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Background: Promoting Resilience in Stress Management (PRISM) is a skills-based, early 

palliative care intervention with demonstrated efficacy in adolescents and young adults with 

cancer.

Aim: Utilizing data from a randomized clinical trial of PRISM versus Usual Care, we examined 

whether response to PRISM differed across key sociodemographic characteristics.

Design: Adolescents and young adults with cancer completed patient-reported outcome measures 

of resilience, hope, benefit-finding, quality of life, and distress at enrollment and 6-months. 

Participants were stratified by: sex, age, race, and neighborhood socioeconomic disadvantage 

based on home address (Area Deprivation Index scores with 8-10=most disadvantaged). 

Differences in the magnitude of effect sizes between stratification subgroups were noted using a 

conservative cut-off of d>0.5.

Setting/participants: Participants were 12 to 25 years-old, English-speaking, and receiving 

cancer-care at Seattle Children’s Hospital.

Results.—92 adolescents and young adults (48 PRISM, 44 Usual Care) completed baseline 

measures. They were 43% female, 73% 12-17 years-old, 64% White, and 24% most 

disadvantaged. Effect sizes stratified by sex, age, and race were in an expected positive direction 

and of similar magnitude for the majority of outcomes with some exceptions in magnitude of 

treatment-effect. Those who lived in less disadvantaged neighborhoods benefited more from 

PRISM, and those living in most disadvantaged benefited less.

Conclusions.—PRISM demonstrated a positive effect for the majority of outcomes regardless of 

sex, age, and race. It may not be as helpful for adolescents and young adults living in 

disadvantaged neighborhoods. Future studies must confirm its generalizability and integrate 

opportunities for improvement by targeting individual needs.

This trial has been registered at ClinicalTrials.gov (NCT02340884).
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BACKGROUND

Adolescents and young adults (12-25 years old) with cancer have unique developmental and 

psychosocial needs. In addition to coping with their medical illness, adolescents and young 

adults struggle with normal developmental challenges, life transitions, and decisions 

regarding independence, education, employment, self-identity, and social, romantic, and 

family relationships.1-5 Adolescent and young adult cancer survivors experience inferior 

psychosocial outcomes in comparison to their younger pediatric and older adult 

counterparts, with significantly higher psychological distress, poorer quality of life, and 

fewer positive health benefits.6, 7 These impairments translate into medical expenditures and 

workplace productivity losses.8
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A potential target of palliative care interventions is teaching coping skills to bolster 

psychological well-being and promote resilience resources.9-11 Resilience is defined as the 

process of harnessing resources to sustain physical and emotional well-being during and 

after any stressor.12 Resilience interventions have the potential to improve psychosocial and 

biological disease outcomes, but few have been developed and tested with adolescents and 

young adults with cancer.13-15 Promoting Resilience in Stress Management (PRISM) is a 

brief, developmentally appropriate, early palliative care intervention based on traditional 

cognitive behavioral therapy; PRISM teaches coping skills in the domains of stress 

management, goal setting, cognitive restructuring (catching negative self-talk, and evaluating 

the evidence for and against negative cognitions), and benefit finding (finding meaning/

benefit from the illness experience).16 In a phase II randomized clinical trial testing the 

PRISM intervention against psychosocial Usual Care in adolescents and young adults with 

cancer, PRISM was associated with clinically and statistically significant improvements in 

patient-reported resilience, hope, benefit-finding, cancer-specific quality of life, and 

psychological distress.17, 18

In addition to determining efficacy and effectiveness, a research priority in psychosocial 

intervention research is to assess the external validity of evidence-based interventions when 

delivered to diverse sociodemographic backgrounds in real world clinical settings.19 The 

