’) instead of the frequency
of specific symptoms, a potentially important distinction that could improve measurement of
this construct.

The IES is used in a number of clinical populations, including with individuals who have
experienced combat [4], natural disasters [5], bereavement [6], substance use [7], and cancer
[8], among others. Interestingly, rates of cancer-related traumatic stress, as indicated by
structured, clinical diagnostic interviews for posttraumatic stress disorder (PTSD), are
relatively low (ranging from 0% to 22%) [9], and the updated DSM-5 criterion for a PTSD
diagnosis makes it more difficult for a diagnosis of cancer-related PTSD to be rendered.
Criterion A now includes text that says, ‘A life threatening illness or debilitating medical
condition is not necessarily considered a traumatic event. Medical incidents that qualify as
traumatic events involve sudden, catastrophic events’ (p. 274) [10]. Consequently, being
diagnosed or treated for cancer without experiencing concurrent adverse events is not
sufficient to merit a diagnosis of PTSD.

Accordingly, a perspective that recognizes a broader range of cancer-related stress reactions
is likely more congruent with the experience of a patient with cancer and may be better
captured, conceptually, by the perspective of the IES as a measure of cancer-specific distress
[11-15]. This characterization of the measure occurs despite the fact the IES instructions ask
participants to indicate the frequency of events instead of the severity or distressing nature
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of these events. On the one hand, the frequency with which participants experience intrusive
and avoidant processes about their cancer experience may be a meaningful proxy for their
cancer-specific distress. On the other hand, the frequency of cognitive intrusions and
avoidance may be a marker of cognitive processing [16]. In the latter scenario, recurrent
cognitive intrusions may suggest an adaptive process that allows participants to integrate a
stressful event into their lives and may not be indicators of distress per se.

More recently, some studies assessing cancer-specific distress have begun to use the IES-R
[17-19]. However, no one has compared the frequency versus severity approaches to
identify which strategy is a better gage of the distressing nature of the cancer experience. In
this study, we will do the following: (1) examine the benefit of assessing frequency versus
severity of cancer-related distress items using the IES and (2) validate the different IES
versions against mental health and well-being measures. For the first aim, we will evaluate
the strengths of each approach using a combination of classical test theory and item response
theory (IRT). We hypothesize that the severity of the items will be a more informative
approach to assessing cancer-related distress. For the second aim, we hypothesize that the
severity items will show validity correlations that are as high as or higher than those
obtained with the frequency items.

Subjects and procedures

Measures

As part of a larger study, participants were recruited from the US general population by an
Internet survey company, Toluna (http://www.toluna-group.com). Data collection from
online research panels is increasingly common and can be a valid, cost-effective, and
efficient means of recruiting clinical samples as demonstrated by our recent experience with
two, large-scale National Institutes of Health (NIH)-funded initiatives [20,21].

To be eligible for this study, participants had to have a prior diagnosis of cancer (excluding
basal cell skin carcinoma), be between the ages of 18-39 years, within 0-60 months post-
treatment, and provide informed consent. Participants were excluded from this study if they
had a recurrent diagnosis of cancer, had history of multiple primary cancers, or received
palliative or hospice care. Potential participants were sent recruitment emails from Toluna
and asked to log on to a secure study website. After screening for eligibility, participants
were consented electronically and then administered the study questionnaires. Participants
completed demographic and medical information items (history of acute and chronic health
conditions) along with other study measures. Participants who completed the survey were
eligible for prize or incentive-based compensation through Toluna. Study procedures were
approved by the local institutional review board. Additional details about subject
recruitment are described elsewhere [22].

Participants completed a variety of self-report questionnaires assessing the following: (a)
demographic and clinical information; (b) quality of life; (c) psychological adjustment; and
(d) cancer-specific distress.
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Demographic and clinical information—Demographic information obtained included
age, race, marital status, education, and annual household income. Clinical information
obtained included cancer type, stage of cancer at diagnosis, time since active treatment,
performance status [23], and self-report of other medical comorbidities.

