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Abstract

Purpose: We explored relationships between patient-provider communication quality (PPCQ)
and three quality of life (QOL) domains among self-identified rural cancer survivors: social well-
being, functional well-being, and physical well-being. We hypothesized that high PPCQ would be
associated with greater social and functional well-being, but be less associated with physical well-
being, due to different theoretical mechanisms.
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Methods: All data were derived from the 2017-2018 Illinois Rural Cancer Assessment (IRCA).
To measure PPCQ and QOL domains, we respectively used a dichotomous measure from the
Medical Expenditure Panel Survey’s Experience Cancer care tool (high, low/medium) and
continuous measures from the Functional Assessment of Cancer Therapy-General (FACT-G).

Results: Our sample of 139 participants was largely female, non-Hispanic White, married, and
economically advantaged. After adjusting for demographic and clinical variables, patients who
reported high PPCQ exhibited greater social well-being (Std p= 0.20, 95% CI: 0.03, 0.35, p =
0.02) and functional well-being (Std. p=0.20, 95% CI: 0.05, 0.35, p = 0.03) than patients with
low/medium PPCQ. No association was observed between PPCQ and physical well-being (Std p=
0.06, 95% ClI: —-2.51, 0.21, p = 0.41). Sensitivity analyses found similar, albeit attenuated, patterns.

Conclusion: Our findings aligned with our hypotheses. Future researchers should explore
potential mechanisms underlying these differential associations. Specifically, PPCQ may be
associated with social and functional well-being through interpersonal mechanisms, but may not
be as associated with physical well-being due to multiple contextual factors rural survivors
disproportionately face (e.g., limited healthcare access, economic hardship) and stronger
associations with clinical factors.
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Introduction

The prevalence of cancer survivors (defined as the individuals who have been diagnosed
with cancer at some point of their lives) [1], has dramatically increased over time [2]. Most
cancer survivors are now able to live 5 years or more post diagnosis [3]. Some research has
however indicated cancer mortality is declining more slowly in rural areas than urban areas,
resulting in growing urban-rural disparities in survivorship [4, 5]. Urban-rural survival
disparities are likely, in part, impacted by complex, dynamic urban-rural disparities in
quality of life (QOL) and other intermediate post-diagnosis outcomes [6]. Inadequate
patient-provider communication quality (PPCQ) is one potential, modifiable determinant,
given its effects on QOL [7] and survival [8]. However, PPCQ may differ in its relationship
with different domains of QOL, due to other contributing determinants of disparities. As a
first step, this study explores how PPCQ is differentially associated with multiple QOL
domains among self-identified rural cancer survivors. We define rurality in terms of self-
identification, because this is especially useful when focusing on social factors like PPCQ,
for which social perceptions may be influenced by self-identity and cultural perceptions [9].

Figure 1 depicts our conceptual framework regarding potential associations between PPCQ
and QOL. The framework is derived from the World Health Commission on Social
Determinants of Health [10], a QOL framework [11], and health communication theory [12].
PPCQ is defined here as the level of cancer-related information exchange between patient
and provider regarding the patient’s health status [13]. High PPCQ is conceptualized as in-
depth conversations about treatment options and treatment effects (medical, non-medical)
between the provider and patient [14]. We focus on three QOL domains that PPCQ may
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affect: social, physical, and functional well-being. Social well-being is defined as an
individual’s evaluation of their interaction with members of their social network (e.g.,
perceived social support, family functioning, intimacy, acceptance of illness, and
communication of illness with family) [15]. Functional well-being is defined as an
individual’s evaluation of their daily life activities and abilities to perform routine tasks [16].
Physical well-being is defined as an individual’s vitality and perceived physical health [17].