Division 12 Task Force on Promotion and Dissemination of Psychological Procedures, 

consisting of clinical psychologists in psychology departments, medical schools, and private 

practice, was created to educate providers, patients, and third party payers on efficacious and 

effective psychotherapies.20, 21 The Task Force published a report with the objective of 

identifying and disseminating information on empirically supported psychotherapies; the 

ultimate goal was to expand the reach of interventions of known efficacy into routine clinical 

care.20 This oft-cited report has been the target of critical commentary questioning the 

generalizability of the interventions enumerated by the Task Force as individuals who enroll 

in psychotherapy intervention studies tend to be female, White, educated, and middle/upper 

class.22, 23

To explore PRISM’s potential generalizability, we conducted a post-hoc descriptive analysis 

utilizing data from the phase II PRISM randomized clinical trial. Specifically, we examined 

whether response to PRISM differed for adolescents and young adults stratified across four 

key sociodemographic characteristics: sex, age, race, and relative neighborhood 

socioeconomic disadvantage defined via Area Deprivation Index state decile scores using 

participant home addresses.

METHODS

Design, setting, and participants

Data collection for the phase II, parallel, 1:1 randomized clinical trial17, 18 was conducted 

between January 2015 and October 2016. Participants ages 18-25 provided written informed 

consent, and those ages 12-17 provided written assent with parental written consent. The 

study was approved by the Seattle Children’s Hospital Institutional Review Board (IRB 

Protocol #: 15300). English-speaking adolescents and young adults, 12 to 25 years old, were 
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eligible if they had a new cancer diagnosis or progressive, recurrent, or refractory cancer, 

and were receiving cancer-care at Seattle Children’s Hospital.

Recruitment and randomization

Participants were recruited via in-person approaches in inpatient or outpatient clinics. 100 

participants were randomized to psychosocial Usual Care alone or Usual Care plus PRISM. 

Study staff were blinded to randomization assignment, and staff collecting outcomes data 

remained blinded.

Psychosocial Usual Care

All participants received psychosocial Usual Care. At Seattle Children’s Hospital, this 

includes an assigned social worker who conducts a comprehensive psychosocial assessment. 

Access to additional psychosocial services was provided on the basis of the social worker’s 

assessment, and available upon family or provider request.

The PRISM Intervention

PRISM is an early palliative care intervention based on resilience, positive psychological, 

and coping theories and evidence-based interventions tested in other clinical populations. 

This brief, manualized, skills-based program has been successfully delivered with fidelity by 

bachelors-level non-specialists. Four individual treatment sessions occurred approximately 

every other week, each 30-50 minutes long. After completing the main sessions, optional 

once monthly “booster” sessions were provided. Intervention materials were tailored based 

on age for adolescents (12-17 years old) and young adults (18-25 years). PRISM’s 

development, feasibility, acceptability, and efficacy has previously been reported.16, 17

Patient-Reported Outcomes

Adolescents and young adults completed a comprehensive battery of validated patient-

reported outcome measures at baseline and at 6-months:

1. The Connor-Davidson Resilience Scale (CDRISC-10) assesses self-perceptions 

of resilience.24 Higher scores indicate greater resilience.

2. The Hope Scale assesses hopeful and goal-directed patterns of thought.25 Higher 

scores indicate greater hope.

3. The Benefit and Burden Scale for Children assesses perceived benefits and 

burdens of illness.26 Higher scores indicate greater benefit-finding.

4. The Pediatric Quality of Life (PedsQL) Generic Short-Form assesses the 

domains of general physical, emotional, social, and school well-being. The 

PedsQL Cancer Module assesses the domains of cancer-specific symptoms, 

anxiety/worries, cognitions, and communication.27, 28 Higher scores indicate 

better quality of life.

5. The Kessler-6 Psychological Distress Scale (K-6) assesses global psychological 

distress.29, 30 Higher scores indicate greater distress.
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Additional Measures

1. Demographics questionnaire: Adolescents and young adults reported their sex, 

age, and race at baseline.