Quiality of life—The Functional Assessment of Cancer Therapy—General (FACT-G) is a
27-item measure of health-related quality of life in cancer [24]. The FACT-G yields four
subscale scores: physical well-being (seven items), functional well-being (seven items),
social/family well-being (seven items), and emotional well-being (six items). The physical
well-being subscale assesses physical concerns, the functional well-being subscale measures
an individual’s ability to engage in various tasks, the social/family well-being subscale
questions assess social support and communication, and the emotional well-being subscale
measures mood and emotional response to illness. Higher scores indicate better health-
related quality of life.

Psychological adjustment—Mental health was assessed using the 18-item short form of
the Mental Health Inventory (MHI) [25]. This scale yields four subscale scores: depression
(four items), anxiety (five items), behavioral control (four items), and positive affect (four
items). Higher scores indicate better mental health and more positive psychological
adjustment.

Cancer-specific distress—The IES [1] was used as our index of cancer-specific distress.
As already mentioned, the IES is a 15-item self-report measure of intrusive and avoidant
cognitions and is frequently used in evaluating stress reactions after traumatic experiences.
The IES was keyed to the experience of having cancer: ‘Please read each item, and then
indicate how frequently those comments were true for you during the past 7 days with
respect to your experience with cancer...” In addition to the standard items that assess
frequency, a subsequent set of items was constructed assessing the severity of the intrusive
and avoidant cognitions. In other words, we first assessed how frequent a particular
cognition occurred and then assessed how distressed individuals were by the cognition. For
example, participants were asked to indicate how frequently the statement ‘I thought about it
when | didn’t mean to’ was true for them and then asked ‘How much did this distress or
bother you?” This format was used for all item pairs with the original IES item administered
first and the modified IES item administered second. A four-point scale was used for both
IES versions with response options of 0 (not at all), 1 (rarely), 3 (sometimes), and 5 (often).
While such numerical assignments are not relevant when estimating polychoric correlations
and parameters of latent trait models (discussed later), this scoring was applied to
descriptive statistics, item correlations, and validity correlations.

Analyses proceeded in three steps. First, we computed the reliability statistics of each of the
frequency and severity scales separately. As part of this analysis, we computed an estimate
of each item set’s unidimensionality, omega hierarchical (wp) [26], using the psych package
in = [27,28]. Second, we used a bifactor IRT model of both item sets to compare the relative
contribution of each set (frequency versus severity) to capture the general factor variance.
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Consistent with our first aim’s hypothesis, we anticipated that the discrimination parameters
(or general factor loadings) would be higher for the severity items. To do this, we used irrero
2.1 [29] and selected the default Bock—Aitkin expectation—maximization algorithm to
compute the maximume-likelihood estimates of the bifactor model parameters [30]. Third, as
a test of our second aim’s hypothesis, we compared how well the sum scores of frequency
and severity item sets correlated with criterion mental health variables.

Descriptive characteristics of sample

Study participants (N=335) had a mean age of 31.8 years (SD= 5.4), were primarily female
(68.4%), Caucasian (83.9%), and currently married/partnered (63.0%), had a college
education (40.3%), were employed full time (57.3%), and reported an annual income of
$50,000 to $99,999 (28.7%). In terms of cancer diagnosis, study participants reported a mix
of cancer types including breast (23.9%), gynecologic (16.1%), melanoma (11.0%), lung
(6.9%), colorectal (6.3%), thyroid (6.3%), testicular (6.0%), and hematologic malignancies
(5.1%). The majority of participants had local stage disease (67.2%), were 20.9 (SD= 16.5)
months post-treatment (i.e., conclusion of surgery, chemotherapy, or radiation), and reported
normal activity, without symptoms (54.0%). Item means and standard deviations as well as
total score means and standard deviations for both the frequency and severity versions of the
IES are provided in Table 1.

Reliability analyses

Computing reliability analyses, we first estimated the polychoric correlations of the data.
Because items may be endorsed according to thresholds in addition to content, analytic
procedures that depend on interitem correlations may overestimate multidimensionality.
Estimating polychoric correlations represents one way to counter this bias [31,32]. Table 1
shows the reliability statistics based on the polychoric matrix (nonpolychorics are in
parentheses).