Based on our Figure 1, we posit that high PPCQ may improve QOL through positively
affecting patients’ individual-level behaviors (e.g., medication adherence, cancer screening
[18, 19]); and, interpersonal-level factors between the patients and providers (e.g., trust,
rapport, provider support [20]). Both pathways may have multi-faceted health benefits.
Individual-level behaviors may specifically directly impact perceived functional well-being
and, ultimately, physical well-being through improved physical health outcomes (e.g.,
reduced symptom burden [21]). /nterpersonal-level factors may, conversely, directly impact
perceived social well-being [22]. Simultaneously, interpersonal-level factors may indirectly
impact functional well-being through changes in information exchange (e.g., needs
assessments, referrals) [23] and subsequent efforts to improve individual-level behaviors.
These indirect effects may in turn lead to positive effects for physical well-being in the long-
term. Yet, physical well-being may be more strongly associated with c/inicalfactors (e.g.,
stage of diagnosis, treatment type) than PPCQ and other social factors [11]. Further, our
conceptual framework stipulates that these relationships, especially physical well-being,
may depend on a number of intersecting contextual factors that underlie various social
determinants of health, including (but not limited to): patients’ health literacy levels; race/
ethnicity, socioeconomic status, and rural residence [24, 25].

As a first step to test this framework, we explored the relationships between PPCQ with
social, functional, and physical well-being among self-identified rural cancer survivors. We
focused on rural residence for this study, due to disparities noted above and the simultaneous
underrepresentation of this population in research [26]. Below, we provide our hypotheses
and theoretical rationale, based on our conceptual framework.

1. Hypothesis 1: We hypothesized that rural patients with high PPCQ would report
greater social and functional well-being than rural patients with low/medium
PPCQ. Theoretically, we believed these differences in social and functional well-
being would be due to PPCQ’s universal effects on interpersonal-level factors
[27] across urban and rural residents.

2. Hypothesis 2: We hypothesized that rural patients with high and low/medium
PPCQ would not differ in physical well-being. Theoretically, we believed this
lack of association may either be due to rural populations’ disproportionate
exposure to adverse contextual factors (e.g., economic hardship; geographic
access to care) [28] orto physical well-being’s stronger relationship with clinical
factors (e.g., type of treatment, cancer stage) [11] than social factors.
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Study Sample

Measures

Data were derived from the Illinois Rural Cancer Assessment (IRCA) Study [29-31]. The
focus of this cross-sectional parent study was to assess patient-reported outcomes of adult
Ilinois residents who self-identified as being rural cancer survivors, caregivers of rural
cancer survivors, or both. All recruitment and data collection procedures have been
previously reported [29-31] and were approved by the University of Illinois Cancer Center
Protocol Review Committee and the University of Illinois at Chicago Institutional Review
Board. Briefly, study participants were recruited during Wave 1 (January 2017-February
2018) and Wave 2 (March 2018-September 2018). During Wave 1, we recruited participants
by providing printed and electronic flyers to community organizations (e.g. churches, cancer
centers, support groups, public health departments, etc.), websites, and listservs. Interested
participants contacted research staff members. During Wave 2, we purchased a commercial
phone list for residents within 63 non-metropolitan Illinois counties (Rural Urban
Continuum Code (RUCC)=4[32]) and 1 metropolitan county (RUCC=3) that was adjacent to
key non-metropolitan Illinois counties. Participants recruited in Wave 2 were contacted via
phone call and text message on their landline and mobile phone.

Eligible participants were consented and later given a survey to complete by phone, mail, or
in person. All completed surveys were entered into Qualtrics by a trained research team
member. Each participant was provided with $15 to $25 to compensate them for their time.
Differences in incentives reflected different waves and the addition of a request to keep
participants’ contact information for recruitment of future studies. The total study sample
included 227 adult cancer survivors and caregivers. The current study focused solely on the
cancer survivor participants (n=139).

Quiality of Life (QOL).—These QOL domains were assessed through the Functional
Assessment of Cancer Therapy - General (FACT-G) tool [33], including 7 items for social
well-being, 7 items for functional well-being, and 7 items for physical well-being (Table 1).
Responses to each item ranged from 0 (not at all) to 4 (very much). For physical well-being,
items were reverse-coded 0 (very much) to 4 (not at all). All items within each domain were
summed, resulting in a range from 0-28. Higher scores indicated greater social, functional,
and physical well-being. Cronbach’s alpha for social, functional, and physical well-being
were respectively 0.87, 0.89, and 0.85.