2. Neighborhood socioeconomic disadvantage: The Area Deprivation Index (ADI) 

is a neighborhood disadvantage metric comprised of 17 education, employment, 

housing quality, and poverty measures derived from Census data and the 

American Community Survey data.31 Participant home addresses gathered from 

medical chart review at the time of this post-hoc analysis (July to August 2018) 

were entered into Neighborhood Atlas 

(www.neighborhoodatlas.medicine.wisc.edu); addresses are linked to ADI 

scores.31 ADI state decile scores range from 1=least disadvantaged to 10=most 

disadvantaged and were dichotomized into less disadvantaged (1-7) vs. most 

disadvantaged (8-10) utilizing established cut-offs.31-33

Statistical Analyses

Sociodemographic and other characteristics at enrollment were summarized using 

descriptive statistics. We calculated means and standard deviations for change in patient-

reported outcome measures from baseline to 6 months, by study arm and stratification 

subgroups of sex (males, females), age (adolescents 12-17 years, older adolescents and 

young adults 18-25 years), race (Whites, non-Whites), and neighborhood socioeconomic 

disadvantage (less disadvantaged, most disadvantaged). We estimated Cohen’s d effect sizes 

(i.e., standardized scores of PRISM vs. Usual Care effect on score change from baseline to 6 

months) within stratification subgroups for each patient-reported outcome measure. By 

convention, Cohen’s d>0.2 is considered a small to moderate effect and Cohen’s d>0.5 is 

considered a moderate to large effect.34 For the majority of patient-reported outcome 

measures, a positive treatment effect associated with PRISM is illustrated by a positively-

valenced Cohen’s d. For distress only, a positive treatment effect associated with PRISM is 

illustrated by a negative Cohen’s d, i.e., a reduction in distress.

As the randomized clinical trial was not powered for this post-hoc analysis, we did not test 

the statistical significance of treatment effect modification based on stratification variables. 

We utilized a conservative cut-off score of d>0.5 (a moderate to large effect) in determining 

whether variations in magnitude of effect sizes among stratification groups were noteworthy; 

differences in magnitude of effect sizes d≤0.5 between stratification subgroups were 

considered similar in magnitude. We report on findings observed based on descriptive 

summary statistics, standardized effect sizes, and graphical representations of stratification 

groups. Statistical analyses were performed using Stata version 15 (StataCorp, College 

Station, TX).

RESULTS

100 adolescents and young adults were enrolled, and 92 participants (44 Usual Care, 48 

PRISM) completed baseline assessment measures.17 Distribution of age, race, and 

neighborhood socioeconomic disadvantage were generally similar across study arms (Table 

1). Study participants were 43% female, 73% were 12-17 years-old, 64% were White, and 
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24% lived in a most disadvantaged neighborhood relative to Washington State. With respect 

to neighborhood socioeconomic disadvantage, we used state (rather than national) relative 

comparisons as a large majority of participants lived in less disadvantaged neighborhoods on 

a national scale; our sample distribution is representative of Washington State where our 

study was conducted. PRISM recipients were less commonly female than Usual Care 

recipients (33% versus 55%) and less likely to speak English as a second language (2% 

versus 23%). Cohen’s d (95% Confidence Interval (CI)) for PRISM vs. Usual Care, by 

stratification variables are presented in Table 2. Data reflecting patient-reported outcome 

measure scores at baseline and 6 months by stratification variables are presented in 

supplemental Table 1.

Resilience.

We observed consistent direction and magnitude of effect sizes suggesting PRISM 

outperformed Usual Care for resilience across the stratification subgroups of sex and race 

(Table 2, Figure 1). The positive treatment effect for resilience was small in adolescents 

12-17 years old (d=0.3, 95% CI: −0.2,0.8) and large in older adolescents and young adults 

18-25 years old (d=1.3, 95% CI: 0.3,2.3). On neighborhood socioeconomic disadvantage, 

those categorized as “less disadvantaged” showed a medium to large positive effect (d= 0.7, 

95% CI: 0.1,1.2) whereas the “most disadvantaged” showed a small to medium negative 

effect (d=−0.4, 95% CI: −1.4,0.6).

