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QUESTION ASKED: Are financial distress, emotional symptoms, and overall distress in insured

patients with cancer related? How do they affect one another?

SUMMARYANSWER: Our cohort of patientswith cancer reported significant levels of emotional

symptoms, financial distress, and overall distress. These factors were interrelated. Improved

financial well-being is associated with lower overall distress. Emotional distress may influence this

association as well.

WHAT WE DID: A cross-sectional convenience sample of 120 insured patients with cancer

completed our pen-and-paper questionnaire which included demographics; cost concerns; and

questions about financial distress, emotional symptoms, and overall distress from the InCharge

Financial Distress/Financial Well-being Scale and National Comprehensive Cancer Network

Problem List and Distress Thermometer, respectively.

WHAT WE FOUND: All 120 insured patients completed the survey. Sixty-five percent reported

clinically significant overall distress scores, with a similar percentage reporting at least one

emotional symptom (worry, anxiety, depression, etc). Twenty-nine percent scored in the range

of high to overwhelming financial distress. After controlling for demographic variables, the total

effect of financial distress on overall distress is 20.727; that is, for each 1-unit increase in the

financial distress scale (which demonstrated improved financial well-being), the overall Distress

Thermometer score fell by 0.727 points. The total effect can be divided into two routes: pathways

A and B (emotional distressmediates the association between financial distress and overall distress)

and pathway C (financial distress directly increases overall distress; Fig). In addition, at least 40% of

patients reported the following concerns: need to continue to work to pay for treatment, paying for

treatment, and paying other bills.

BIAS, COUNFOUNDING FACTOR(S), DRAWBACKS: This pilot study was performed at a

tertiary referral center. The patient populationwas relatively affluent, educated, and predominantly

white. The financial distress has not been prospectively validated in patients with cancer. The

instrument used to measure both overall and emotional distress is a screening tool and may not

reflect the true prevalence of these symptoms in this population.

REAL-LIFE IMPLICATIONS: Health care institutions andproviders are expected to recognize and
manage distress. Interventions aimed at helping to reduce overall distress in patients with cancer

should include efforts focused on ameliorating financial distress in those who identify this as a

concern.

See the figure on the following page.
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Financial Distress Overall Distress

Emotional Distress

Financial Distress Overall DistressPathway C (76%)

Path
way

 A

Pathw
ay B

A

A 1-unit increase in the financial distress scale (which indicates improved financial well-being) leads to a 
0.727 unit decrease in overall distress (which indicates improved overall distress)

B

A 1-unit increase in the financial distress scale (which indicates improved financial well-being) leads to a 0.553-
unit** decrease in overall distress (which indicates improved overall distress)

Emotional distress

accounts for 24% of

impact of financial

distress on overall

distress

A 1-unit increase in the 
financial distress scale 
(which indicates improved 
financial well-being) leads 
to a 0.3-unit* decrease in 
the emotional distress 
scale (which indicates less 
emotional distress)

A 1-unit increase in the 
emotional distress scale 
(which indicates increased 
emotional distress) leads 
to a 0.58-unit** increase in 
overall distress (which 
indicates increased overall 
distress)

FIG. (A) Association between financial distress and overall distress. (B) Emotional distress mediates the association between financial distress and overall
distress (P = .005). Financial distress wasmeasured using the InCharge Financial Distress/Financial Well-being scale, where scores range from 1.0 to 10.0 and
a lower score indicatesgreater financial distress.Overall distresswasmeasuredusing theNational ComprehensiveCancerCenterDistressThermometer,which
is a screening tool for distress with scores that range from 0 (no distress) to 10 (most distress). Emotional distress was measured by summing the number of
emotional problems indicated by each participant on the Problem List portion of the Distress Thermometer. *P = .008; **P , .001.
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Abstract
Purpose
Recent studies have demonstrated increasing rates of financial toxicities and emotional

distress related to cancer treatment. This study assessed and characterized the

relationships among financial distress, emotional symptoms, and overall distress in

patients with cancer.