Patient-Provider Communication Quality (PPCQ).—The 4-item Medical
Expenditure Panel Survey’s (MEPS) Experience with Cancer Care tool was used to measure
PPCQ [34]. The four items respectively focused on patient-provider communication about
lifestyle/health recommendations, regular follow-up care/monitoring, emotional/social
needs, and late/long-term cancer treatment side effects. Responses fell within three ordinal
categorical variables: High (a majority of responses were “discussed in detail” and 0
responses were “did not discuss™), Medium (responses were a combination of “briefly
discussed”, “discussed in detail”, and “did not discuss”), and Low (at least one or more
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responses of “did not discuss” and few if any responses of “discussed in detail”). Based on
preliminary review of frequency distributions, we dichotomized this variable into two
categories: High and Low/Medium.

Demographic Covariates.—Respondents also provided information regarding their age,
gender, race, marital status, education, employment status, annual household income, and
private insurance status. Given our small sample size, we generated a socioeconomic
composite score by conducting a principal component analysis within SPSS for the
following variables: education, income, and private insurance. Tertiles were used for all
analyses with this composite score. They also provided their geographic information which
allowed us to classify their county-level rurality, using the Rural-Urban Continuum Codes
(RUCC). Counties with RUCC 4-9 were classified as non-metropolitan and counties with
RUCC 1-3 were classified as metropolitan [32].

Clinical Covariates.—Respondents reported the primary cancer site of their diagnoses;
whether they were actively in treatment (no, yes); their lifetime comorbidities, using the
Self-Administered Comorbidity [35]; and, their treatment-related symptoms, using the
Memorial Symptom Assessment Scale (MSAS) [36].

Statistical Analyses

Data were analyzed using the statistical software program SPSS, version 25 [37]. Relatively
low levels of missingness were observed for the socioeconomic composite score variable.
No other variables exhibited missingness. As a result, single imputations were conducted by
imputing the overall value of the mean for the socioeconomic composite score.

Descriptive statistics (e.g., %s, frequencies) and bivariate analyses (e.g., chi-squared tests,
one-way ANOVAs) were first calculated (Table 2). Multivariable linear regressions were
subsequently conducted to assess the relationship between PPCQ and the three QOL
domains after adjusting for the following variables: age, socio-economic composite score,
marital status, rurality, cancer site, cancer treatment status, number of comorbidities, and
Global Distress score (Table 3). Our sensitivity analyses replicated models with participants
with non-imputed data only; female participants only; non-Hispanic White participants only;
patients residing in non-metropolitan counties only; and Wave 1 participants only.

RESULTS

Table 2 depicts sociodemographic and clinical covariates for patients with higher and low/
medium PPCQ. Overall, most participants indicated that their PPCQ was low/medium
(68%). The mean age value was 58.1 (SD=12.1). A majority of the study sample was female
(83%), non-Hispanic White (91%), married (70%), had a level of education less than a
bachelor’s degree (56%), were employed at the time of the study (62%), and, had private
insurance (57%). With regard to demographic differences by PPCQ status, a greater
proportion of men reported high PPCQ than women (50% or 12/24 vs. 29% or 33/115).
Survivors with high PPCQ also reported fewer treatment-related symptoms than survivors
with low/medium PPCQ. There were no other significant demographic or clinical
differences between survivors with high and low/medium PPCQ.
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Crude analyses suggested that survivors with high PPCQ reported greater social and
functional well-being (Table 2). Similar patterns were found with our primary, adjusted
models (Table 3). Survivors with high PPCQ reported greater social well-being (Std p= 0.20,
95% ClI: 0.03, 0.35, p = 0.02) and functional well-being (Std. = 0.20, 95% CI: 0.05, 0.35, p
= 0.01) than survivors with low/medium PPCQ. Survivors with high and low/medium PPCQ
had comparable levels of physical well-being (Std. = 0.06, 95% CI: —2.51, 0.21, p = 0.41).
Sensitivity analyses showed largely similar, albeit attenuated patterns.