Hope.—We observed consistent direction and magnitude of effect sizes suggesting PRISM 

outperformed Usual Care for hope across the stratification subgroups of sex, age, and race 

(Table 2, Figure 2). Those categorized as “less disadvantaged” showed a medium to large 

positive effect (d= 0.7, 95% CI: 0.1,1.2), whereas the “most disadvantaged” showed a null 

effect (d=0.0, 95% CI: −1.0,1.0).

Benefit-finding.—We observed consistent direction and magnitude of effect sizes 

suggesting PRISM outperformed Usual Care for benefit-finding across the stratification 

subgroups of sex, age, and neighborhood socioeconomic disadvantage (Table 2, Figure 3). 

For race, the positive effect was small in Whites (d=0.2, 95% CI: −0.4,0.8), and large in non-

Whites (d=0.9, 95% CI: 0.0,1.8).

Generic quality of life.—We observed consistent direction and magnitude of effect sizes 

suggesting PRISM outperformed Usual Care for generic quality of life across the 

stratification subgroups of sex, age, and race (Table 2, Figure 4). Those categorized as “less 

disadvantaged” showed a medium positive effect (d=0.5, 95% CI: 0.0,1.1), whereas the 

“most disadvantaged” showed a medium to large negative effect (d=−0.7, 95% CI: −1.7,0.3).

Cancer-specific quality of life.—We observed consistent direction and magnitude of 

effect sizes suggesting PRISM outperformed Usual Care across the stratification subgroups 

of age and race. The positive treatment effect was small to medium (d=0.4, 95% CI: 

−0.2,1.0) in males and large (d=1.2, 95% CI: 0.4,1.9) in females (Table 2, Figure 5). Those 

categorized as “less disadvantaged” showed a large positive effect (d=0.8, 95% CI: 0.3,1.4), 

whereas the “most disadvantaged” showed a null effect (d=0.1, 95% CI: −0.9,1.0).
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Distress.—We observed consistent direction and magnitude of effect sizes suggesting 

PRISM outperformed Usual Care across the stratification subgroups of age and race (Table 

2, Figure 6). Males showed a small negative treatment response (increased distress, d=0.2, 

95% CI: −0.4,0.8) while females had a medium to large positive treatment response 

(decreased distress, d=−0.6, 95% CI: −1.4,0.1). Those categorized as “less disadvantaged” 

showed a medium effect of decreased distress (d=−0.4, 95% CI: −1.0,0.1), whereas the 

“most disadvantaged” showed a medium effect of increased distress (d=0.6, 95% CI: 

−0.4,1.6).

Neighborhood Socioeconomic Disadvantage

90% of participants in the PRISM arm completed all 4 main sessions; 83% had the optional 

5th session. 71% had at least 1 booster session. The number of sessions did not differ for 

those categorized as “most disadvantaged” based on Area Deprivation Index scores. There is 

a moderate degree of overlap between being non-White and socioeconomically 

disadvantaged. 11% of White participants and 47% of non-White participants were 

categorized as “most disadvantaged” based on Area Deprivation Index scores. In the “non-

White” category, 7 identified as Asian, 2 as Black, 11 as Hispanic/Latino, 8 as Mixed race, 

and 5 as “other”.

DISCUSSION

Main findings

Previous publications of the single-center phase II randomized clinical trial focused on 

PRISM’s efficacy and treatment effect sizes relative to Usual Care, with primary analyses 

adjusting for participant sex, race, and first language demonstrating unchanged slope 

estimates of the regression model.17 In order to better understand PRISM’s generalizability 

and potential to help diverse populations, we conducted this exploratory analysis of existing 

data. We found that PRISM’s positive effect was largely universal for adolescents and young 

adults with different sex, age, and racial backgrounds. The exceptions were a greater 

magnitude of treatment effect for females on cancer-specific quality of life, older 

adolescents and young adults on resilience, and non-Whites on benefit-finding. This is 

particularly impactful given that older and non-White adolescents and young adults are 

typically considered vulnerable populations. However, we identified trends to suggest that 

those who lived in less disadvantaged neighborhoods benefited more from PRISM and those 

living in the most disadvantaged neighborhoods benefited less. Taken together, these finding 

suggest that PRISM may work for different people in different ways, and may not work 

consistently as currently designed for those from disadvantaged neighborhoods.