Methods
A cross-sectional sample of patients with cancer who visited our outpatient medical

oncology and psychiatry clinics completed a pen-and-paper survey. The survey assessed

demographics; cost concerns; and financial, emotional, and overall distress.

Results
One hundred twenty insured patients completed the survey. Sixty-five percent reported

clinically significant overall distress scores, with the same percentage reporting at least

one emotional problem (worry, anxiety, depression, etc). Twenty-nine percent scored

in the range of high to overwhelming financial distress. By using structural equation

modeling, we found that financial distress was associated with overall distress. This

association was both direct (accounting for 76% of the effect) and indirect (accounting

for 24% of the effect) via mediation by emotional distress.

Conclusion
This cohort of patients with cancer reported significant levels of emotional distress,

financial distress, and overall distress. These factors were interrelated, with both financial

and emotional distress contributing to overall distress. Interventions targeted at

alleviating financial distress may help to decrease levels of overall distress.

INTRODUCTION
All patients with cancer experience some
level of distress. The National Com-
prehensive Cancer Network (NCCN)
has defined distress in clinical practice
as a “multifactorial unpleasant emotional

experience of a psychological (ie, cognitive,
behavioral, emotional), social, and/or spiri-
tual nature thatmay interferewith the ability
to cope effectively with cancer, its physi-
cal symptoms, and its treatment.”1(pDIS-2)

Distress is now considered the sixth vital

Copyright © 2016 by American Society of Clinical Oncology Volume 12 / Issue 7 / July 2016 n jop.ascopubs.org e755

Original Contribution CARE DELIVERY

http://jop.ascopubs.org/lookup/doi/10.1200/JOP.2016.011049
http://jop.ascopubs.org/lookup/doi/10.1200/JOP.2016.011049
http://jop.ascopubs.org/lookup/doi/10.1200/JOP.2016.011049
http://www.jop.ascopubs.org
http://jop.ascopubs.org


sign,2 and the American College of Surgeons Commission on
Cancer now mandates that its accredited hospitals implement
distress screening and refer patients for psychosocial health care
services when needed. If a patient’s distress is left unaddressed,
it can lead to impaired decision making and poor care self-
management.3-5

The rising costs of cancer treatment are increasingly shifted
to thepatient,whichcancontribute to financialdistress.6,7 One
study found that patients with cancer who experienced un-
expected medical costs had increased anxiety and depression
and worse quality-of-life (QOL) outcomes over time.8 The
financial burden that patients face in the form of rising out-of-
pocket costs can negatively affect QOL and can affect the
quality of care received.6 Furthermore, these rising costs may
affect patients who already struggle to meet their normal
monthly living expenses. These patients who may already be
facedwith aheat-or-eat dilemmaarenow facedwith themore-
troubling decision of heat, eat, or treat. Financial burden,
financial concern, and financial distress often are used in-
terchangeably in oncologic practice and the scientific litera-
ture, each of which can contribute to the more clinically

meaningful term financial toxicity, which was first introduced
by Ratain9 in 2009. Zafar and Abernethy6 further recom-
mended that the financial toxicities of cancer be viewed and
considered similarly to the physical toxicities that are stra-
tegically monitored and addressed.

Like financial distress, emotional distress may be a com-
ponent of overall distress. Psychiatric disorders, including
anxiety and depression, are common among patients with
cancer, with rates varying from 16% reported in unresectable
non–small-cell lung carcinoma10 and newly diagnosed head
and neck cancer,11 24% in Hodgkin lymphoma,12 as high as
42% in breast cancer after the first recurrence,13 and 47% in
new admissions to a cancer center.14 Ameta-analysis reported
the prevalence of depression in oncologic outpatients to be
16.2%,15 and depression is known to cause distress, diminish
the patient’s ability or willingness to participate in their care,
affect QOL measures, and affect survival.16