Discussion

Our study focused on rural survivors, an underserved and understudied population [26].
Self-identified rural cancer survivors with high PPCQ experienced greater social well-being
and functional well-being, but comparable physical well-being, relative to rural cancer
survivors with low/medium PPCQ. Our findings aligned with our conceptual framework and
past research, as discussed below. Our study also served as a first step for considering how
the associations of PPCQ and different QOL domains might depend on various social
determinants of health. Specifically, our framework and preliminary findings suggest that
there may be some universal benefits of high PPCQ, but certain underserved populations
may not be able to reap all theoretical benefits.

Our study found that positive associations with high PPCQ, social well-being, and functional
well-being, in line with past research [20] and recent efforts to improve functional well-
being through improving PPCQ [38]. These associations could potentially have reflected
PPCQ’s positive effects on interpersonal factors (i.e., trust, rapport, provider attachment/
support, etc.), as described in our conceptual framework [20]. These interpersonal factors
may be very important for rural survivors, due to their geographic isolation and limited
access to health information [39]. Yet, it should be noted that interpersonal-level factors may
also result in higher PPCQ. Future longitudinal studies are warranted to confirm our
findings, including the directionality and potential feedback loops of associations; mediation
effects of interpersonal-level factors on associations between PPCQ and QOL domains; and,
the universal/consistent associations of PPCQ and QOL domains among urban and rural
survivors.

Findings that no association was observed between PPCQ and physical well-being also
supported our conceptual framework. Specifically, our work contradicted research with
largely urban samples [40]. These discrepancies, theoretically, could have reflected urban-
rural differences in economic hardship/healthcare access [28] and associated challenges in
maintaining healthy behaviors (e.g., medication adherence, physical activity). Alternatively,
in line with QOL frameworks [11], physical well-being could have been more associated
with type of treatment, cancer stage, and physiological sequelae than with PPCQ and other
social factors. Future research is warranted to disentangle these two possibilities; and,
directly test the potential moderating effects of residence on associations between PPCQ and
QOL.

In addition to our primary hypotheses, our study offers preliminary findings concerning
associations of PPCQ with gender and treatment-related symptoms. First, a greater
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proportion of male cancer patients reported higher PPCQ than low/medium PPCQ, in line
with a recent systematic review [41]. Nonetheless, these differences should be considered
cautiously, given the very small number of male participants in our study. Second, our work
suggests that patients with high PPCQ reported fewer treatment-related effects than patients
with low/medium PPCQ. Such work aligns with other research suggesting the importance of
PPCQ for various survivorship outcomes such as medication adherence [42].