What this study adds

There is widespread interest in increasing the awareness, dissemination, and implementation 

of empirically supported treatments in routine clinical care.20 However, it is unclear whether 

such treatments, largely tested with individuals of homogeneous sociodemographic 

characteristics may be translatable to diverse groups. We selected sex, age, race, and 

neighborhood socioeconomic disadvantage because these are important clinical variables 

theorized to be associated with intervention efficacy. For example, there is evidence for sex-
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specific differences in emotion regulation strategies with women preferring social support 

and primary coping strategies (behavioral change to alleviate stress) and men preferring 

avoidant and passive coping strategies.35 However, little research has examined whether men 

and women respond differently to psychotherapy interventions and previous findings are 

mixed.36, 37 Likewise, prior research has shown an increase in cognitive emotion regulation 

strategies from middle adolescence to late adolescence and adulthood.35 Stratifying by age 

allowed us to explore differential responses to treatment based on developmental changes for 

teens compared to emerging adults. Also, few treatment studies have been conducted with 

ethnic minorities, who experience disproportionately greater material hardship and social 

stressors associated with psychological disorders than Whites38, 39 and significant disparities 

in access to care and quality of psychological services.40 Finally, neighborhood 

socioeconomic disadvantage is associated with both physical and mental health such that 

those lowest on the hierarchy experience the poorest health outcomes.41

PRISM targets cognitive emotion regulation strategies which may be more impactful for 

older adolescents and young adults more facile with cognitive problem-solving due to age-

normative stages of development, and for females who tend to use these skills more 

frequently.35 Moreover, ceiling effects were observed such that males had better baseline 

scores for quality of life and distress; this is unsurprising given that prevalence rates of 

anxiety and depressive disorders among females is higher than males.42, 43 Additionally, 

race and community experiences may define cultural values and inform coping strategies. 

Disparities due to discrimination and chronic exposure to racism, limited community 

resources, and neighborhood violence may contribute to traumatic stress and corresponding 

quality of life.40, 44, 45 Interestingly, non-White adolescents and young adults in our study 

demonstrated similar positive responses to PRISM as White adolescents and young adults, 

and experienced an even greater magnitude of treatment response on benefit-finding. Our 

findings underscore these complexities and nuances, and paying additional attention to these 

and other sociodemographic variables is critical to optimize intervention efficacy. For 

example, our data suggest that adolescents and young adults living in the most 

disadvantaged neighborhoods may require step-wise interventions that begin with screening 

for material hardship and addressing concrete resource needs before intervening on 

resilience with PRISM.46, 47 Encouragingly, although previous literature has suggested that 

low socioeconomic status is a predictor of psychosocial treatment dropout48, the number of 

PRISM sessions delivered did not differ based on neighborhood socioeconomic 

disadvantage status and an overwhelming majority of participants completed the 

intervention.

Limitations

This analysis has several limitations which warrant consideration. First, we utilized existing 

data from a phase II randomized clinical trial; these analyses were exploratory. Thus, these 

preliminary findings did not include formal tests of moderation and statistical significance. 

Due to small subsample sizes within stratification groups, however, wide confidence 

intervals were associated with even medium to large effect sizes. This implies that the “true” 

effect for those strata could be zero. Thus, our precision and corresponding confidence in the 

findings is limited. Our post-hoc analysis is intended to be hypothesis-generating and should 
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be substantiated in future randomized clinical trials with larger sample sizes adequately 

powered for formal statistical tests of effect modification. Similarly, it is possible that our 

inability to detect differences in PRISM’s efficacy for stratification groups other than 

neighborhood socioeconomic disadvantage is because we lacked power to do so.

The phase II study was conducted at a single institution and we only included English-

speaking adolescents and young adults because PRISM has only been validated in English. 