In oncologic research, a great chasm exists in quantifying
financial burden and in understanding how financial distress
affects QOL.7,17-21 A study of 149 patients with advanced
cancer found that 37% reported more financial distress than
emotional distress, and 30% reported their financial distress as
more severe than other types of distress.21 In a national sample
of cancer survivors, financial burden had a significant im-
pact on levels of depressed mood, psychologic distress, and

worry.22 Patients who reported cancer-related financial stress
had a three to four times increase in the risk of adverse
psychologic outcomes (ie, anxiety, depression).23 To further
advance this work, we sought to characterize the relationship
among these various forms of distress in patients with cancer.
By using assessments of financial distress, overall distress, and
emotional distress, we tested the hypothesis that these con-
structs are interrelated.We also sought to understand some of
the financial concerns andassistanceneeds patients expressed.

METHODS
This study was conducted at Fox Chase Cancer Center, a
National Cancer Institute–designated comprehensive cancer
center. A convenience sample of patients with cancer older
than 18 years was recruited from medical oncology and
psychiatry clinics. All eligible patients were taking, had taken,
or were consulting with their physician to begin taking an-
ticancermedications. Recruitment of patients occurred in two
phases that spanned September 2013 to April 2014. A clinical
care provider (eg, physician, nurse) consulted with eligible

patients about the study during their visit and gave the re-
search assistant permission to approach specific patients ei-
ther before or after their appointment.

We received a waiver of documentation of informed
consent. Patients could refuse to answer anyquestion.As such,
patients were not prompted to complete missing questions or
sections. Because we did not collect participants’ names or
medical record numbers, we did not abstract missing de-
mographic data from medical charts.

The study involved one questionnaire that patients com-
pleted in clinic. The questionnaire included demographics
along with the validated measurements outlined next. The
surveywas amendedbefore the secondphase to addquestions,
so the first and second phase questionnaires and specific
question sample sizes differed slightly.

Patient Characteristics
In addition to the usual sociodemographic data, patients re-
ported their health insurance status, original cancer site,
diseaseand treatmenthistory, andsourcesof financial support.

Overall Distress
We measured overall distress by using the NCCN Distress
Thermometer (DT) and Problem List.1 This instrument asks
patients to rate their overall distress from 0 to 10 (highest level
of distress) in the past week. Self-reported distress scores of
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$ 4 are considered clinically meaningful.25 Participants were
also asked to specify whether the source of their distress was
related to specific issues on the Problem List as follows:
practical problems (six items [eg, insurance/financial]), family
problems (four items [eg, dealing with children]), emotional
problems (six items [depression, fears, nervousness, sadness,
worry, loss of interest in usual activity]), spiritual/religious
concerns, and physical problems (21 items [eg, appearance,
pain]).

Emotional Distress
We considered patients to have emotional distress if they
answered yes to experiencing any of the six emotions in the
Problem List. The number of responses was summed. The
emotional domain of the Problem List is correlated strongly
with the single DT measure, and positive responses on the
Problem List help to qualify a clinically significant distress
score on the DT.26

Financial Distress
Financial distress was measured by using the InCharge Fi-

nancial Distress/Financial Well-Being Scale (InCharge) be-
cause no other financial distressmeasure hadbeen validated in
patients with cancer at the time of recruitment. InCharge
measures a latent construct that represents responses to one’s
financial state on a continuum of overwhelming financial
distress to highest level of financial well-being.27 Scores, 5.0
represent financial distress.

Financial Concerns
Patients were also asked to indicate whether they felt the need
to continue working during treatment to meet their financial
needs as well as about concerns with various normal expenses.
Asubsetof34patients recruited in the secondphase responded
to the prompt, “Please identify any areas that you may need
assistance with.” Response options included “understanding
my insurance policy and coverage,” “knowing whom to ask
for help,” and “identifying sources of financial assistance.”