Limitations

This study is not without its limitations. Our primary limitations included a small
convenience-based, fairly homogeneous, cross-sectional sample. Despite IRCA participants’
likeness to nationally representative rural populations in regard to age and private insurance
status [43], the present sample generally had higher education attainment and a larger annual
household income, and overrepresentation of non-Hispanic white women. Thus, our findings
are not likely to be generalizable. Our small sample size may have also resulted in reduced
statistical power, especially for associations with relatively weak magnitude, such as PPCQ
and physical well-being. Because this study is cross-sectional in nature, the causality of
PPCQ on the QOL among rural cancer survivors also could not be determined. Further,
given our small sample size, we were unable to test our conceptual framework directly in
terms of moderation analyses. The independent variable, PPCQ, also relied on the study
participant’s ability to recall their experiences post-diagnosis. However, patients’ ability to
recall certain aspects of communication with their provider may not have been completely
accurate [44]. To mitigate this limitation partially, we controlled for whether or not the
participant was in active treatment. Nonetheless, we were unable to address recall bias
completely. The parent study did not administer the entire FACT-G instrument;
consequently, it was not possible for us to examine the association of PPCQ with emotional
well-being. Further, FACT-G social and function well-being items focused on well-being,
whereas FACT-G physical well-being items focused on worse health but were reverse coded
to reflect well-being. Differences in wording potentially affected observed associations.
High PPCQ differs across cancer types, based on differing guidelines for recommended
survivorship and follow-up care. Because of our small sample, we were not however able to
distinguish differences in PPCQ and its associations with QOL across cancer types.
Relatedly, this pilot study did not collect important clinical variables that may have
influenced relationships. For example, we did not collect cancer staging data, which may
have mediated relationships between PPCQ and QOL. For the current study, we focused on
self-identification as our operationalization of rurality, as this might be particularly useful
when focusing on social norms and values [9]. Objective measurements may however have
been particularly beneficial with regard to associations dependent on contextual (e.g.,
geographic access to healthcare) and other factors. To address these issues, we conducted a
sensitivity analysis focusing only on residents who both perceived themselves to be rural and
lived in counties designated as rural, based on NCI recommendations [45]. These analyses
found similar findings. However, it should be noted that the definition of rurality is an
ongoing challenge and how we operationalized rurality may have affected our results.
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Future Implications

Our study provides an important conceptual framework by which to understand patient-
provider relationships and survivorship outcomes in terms of specific factors related to the
social determinants of health among rural cancer survivors. Our preliminary data aligned
with our hypotheses. Our findings suggest the need for research that assess the: 1) mediating
roles of different theoretical mechanisms; and, 2) moderating effects of rurality on PPCQ
and physical well-being. Finally, our research is informative for an understudied health
disparity patient population. More work is needed to support QOL and health outcomes of
cancer survivors within this population. Future researchers, community health advocates,
and stakeholders should collaborate with one another to increase the PPCQ among rural
cancer survivors. This strategy may provide an effective approach for reducing the existing
disproportionate health burden rural cancer survivors experience.

Source of funding

This study has been funded by the Center for Research on Women and Gender, University of Illinois at Chicago and
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Conceptual Framework of the relationship between Patient-Provider Communication

Quality and Quality of Life Domains

Support Care Cancer. Author manuscript; available in PMC 2022 April 01.




Page 12

Strayhorn et al.

Author Manuscript

‘Buiag-|jam [eaisAyd pue ‘feuonouny ‘[e190s Jayealll pajeslpul $a109s JaybiH ‘8z—0 wouy abuel e ul
Bunnsal ‘pawiwins a1am urewop Yyaea ulyim swai |1 “(J1e 1e 10u) ¥ 01 (yonw AIsA) 0 papod-asianal a1am swiall ‘Buiag-|jam [eaisAyd 1o “(yonw AlaA) ¢ 03 (J1e 1e 1ou) 0 woJ) pabues wall yoes 03 sesuodsay

"3J1] Xas AW YJIM paiysiies Wwe |

‘(1oddns urew Aw s1 oym uosiad ayp 10) Jaunred Aw 0] 3s0|9 98} |
'ssaU||1 AW INOge UoIBIIUNWILIOD AJILUR) YIIM palsIies we |
'ssau| Aw pardadde sey Ajiwey AN

‘spuaily Aw wody 1oddns 186 |

‘Ajwey Aw woJy Woddns jeuonows 196 |

S N M < 1 © I~

'spuslly Aw 01 30| |38} |

Buiag-|jam [e100s

‘paq ul awn puads 0} padJoy We |

RINEEY

“JUBWIRaI] JO S108Y8 apIs Aq palaylog we |

‘ured aney |

‘Ajiwrey Aw Jo spaau ayy Bunaaw ajgnoJi aney | ‘uonipuod [eaisAyd Aw jo asnedag

‘easneu aney |

— N ™M < 1 © I~

"ABJaua JO 32e| © aney |

Butag-jjam eaisAyd

‘Mou 1yBil 8411 Aw Jo Aijenb syl yym Jusu0d We |
‘uny 1oy op Ajensn | sBuiyy sy Buikolus we |
‘[1am Buidaajs we |