As Table 2 shows, both IES frequency and severity scales show high values for Cronbach’s
alpha. The estimates of general factor saturation (wp,) are likewise high; for both IES scales,
the proportion of test variance attributable to a general factor was above 70%. Both
estimates were greater than the lower-bound cut-off of 0.70 for the presence of smaller
group factors suggested by Reise et al. [33].

However, the severity items were more highly intercorrelated compared with the frequency
items. In particular, the average interitem correlation was considerably higher for the
severity items (0.69) compared with the frequency items (0.49). In addition, using the
polychoric estimate, the omega (h) was higher for the severity items than for the frequency
items. These data suggest that the severity items showed higher values for some indicators
of reliability. Although high reliability can suggest redundancy in some cases, in this study,
the item stems are the same for both item sets, and only the directions for responding differ.

Because the IES severity items assess the same construct slightly differently, we would
expect frequency and severity to be highly correlated. This was in fact the case, with a raw
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score correlation of 0.82. Nevertheless, the frequency and severity items were not
interchangeable psychometrically. For example, the IES severity items were more highly
correlated with each other than with the frequency items. Thus, while the corrected mean
item—total correlation for the severity items was 0.76 (range 0.66-0.80), the mean item
correlation of the severity items with the frequency total score was lower, 0.65 (range 0.56—
0.69), underscoring the fact that they are assessing the construct in slightly different ways.

Bifactor modeling to distinguish between severity and frequency

To determine whether the severity items are an improvement over the frequency items, we
modeled the items together and estimated the IRT parameters of a general factor,
representing the variance common to all 30 items. In this bifactor model, we specified two
group factors: one for the frequency items and one for the severity items. Although the
shared variance between the two measures was large (r= 0.82), the bifactor model was the
more robust model for these analyses. In a unidimensional model of all 30 items, we
suspected that the repeated item wording of the severity items might form a large local
dependence, which would inflate their discrimination parameters/loadings relative to the
frequency items. In a bifactor model, however, the variance specific to each factor would not
distort the large amount of (general factor) variance assumed to underlie most of the IES
construct.

Our bifactor model parameters were estimated using a common IRT estimation technique,
the Bock—Aitkin expectation—-maximization algorithm [30]. Parameter estimates (or
loadings) derived from such full-information techniques may be more accurate compared
with limited-information factor analyses, because they use information from all of the
response options available for each item [34]. Because of this, full-information techniques
minimized the possibility that response bias or ‘difficulty” factors might distort the factor
structure in limited information models [32].

Because both frequency and severity items were in the model, we could directly compare
how well each set of items captured the general factor variance. Figure 1 shows each item’s
discrimination parameter for each frequency and severity item. The discrimination
parameter is an index of an item’s association with the general trait. Typical scales show
item values ranging from 0.5 to 2.5 [35], but carefully constructed item banks may show
higher values [36]. As Figure 1 shows, the discrimination parameters of the severity items
were as high or, in many cases, higher than the matched parameter of the frequency items.
The discrimination parameters of the severity items were, on average, 0.86 higher than the
frequency items (the differences ranged from 0.03 to 1.76). These results suggest that the
severity items do a better job than the frequency items of capturing the psychological impact
of traumatic events.

Correlation with criterion mental health variables

Next, we correlated both the IES frequency items and the IES severity items with criterion
validity variables. These variables included mental health (MHI-depression, MHIlanxiety,
MHI-behavioral control, and MHI-positive affect subscale scores), as well as quality of life
(FACT-G functional, physical, social, and emotional well-being subscale scores). We
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hypothesized that both IES scales would be associated with the measures in the direction of
poorer mental health and poorer health-related quality of life. In addition, we hypothesized
IES severity would show stronger correlations with the criterion variables compared with
the IES frequency.

Table 3 shows that, as expected, the IES frequency and severity scores were inversely
related to better mental health and more positive health-related quality of life. In all cases,
the correlation coefficients between the IES severity and the criterion variable were higher
than the corresponding IES frequency correlation. Moreover, in all but one case, the
differences were significantly higher (as indicated by dependent t-tests).