Statistical Analyses
To investigatemediational pathways in the association among
financial distress, emotional distress, and overall distress, we
used a structural equation approach.28 We used bootstrap
standard errors for the assessment of the mediated effect.29 A
mediating variable explains the association between an in-
dependent and a dependent variable. Mediation models have

been used in the health psychology literature to explain health
behaviors and to develop interventions to improve them. For
example, findings from a study of women with diabetes
mellitus found that healthy lifestyle changes in diet and
physical activity were mediated by social support through
neighbors and family, suggesting that improving social
support might improve clinical outcomes.30 We controlled
for sex, education, age, marital status, children, employment
status, income, and race in the models. Numerical vari-
ables were sums along with the sample median and range.
Categorical variables were summarized as frequencies and
percentages.

RESULTS

Participant Characteristics
One hundred twenty patients completed the survey, with 60
patients in each phase. Fifty-eight percent were younger than
65 years of age, and 66% were married or had a domestic
partner. Fifty-two percent were female, and 84% were white.
All patientshadhealth insurance, and56%reportedhousehold
incomes of $ $50,000. The remainder of patient character-
istics are shown in Table 1.

Overall Distress
One hundred nine patients completed the DT portion of the
questionnaire. Sixty-five percent reported clinically significant
distress scores ($ 4), with 28% identifying that their distress
level was in the highest range (8 to 10).

Emotional Distress
One hundred eighteen patients responded to the Problem List
portion of the DT. Sixty-six percent indicated that they had a
problemwith at least one emotional symptom.Worry was the
most common problem identified in almost one half of the
participants (49%), followed by nervousness (38%), fears
(37%), sadness (30%), depression (29%), and loss of interest in
usual activities (26%).

Financial Distress
All 120 patients responded to InCharge. Figure 1 shows the
distribution of financial distress scores by deciles. Lower
scores indicate greater financial distress. Twenty-nine percent
had an overall score in the range of high to overwhelming
financial distress.
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Financial Concerns
We collected additional data on subjective concerns (Appendix
TableA1,onlineonly).Concerns includedneedtocontinuetowork
topay for treatment (40%), paying for treatment (43%), andpaying
other bills (41%). The most frequently reported assistance needs
were knowing whom to ask for help (29%), identifying sources of
financial assistance (26%), understanding the insurance policy
(24%), and accessing community resources that may help (21%).

Relationships Among Financial Distress, Emotional
Symptoms, and Overall Distress
We found that financial distress was associated with overall
distress and that emotional distress also mediated this asso-
ciation (Figs 2A and 2B). In this model, higher scores on the
financial distress scale represented improved financial well-
being. However, lower scores on the emotional distress and
overall distress scales indicated better outcomes. By con-
trolling for demographic variables, the total effect of financial
distress on overall distress was 20.727 (Fig 2A). That is, for

Table 1. Patient Characteristics

Characteristic No. (%)

No. of patients 120

Median (range) age, years 62 (22-87)
, 40 7 (6)
40-50 18 (15)
51-60 26 (21)
61-70 43 (36)
. 70 25 (21)
Missing 1 (1)

Sex
Female 62 (52)
Male 58 (48)

Ethnicity
White (non-Hispanic) 101 (84)
Black 13 (11)
Asian 3 (3)
Hispanic 1 (1)
Other 2 (1)

Marital status
Married/domestic partnership 79 (66)
Never married 18 (15)
Divorced/separated 17 (14)
Widowed 6 (5)

Have children 93 (78)

Homeowners 92 (77)

Education
High school diploma 39 (33)
Some college/trade school 33 (27)
Bachelor’s degree 25 (21)
Advanced degree 13 (11)
Less than high school 9 (7)
Missing 1 (1)

Employment
Retired 49 (41)
Used for wages 31 (26)
Unable to work 23 (19)
Out of work 6 (5)
Other 7 (6)
Missing 4 (3)