'ssau|l Aw padadoe aney |

‘311 Aolua 01 9|qe wWe |

1Ny s1 (BWoy Je 34om apnjoul) Miom AN

— N ™M < 1O © N~

‘(3woy e YI0M apnjaul) }Iom 0} a|qe We |

Bulag-1jam Jeuonoun

swiay|

urewoq

p’surewoq 8417 Jo Aujend jusiayg 104 swal O-10v4

‘T algeL

Author Manuscript Author Manuscript

Author Manuscript

Support Care Cancer. Author manuscript; available in PMC 2022 April 01.



Page 13

Strayhorn et al.

m?\& U ‘aduBJNSUl 81eALId

S€0
%S S %Y 4 %S L Buissin
%¥S 8y  %0v LT %Ly 99 T00'05$<
ZT0 %9 v %T9 9C %8y 19 000'05$>
mﬁgv U ‘awoaul pjoyssnoy jenuuy
%1 T 0 0 %T Buissin
%GE €€ %ch 6T %.LE 4} pakojdws 10N
%9 09 %8S 9C %29 98 pakojdw3
9%) U ‘sniels 1uswAojdw
7’0 mA\oV 115 1 jdw3
%8Y Sv %9¢ 9T  %b¥ 19 9a1baq s,Jojayoegz
%¢S 67  %V9 62 %99 8L 8a16aq s.Jolayoeg>
9b) U ‘uonean
110 ¢ (%) u uoneonp3
%0¢€ 8C %TE 14 %0¢€ 44 paLew J0N
%0L 99 %69 T€ %0L L6 paLeN
0%) U ‘snJels [ellde
180 mC& 115 [esIen
%8 8  %IT S %6 €1 JByo
%¢6 98 %68 or %T6 9T 911y d1uedsiH-UoN
9%) U ‘ade
290 mA\oV o
%78 8 %El €€ %E8 STt aeway
%ET T wlc 4 %L1 144 a[eN
o ‘
¥0°0 .m.A\ov u 48pus9

ues|\ ‘ab
190 00T 6L2S ¥2CT €L8G O0TCT 608S NAn_wv W 8bv

SOILSIF31LIOVIVHO DIHdVYOOWN3IdOID0S

- %89 76 %CE SF  %00T  6ET (%) N
anjeAn-d  WNIPajA/MoT] ybiH 1iZ2ENe)
Houn_n_

(6€T = u) uonezIIN
94€d dn-moj|0} PUe UOHEDIUNLIWIO JudLueall-isod AQ SJusPUOASE) JUSWSSASSY 30UBD [Ny SIOUIIIT BU1 JO SONSLIZDRIRYD [€dIUIID PuE d1YdelBouIapoldos

‘¢ dlgeL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Support Care Cancer. Author manuscript; available in PMC 2022 April 01.



Page 14

Strayhorn et al.

'SSdS UIUNM SIS3) WVAONY Aem-auo

Buisn uonedIUNWWOI Japinoid usied Wwnipaw/mo| pue uoiestunwiwod Japiaoid-usied ybiy ussmiag Jualagip dnol usamiag Buisseode Ag paurelqo a1am sanfeA-d pue ‘SUOIRIASD PJepue)s ‘sanfen ues|y