We did not recruit participants based on pre-specified sociodemographics. We collected data 

on only four key sociodemographic characteristics of interest which is limited in scope. We 

were unable to examing the effect of language; there was only 1 participant in the PRISM 

arm who spoke English as a second language. We examined age effects based on the 

stratification of adolescents (12-17 years old) and young adults (18-25 years old); our ability 

to conduct finer grained age stratifications based on developmental characteristics was 

limited due to sample size constraints. Additionally, there was only a dichotomous (female/

male) choice for sex, and adolescents and young adults with other sexual identities were 

unaccounted for. We were unable to parse apart race of adolescents and young adults into 

finer-grained analyses as numbers based on race/ethnicity were too small to compare aside 

from the collapsed categories of White/non-White. We observed that only those living in less 

disadvantaged neighborhoods experienced consistently positive treatment effects with 

PRISM outperforming Usual Care for all patient-reported outcome measures. Additionally, 

we only utilized a neighborhood-level measure of socioeconomic disadvantage and 

adolescents and young adults lived in relatively advantaged neighborhoods which is 

representative of Washington State; this has important practice implications for 

generalizability to disadvantaged and impoverished neighborhoods on a national level. No 

household-level measure was collected which may have a cumulative impact on PRISM 

efficacy. With respect to the moderate degree of overlap between a participant’s ethnic 

minority status and disadvantaged socioeconomic status, it is not possible to parse apart the 

independent contributions of each on patient-reported outcomes. Due to the delayed timing 

of the post-hoc medical record abstraction relative to the dates of the PRISM trial, it is 

possible that participants may have moved in the interim to a neighborhood with a different 

ADI score. Thus, the home addresses on record may not accurately represent all 

participants’ levels of neighborhood socioeconomic disadvantage at the time of the PRISM 

trial data collection. Finally, we did not collect data on the timing and influence of medical 

confounders such as disease progression and cancer treatment which may interact with 

psychosocial outcomes.

Implications and future directions

In order to create a model of psychosocial risk to inform the matching of adolescents and 

young adults to appropriate interventions and the tailoring of interventions to individual 

needs, additional variables should be collected, for example on prior stressors such as 

adverse childhood experiences, patient and parent psychopathology, poor family 

functioning, and material hardship and other financial concerns.49, 50 Although fidelity of 

PRISM delivery was universally excellent, participant-level engagement based on 

sociodemographic characteristics is unknown. Hence, we may be missing an important piece 

of the picture. Our findings are meant to be hypothesis-generating, and should be replicated 
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in future treatment studies powered for this sub-analysis and deliberately sampling from 

diverse sociodemographic backgrounds.

In conclusion, PRISM is a promising early palliative care intervention that is efficacious and 

seems to work for different people in different ways. It is important to explore methods to 

adapt the intervention to enhance efficacy in the domains that matter to adolescents and 

young adults and their families. Future research will focus on the early implementation of 

PRISM in routine clinical care, and expanded screening for a wide range of baseline social 

and psychological variables that may influence its robustness and goodness-of-fit. Further 

research on individual characteristics that predict or moderate symptom improvement and 

purposeful selection of participants of diverse backgrounds will help shed light on the 

external validity of this evidence-based intervention.51 This will facilitate the matching of 

adolescents and young adults to interventions they are most likely to benefit from, tailoring 

of interventions to individual needs, and the dissemination and implementation of practice-

ready interventions with potential for real-world impact.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Key statements

What is already known about the topic?

• Early palliative care interventions have the potential to improve psychosocial 

outcomes.

• The Promoting Resilience in Stress Management (PRISM) intervention has 

been shown to be feasible, acceptable, and efficacious for adolescents and 

young adults with cancer.

• Little is known about the generalizability of empirically supported 

interventions to individuals of diverse sociodemographic backgrounds.

What this paper adds

• PRISM seems to work for different people in different ways.

• This exploratory analysis suggests the direction and magnitude of PRISM’s 

positive effect is consistent across most patient-reported outcome measures 

for adolescents and young adults when stratified by sex, age, and race with 

some exceptions.