Has health insurance 120 (100)

Income (annual)
. $100,000 27 (23)
$75,000-$100,000 16 (13)
$50,000-$74,999 24 (20)
$25,000-$49,999 24 (20)
, $25,000 19 (16)
Missing 10 (8)

(continued in next column)

Table 1. Patient Characteristics (continued)

Characteristic No. (%)

Sources of income
Spouse or self-support 109 (91)
Parents 5 (4)
Friends 5 (4)
Children 1 (1)

Cancer site
Genitourinary 46 (38)
Gastrointestinal 29 (24)
Gynecologic 16 (13)
Sarcoma 9 (8)
Other 20 (17)

Treatment history
Surgery 82 (68)
Chemotherapy 80 (67)
Radiation 47 (39)
Targeted therapy 19 (16)
Hormone 18 (15)

Time since diagnosis (n = 60*), years
, 1 22 (37)
1-3 13 (22)
3-5 10 (17)
. 5 15 (25)

Metastatic disease present (n = 60*) 38 (63)

*Added to the demographics section for the second phase of the
study.
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each 1-unit increase in the financial distress scale (which
demonstrated improved financial well-being), the overall DT
fell by 0.727 points, which suggests that improved financial
well-being is associated with lower overall distress.

The total effect can be divided into two routes: pathways A
and B (emotional distress mediates the association between
financialdistress andoverall distress) andpathwayC(financial
distress directly increases overall distress). A 1-unit increase in
the financial distress scale (which indicates improved financial
well-being) reduced emotional distress by 0.3 (P = .008,
pathway A), and a 1-unit increase in emotional distress in-
creased the overall DT by 0.58 units (P , .001, pathway B).
After accounting for emotional distress, the direct effect of
financial distress on overall distress decreased to 20.553
(compared with 20.727 when not accounting for emotional
distress; P , .001, pathway C). This means that for each
1-point increase in financial distress,20.7272 (20.553)5
20.174 of its effect on the DT is through the mediated
pathway (pathways A and B), which suggests that the

mediational pathway of emotional distress accounts for 24%
of the impact [(0.174 / 0.727)3 100] of financial distress on the
overall distress score. This mediational pathway is statistically
significant (P = .005 for the attenuation of the financial distress
coefficient when emotional distress is added to the model).

DISCUSSION
In this study of relatively affluent, insured, and well-educated
patients seen at a National Cancer Institute–designated
comprehensive cancer center, 29% reported high levels of
financial distress. Two thirds (65%) reported clinically
significant levels of overall distress measured with the
NCCNDT,with a similar percentage (66%) also reporting at
least one symptomof emotional distress.We also found a strong
association between financial distress and overall distress (Fig 2).
This association was both direct and mediated through emo-
tional distress, which suggests that financial distress can cause
overall distress directly andbeassociatedwith emotional distress,
which in turn can affect overall distress.
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FIG 1. InCharge Financial Distress/Financial Well-being average scores. Scores represent the full decile (ie, 1 = all possible scores from 1.0 to 1.99), with the
exception of 10, which represents an average score of exactly 10.0. Normative descriptive terminology for interpreting InCharge scores includes modifiers
related to both financial distress and financial well-being (ie, overwhelming financial distress/lowest financial well-being); terminology has been truncated to
include only financial distress modifiers.
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The practical implications of the results of this pilot study
are to encourage health care institutions to recognize and
manage distress. In the subset of patients who answered
questions about informational needs, 29% identified knowing
whom to ask for help as a need, whereas 24% stated that they
needed assistance with understanding their insurance policy
and coverage. Interventions aimed at helping to reduce overall
distress in patients with cancer should include efforts focused
on ameliorating financial distress in patients who identify this
as aconcern.Efforts tohelppatients tounderstandandmanage
their insurance coverage and financial obligations and to
develop financial literacy skills would be useful. In addition,
financial counselors should be cross-trained to recognize
emotional distress because emotional distress can exacerbate
financial distress.Rigorousprograms to recognize andmanage
emotional distress, suchas anxiety anddepression,mayhelp to
reduce the impact of financial distress on overall distress, and
future research could include baseline and follow-upmeasures
of financial distress to help to measure potential resultant
effects.21