Discussion

This manuscript demonstrates, for the first time, the benefit of using a severity-based
approach with the IES compared with a frequency-based approach to assessing the
psychological impact of the cancer experience. Using a combination of classical test and
item response theories, we provided evidence supporting the comparability of the IES
severity items relative to the IES frequency items and suggesting that the IES severity items
may even be psychometrically superior. By employing an approach that assesses the severity
or distressing nature of intrusive or avoidant cognitions, the modified IES was a more
reliable, informative, and valid measure than the standard IES that employs a frequency-
based approach to assessing the impact of stressful life events.

Our hypothesis that the severity items would be a more informative approach to assessing
cancer-related distress was supported. In this sample, the severity items captured the general
trait of distress more accurately than the frequency items, evidenced by the higher
discrimination parameters. In other words, most of the severity items did a better job than
the frequency items at discriminating between low and high levels of cancer-specific
distress. Moreover, the severity items demonstrated greater reliability, suggesting better
measurement precision and reduced error. The frequency rating scale provides an index of
the number of times an event is experienced, but it indicates nothing about the valence or
whether or not that particular event was distressing. The frequency with which individuals
experience specific stress-related phenomena, in this case, intrusive and avoidant thoughts
about cancer, is only one dimension of the impact of the cancer experience, and it is not
necessarily the most important dimension of that experience [37]. Although it is likely,
given the nature of the item content for the IES, that higher frequency events are also
distressing, it is also possible that as individuals begin to adapt to the cancer experience and
integrate it into their lives, the frequency with which they experience certain intrusive and
avoidant cognitions may remain relatively high but the distressing nature of those events
may begin to decline as patients experience longer periods of disease-free survivorship.

The weakening of the connection between high frequency and high distressing events can be
seen in clinical approaches to certain types of psychological disorders. Indeed, empirically
supported therapies for managing anxiety disorders rely on behavioral approaches such as
systematic graduated exposures to help clients begin to reduce their anxious responses to
repeated confrontations with the anxiety-provoking stimuli [38,39]. In this case, high
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frequency events begin to lose their potency and have a progressively weaker impact on the
client. Patients with cancer or other significantly stressful life experiences may also
experience the same phenomenon over time, and this helps underscore why frequency
assessments of cancer-specific (or trauma-specific) distress may not be the most meaningful
approach to measuring these experiences for patients.

Our hypothesis that the severity items would show validity correlations that are as high as or
higher than those obtained with the frequency items was also supported. IES severity items
were more strongly correlated with poorer mental health and quality of life outcomes than
frequency items. As already noted, this may be due to the fact that the frequency items may
not necessarily indicate maladaptive processes. In fact, some models of cognitive processing
[16] suggest that a high level of intrusions is indicative of fear network activation and may
be necessary to foster network resolution through the integration of the cancer experience
into one’s life. In other words, this perspective posits that high levels of intrusive thoughts
may be a marker of an adaptive psychological process and not a maladaptive one. In
contrast, for severity items, these are invariably negative or maladaptive in nature. Indeed, if
a question asks about how ‘distressed or bothered” someone was by intrusive or avoidant
cognitions, it makes sense that these items would be more strongly correlated with higher
levels of depression and anxiety and lower levels of behavioral control and emotional,
physical, functional, and social well-being. The important finding here is not that the
severity items were strongly associated with poorer mental health and quality of life
outcomes, which is not particularly surprising, but that the severity items were more strongly
associated with these outcomes than the standard IES frequency items. This underscores the
importance of psychosocial screening for clinical stress reactions in cancer patients beyond
traumatic stress, such as other anxiety or mood disorders as well as adjustment disorders
[40].

This study has a few limitations. While the IES severity items showed higher reliability
estimates than IES frequency items, it is possible that the severity question format
introduced redundancy [41]. It is possible, for example, that when participants were asked
about severity, they focused more on the ‘bother” aspect relative to the specific item content,
thereby glossing over the distinctions among the items. Following this logic, one might
suggest that the stronger relationship between IES severity items and psychological
adjustment measures reflects some loss of the distinctive IES construct validity. This would
seem unlikely, however, given the high correlation we found between the IES measures
(0.82). Nevertheless, further study with both item types with criterion validity variables
should explore this alternative hypothesis.