• Adolescents and young adults who lived in less socioeconomically 

disadvantaged neighborhoods benefited more from PRISM for the majority of 

patient-reported outcome measures, and those in the most disadvantaged 

neighborhoods benefited less.

Implications for practice, theory or policy

• PRISM is a helpful early palliative care intervention for adolescents and 

young adults with cancer. Tailoring PRISM to meet individual needs is an 

important area of future research in order to enhance its impact for those 

presenting with pre-existing stressors.

• Future research must include more diverse populations to confirm PRISM’s 

generalizability.

• Consideration of sociodemographic characteristics may provide opportunities 

to strengthen palliative care interventions like PRISM.
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Figure 1. 
Standardized Connor-Davidson Resilience Scale score change for PRISM vs. Usual Care 

effect (Cohen's d, 95% Confidence Interval) by stratification subgroups
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Figure 2. 
Standardized Hope Scale score change for PRISM vs. Usual Care effect (Cohen's d, 95% 

Confidence Interval) by stratification subgroups
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Figure 3. 
Standardized Benefit and Burden Scale for Children score change for PRISM vs. Usual Care 

effect (Cohen's d, 95% Confidence Interval) by stratification subgroups
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Figure 4. 
Standardized Pediatric Quality of Life (PedsQL) Generic Short-Form score change for 

PRISM vs. Usual Care effect (Cohen's d, 95% CI) by stratification subgroups
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Figure 5. 
Standardized Pediatric Quality of Life (PedsQL) Cancer Module score change for PRISM 

vs. Usual Care effect (Cohen's d, 95% Confidence Interval) by stratification subgroups
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Figure 6. 
Standardized Kessler-6 Psychological Distress Scale score change for PRISM vs. Usual 

Care effect (Cohen's d, 95% Confidence Interval) by stratification subgroups

Lau et al. Page 20

Palliat Med. Author manuscript; available in PMC 2020 June 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Lau et al. Page 21

Table 1.

Participant characteristics and instrument scores at the time of enrollment.

Usual Care (n = 44) PRISM (n = 48) All [N=92]

Characteristic n (%) n (%) n (%)

Female 24 (55) 16 (33) 40 (43)

12-17 years old at enrollment 32 (73) 35 (73) 67 (73)

18-25 years old at enrollment 12 (27) 13 (27) 25 (27)

Non-White race 19 (43) 14 (29) 33 (36)

Hispanic/Latino ethnicity 17 (39) 5 (10) 22 (24)

Most disadvantaged (ADI score 8-10)
a

11 (24) 10 (25) 21 (24)

First language other than English 10 (23) 1 (2) 11 (12)

Leukemia/lymphoma 27 (61) 30 (63) 57 (62)

Central nervous system (CNS) 3 (7) 3 (7) 6 (7)

Non-CNS solid tumor 14 (32) 15 (31) 29 (32)

Advanced cancer at enrollment 14 (32) 10 (21) 24 (26)

Instrument Score at Baseline Mean (SD) Mean (SD) Mean (SD)

Resilience (CDRISC-10) 28 (5.8) 29 (6.2) 29 (6.0)

Hope-Total (Hope Scale) 51 (8.1) 49 (8.4) 50 (8.3)

Benefit Finding (Benefit and Burden Scale for Children) 37 (8.2) 34 (9.5) 35 (9.0)

Generic quality of life (PedsQL SF-15) 59 (21.3) 62 (16.0) 61 (18.6)

Cancer-specific quality of life (PedsQL Cancer Module) 65 (16.9) 66 (15.9) 65 (16.3)

Global psychological distress (Kessler-6) 8 (4.8) 6 (4.5) 7 (4.7)

a
The Area Deprivation Index (ADI) is a neighborhood disadvantage metric derived from Census data and the American Community Survey data 

utilizing participant home addresses. We stratified state decile scores ranging from 1=least disadvantaged to 10=most disadvantaged by 1-7 (less 
disadvantaged) vs. 8-10 (most disadvantaged) utilizing established cut-offs. Scores were not available for 2 PRISM and 4 UC participants.
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