The current findings are important given the increased
focus on shared decision making and patient-centered care.31

ASCO developed a conceptual framework to present benefits,
toxicities, overall costs, and out-of-pocket costs to help pa-
tients to make treatment decisions.32 However, physicians
may not be comfortable with these cost conversations.33 The
balance of the survival benefits from treatment with out-of-
pocket costs is a challenge. It has been argued that the con-
versation should focus on value versus outright cost andmust
include the financial toxicities of treatment.34 Unfortunately,
the Affordable Care Act may not bring the financial relief that
many hoped for. It has been projected that given the high cost
of most oral anticancer medications, even with the closing of
the Medicare donut hole by the year 2020, as part of the
Affordable Care Act, patients still will face very-high out-of-
pocket costs.35 Therefore, issues about the cost and value of
cancer care and financial distress in patients will remain
important issues because distressed patients may have a di-
minished ability to self-manage their care.36

The current findings should be interpreted within the
context of the limitations of a pilot study. This was a cross-
sectional study at a tertiary referral center, and patients were
only approached after approval from their clinician. Thiswas a
convenience sample. We recruited some patients from our

Financial Distress Overall Distress

Emotional Distress

Financial Distress Overall DistressPathway C (76%)

Path
way

 A

Pathw
ay B

A

A 1-unit increase in the financial distress scale (which indicates improved financial well-being) leads to a 
0.727 unit decrease in overall distress (which indicates improved overall distress)

B

A 1-unit increase in the financial distress scale (which indicates improved financial well-being) leads to a 0.553-
unit** decrease in overall distress (which indicates improved overall distress)

Emotional distress

accounts for 24% of

impact of financial

distress on overall

distress

A 1-unit increase in the 
financial distress scale 
(which indicates improved 
financial well-being) leads 
to a 0.3-unit* decrease in 
the emotional distress 
scale (which indicates less 
emotional distress)

A 1-unit increase in the 
emotional distress scale 
(which indicates increased 
emotional distress) leads 
to a 0.58-unit** increase in 
overall distress (which 
indicates increased overall 
distress)

FIG 2. (A) Association between financial distress and overall distress. (B) Emotional distress mediates the association between financial distress and overall
distress (P = .005). Financial distress wasmeasured using the InCharge Financial Distress/Financial Well-being scale, where scores range from 1.0 to 10.0 and
a lower score indicatesgreater financial distress.Overall distresswasmeasuredusing theNational ComprehensiveCancerCenterDistressThermometer,which
is a screening tool for distress with scores that range from 0 (no distress) to 10 (most distress). Emotional distress was measured by summing the number of
emotional problems indicated by each participant on the Problem List portion of the Distress Thermometer. *P = .008; **P , .001.
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psychiatry clinics, whichmay have led to an overestimation of
distress in the group. However, we did not approach patients
who were viewed by their clinician to be too distressed to
complete the survey. Therefore, true population rates of fi-
nancial, emotional, and overall distress may be higher than
reported in this study. In addition, the group was relatively
affluent, educated, and predominantly white. The results may
be different if the study was conducted within a community
practice or capitated health system. Future work should ad-
dress these issues in a minority or underserved population.
Because patients could consult with their family while com-
pleting the survey, it is possible that familymember inputmay
have introducedbias to thepatients’ responses. In addition, we
did not collect data on patients’ out-of-pocket expenses or on
insurance structure, such as the extent of copayments and
deductibles. However, unlike these objective variables, pa-
tients’ self-report of financial concerns, emotional concerns,
and overall distress is highly subjective and likely varies as they
progress through their disease and treatment trajectory. Pa-
tients possibly have different needs and concerns in the cu-
rative andpalliative settings. In addition, the financial distress/

well-being cutoffs analyzed from InCharge have not been
prospectively validated, and future studies may use newer
measures, such as the validated COST (comprehensive score
for financial toxicity) measure.37 We did not track decliners;
therefore, an overall response rate was not calculated.