Additionally, our sample was a predominantly White, highly educated sample recruited from
an Internet panel company. This may raise concerns about the generalizability of our
findings. However, recent research has supported the viability of web-based data collection
by demonstrating that samples recruited from the Internet are comparable with data from
probability-based general population samples [42]. Moreover, to effectively explore the
psychological impact of the cancer experience, it is important to have a sufficiently
distressed sample. Prior work from this dataset has demonstrated that these cancer survivors
are reporting clinically significant levels of distress [11] and are, thus, an appropriate sample
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for addressing these research questions. Our sample was composed of cancer survivors, and
the generalizability of these findings to other patient populations who have experienced
significant life threats is not known. It is reasonable to expect that our findings would
generalize to other patient populations, but this is an assumption that warrants additional
empirical studies with other patients who have experienced different types of stressful and
traumatic events.

In sum, these results suggest that the IES severity items, perhaps because of the
improvements in reliability, are better able to capture negative mental health aspects of the
IES. The high correlation between the IES severity and IES frequency items (0.82) suggests
that the IES severity items still mostly measure the same construct. Future studies of the
impact of traumatic events would likely benefit from using the IES-R because of its
severity-based response options instead of the IES. Alternatively, the IES and the IES-R
measures could feasibly be ‘linked” psychometrically [43,44] such that a table equating the
summed score of each measure could be constructed. This would allow researchers to
directly compare scores obtained with IES frequency to IES severity items and allow for the
creation of an equivalent clinical cut-off score to help guide provision of services. In turn,
this will enhance our understanding of the experiences of patients with cancer and other
significant life stressors and identify the most vulnerable subgroups in need of psychosocial
care.
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Appendix A

General factor loadings of the severity items versus frequency items of the Impact of Events
Scale (IES) in a full-information bifactor model
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Figure 1.
Discrimination parameters of the severity items versus frequency items of the Impact of

Events Scale (IES) in a bifactor item response theory (IRT) model

Note: When the discrimination parameters are transformed to general factor loadings (Wirth
& Edwards, 2007), the picture is much the same. The Severity items had, on average, a
loading that was .12 higher (range, .01 to .42) than the Frequency items. Error bars represent
standard errors of measurement. Appendix A shows the Figure for the general factor
loadings
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Table 1

Item means and standard deviations for the Impact of Events Scale, frequency and severity versions

Page 14

Frequency Severity

IES item Mean SD Mean sD
1. | thought about it when I didn’t mean to. 2.56 1.67 2.43 1.67
2. | avoided letting myself get upset when I thought about it or was reminded of it. 2.69 1.74 2.20 1.68
3. | tried to remove it from memory. 2.16 1.91 2.02 1.77
4.1 gad trouble falling asleep or staying asleep because of pictures or thoughts about it that came into my 1.79 1.81 1.98 1.87
mind.

5. I had waves of strong feelings about it. 2.28 1.75 2.19 1.76
6. | had dreams aboult it. 1.36 1.63 1.49 1.74
7. | stayed away from reminders of it. 1.79 1.84 1.56 1.69
8. | felt as if it hadn’t happened or wasn’t real. 1.88 1.77 1.65 1.68
9. | tried not to talk about it. 211 1.95 1.75 1.74
10. Pictures about it popped into my mind. 1.90 1.68 1.77 1.75
11. Other things kept making me think about it. 2.05 1.65 1.78 1.66
12. I was aware | still had a lot of feelings about it but I didn’t deal with them. 1.90 1.79 1.95 1.85
13. | tried not to think about it. 2.41 1.88 1.86 1.62
14. Any reminder brought back feelings about it. 2.20 1.75 2.00 1.73
15. My feelings about it were kind of numb. 2.06 1.75 1.76 1.70
Total score 3115 1776  28.38 20.49

The obtained range of values for individual items for both the frequency and distress/bother response options was 0 to 5.