Theself-reportof emotional symptoms(worry,depression,
etc)wascompletedontheNCCNDT,which is a screening tool,
and may not reflect the true prevalence of these symptoms in
this population. The NCCN-endorsed single-item DT is a
widely accepted and routinely used tool for distress screening,
especially amongNCCNmember institutions.38 Although the
DT has been successfully validated against the Hospital
Anxiety and Depression Scale in a variety of cancer-related
patient and caregiver populations,39 research has shown that
the single-item measure is not as successful at identifying all
cases of psychologic distress compared with more-robust
tools (eg, Brief Symptom Inventory-18), although it is an ef-
ficient method for ruling out symptoms of depression and
anxiety.36,40 Therefore, the true level of overall distress in this
population of 120 insured patients with cancer may be even
higher than the 65% rate determined by this research. Finally,
wemeasured emotional distress by summing the responses on
the Problem List. Formal measures of anxiety and depression
may produce different results.

Despite these limitations, the current results provide im-
portant insight into patients’ financial concerns that should be
explored in future work. As providers screen for distress, they
need to recognize that financial distress may be an important
source of overall distress. Our previous work demonstrated
that financial concerns are present among all sociodemo-
graphic groups and that higher income or education was
not protective against financial concerns.41,42 The importance
of addressing patients’ financial concerns is underscored
by the Institute of Medicine, which defined health literate
organizations as those that assist patients in navigating, un-
derstanding, and using health care services. Such an orga-
nization communicates clearly what health plans cover and
what individuals will have to pay for services.31 However, the
addressing of these concerns can be a challenge. A study of
cancer center social workers and financial counselors cited a
lack of financial resources, process inefficiencies, limited re-
sources to identify at-risk individuals, and inadequate insurance
coverage as barriers to addressing financial distress in patients
with cancer.43Hospital initiatives to provide clearer information
about out-of-pocket costs, reduce medical billing errors, and

improve transparency may be helpful in reducing distress.
In summary, even among insured patients treated at a

comprehensive cancer center, financial distress may be an
important component of overall distress. Educational in-
terventions to address financial concerns alongside emotional
symptoms may reduce overall distress.
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Appendix

Table A1. Assistance Needs and Financial Concerns

No. (%)

Assistance needs (n = 34)
Knowing whom to ask for help 10 (29)
Identifying sources of financial assistance 9 (26)
Understanding my insurance policy and coverage 8 (24)
Accessing community resources that may help me with
my cancer

7 (21)

Knowing what my copayment will be 6 (18)
Understanding paperwork, bills, and statements that I
receive from my insurance company and my health
care providers

6 (18)

Understanding my diagnosis, treatment options,
follow-up instructions, and/or survivorship plan

4 (12)

Filling out medical forms 1 (3)
Communicating with my health care team 0 (0)

Need to keep working to pay for my treatment (N = 120*)
No 69 (58)
Yes 21 (18)
Yes, and I am still working 15 (13)
Yes, but I am unable to work 10 (8)
Missing 5 (4)

Concerns about expenses (N = 120)
I have no concerns about my expenses 53 (44)
Paying other bills 30 (25)
Clothing 30 (25)
Medical expenses 28 (23)
Rent/mortgage 24 (20)
Child care 22 (18)
Holidays 20 (17)
Recreational activities 18 (15)
Buying food 12 (10)
Student loan debt 12 (10)

*The response options were expanded from no/yes in the first phase to
no/yes, and I am still working/yes, but I am unable to work in the second
phase of the questionnaire based on participant feedback.
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