IES, Impact of Events Scale; SD, standard deviation.

Psychooncology. Author manuscript; available in PMC 2016 December 01.



Page 15

Salsman et al.

Author Manuscript

*3]eaS S1UBAT 40 10ed| ‘S| ‘UOIRI31I00 Wallalul abriaA. ‘DY

“(sesayua.ed u a1e sonsnels a110yaKj0d-uou) suoie|a1109 o110ydA|od Uo paseq aJe sonsnels Wel| ‘dean0 Wall 10} Pa)Ia.I0d SUOIRISLI0D [e10)—Ld)|

(080) 280 (990)920 (920)€80 (090)690 (920)680  (S6°0) 260 Aisnss s3|
(t20)180 (Fe0)2ro (190 v20 (Tr0o)6v0 (S2°0) 220 (16'0)€6'0  Aousnbayy 531

Xew N ues\ IV Yo D s,4yoequol) aess

SUOIR[34100 [10)-U3)I Pa)0aII0))

suolslan A114anas pue Aouanbaly ‘ajeas siuan3 Jo 10edw| ay) Joj So1IsIIeIS AlljIgRIjal [ed1sse|D

¢ ?olgel

Author Manuscript Author Manuscript Author Manuscript

Psychooncology. Author manuscript; available in PMC 2016 December 01.



Page 16

Salsman et al.

‘100>d

*¥

'50'0>d
X

‘lessuan—Adesay ] 130UBD JO JUBWSSASSY [BUOIDUNS ‘'D-] DV ‘AI0JUAU| YIeaH [EIUBIA ‘IHIA ‘8]eds Sluang Jo j1oedwy ‘S3|

"Aouanbaly a[eas sjuang Jo 10edwi] Yl pue AILIaASS 8]edS SIUBAT JO 1oedwl| 8y UBaMISQ UOIIR|a.1109 8y} UO Juspuadap 81am SIUaIo1}I809 UOITR[31i0d Usamiaq
S80UBIaYJIP B 10} S1S31-1 AU L “AjaANdadsal ‘a)1] 40 Alljenb Janag pue yijesy [elusl 18)1aq JO SAIIRDIPUI 8. $100S [elauss—Adelay ] Jadue) JO JUBLISSASSY [eUOIdUNS pue AI0JUBAU| UljeaH [elus|Al JaybiH

T000> €96- [£€0-'050-1 #0700~ [12°0-‘0v'0-] «xPE0- BuIag-|jam [euonouNy :9- 1V
7000> T29- [190-'620-1 £000=  [oy0-'T90-] 4,750 BuIag-||am [eUONOWa :9-10v4
100 9rz- [oro-'0g0-] X020~ [g000-'zz0-]  «FFO-  Buteg-jjem Ajiweyreroos :9-1ov4
7000> T09- [£50-'990-]1 +090-  [ge0-'250-] .70 Buteg-Jem [eatsAyd :9-10v4
S0 ze0- [hzo-'sv0-] 780~ [ez0-'zv0-]  «.EE0- 13y anisod [IHIN
7000> ¥rs- [8v0-'€90-]1 «990  [z80-'050-] 170 [013U00 [BJOIARYR (THIN
T0000> 2206 [1070-'290-1 «.S50-  [0g0-‘sp'0-]  «.8€0- uoissaidap :[HIN
7000> 68'€- [hr0-'650-]1 #9507  [280-'050-] 170 AaIxXue JJHIN
d 1581} 1D %56 1 1D %S6 1
JSTREVEIYS=T Aouanbauy 3|

sa|geLien AlIpijeA usbiaAu0d pue A11IBA3S 9[eaS S1uUaAT Jo 10edw|/Aouanbaly 3]8aS SIUBAT JO 1oedw| UsaMIaq SUOIIR|94I09 UoSIead

Author Manuscript

€9l|qel

Author Manuscript

Author Manuscript

Author Manuscript

Psychooncology. Author manuscript; available in PMC 2016 December 01.