14
uo193s ased Isoued Yum aduailadx3 [y€] '(SdAN) S.A9AINS [aued ainjipuadx3 [edIpajAl 8yl WOy Juswinisul ABAINS Wall-f Painseaw Sem UOIeIIuNWWOo) JapIAOId Em_umn_w
600 ISS 697 6€S 00T  9¥'S GSTC Buiag-11am [eatsAud
1000 SS9 /8TZ 8T'9 €L8T Sv9 GL6T Bu1ag-|[9M [euonound
200 6EY 9T0C 8€S T6'LT L'S  ¥9°8T Butag-[1a/w [e190S
mwﬁ_mv N ‘(100) 3417140 ALITVNO
200 T80 880 190 S50 8/0 8.0
%Nﬁ_mv N ‘(ssa4151Q [2q0]9) swoydwAs pajejal-luswiesal |
020 0€€ S9S ¥ITE 68F 9ZE  OFS
Nwamv IN 'S31HIPIQI0WOD [e10L
%.9 €9 %9/ e %0. 16 ON
%EE 1€ %¥e T %0E 2% SOA
€0 (9%)u ‘paress) Buisqg Apusiund
%65 G5 %8S 9z €8S 18 Jy0
%cCh 6  %cY 6T LTy 89 J90ued 1sealg
0p) U ‘S81IS 430Ue
50 .@C& ns o}
S31LVIYVAOD TVOIINITO
%99 29 %IS € %I9 G8 (+¥ 20NY) 000'0z> 40 suonendod
%¥e € %6V 2T %6E S (7> 00NY) 000°02< 40 suonejndod
Aieint Auno
600 S Aunoo
%S S %Y 4 %G L Buissin
%G¢E €€ %62 €T %ee 9y (0£'T 01 29°0 :8bueY) € B|IMBL
%vE € %ye T %IE 54 (250 03 ££°0- :8buey) Z B|118L
%92 vZ ey 6T  %TE ev (L7'0- 03 22— :8buey) T a|IMaL
8oURINSUl pue ‘aWwodul ‘uoiyeanpa) 811sodwod d1WOoU0IB0IJ0!
10 wwﬁ p I ‘uonreanpa) sy ! 120S
%09 88 %6V 7 %EY 09 ON
%0Y 95 %IS € %S 6. SOA
anfea-d  wWNIpajA/moT] ubiH 11e48nO
Hooan_

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Support Care Cancer. Author manuscript; available in PMC 2022 April 01.



Page 15

Strayhorn et al.

‘[e€] a1 30 Ajenb sanaq Burresipul sa109s Jaybiy yum gz—0 a4e Butag-1jam [eaisAyd pue ‘Buiag-jjam euonouny ‘Buiag-||am [e190s sanfea wmcmmm

‘[9€] ajqeren siyy 10} abues ajqissod ayy sem -0 "(SWYSIA) 8]edS JusaWISSassy WoldWAS [eLIOWSIAl 8y} JO SWall g 8yl AQ painseall sem ssaisiq _So_om

"$T 01 0 AjpA110adsal aJe sabuel sy . 'ou,, 10 .94, Jayiia Bunosjes syuedionted yim snowoloydip ae saiipiqiowod oy sasuodsay [ge] aireuuonsand) ANpIGIOWOD 8y} WO PAALISP dI9M Emom

"elWaN3| pue ‘ewyodwA surjbpoH

-uou ‘ewoydwAT suryBpoH ‘1081 ‘JaAl| ‘uojod ‘prosAy) ‘onessoued ‘areisold ‘yoewols Usppeyg Asupiy ‘auog ‘Bunj ‘UIMs ‘ewoue|aW ‘1ejnoNsa] :S8lIs 19ourd BUIMO||0) Yl sapnjoul A10681ed SIul UIyIM BEOm
‘000°02> 40

suolreindod yiim sease [eans Aj919]dwod pue uegin a1elodiodul 6— DDNY seale ueljodosisw Ul SyuapIsal 000'0Z< Yum suoneindod ayesodioaul $8pod €-T DDNY (DDNY) 8p0D wNNuNuUoD uegin _E:mm

“abejueApesIp 15e8] BuIedIPUI /72— JO BNJeA WNWIUIW 8y) pue pabejueApesip 1Sow Buiresipul Og T 40 8NJeA WNWIXEW 8y} UM 8109s 81150dW0d SIS 8U) UO paseq pajeald aism mw_y__ﬁv

'SSdS UIYnm s1sa) paenbs-1yo uosiad Bunonpuod Aq paurelqo aiam sanjea-d pue ‘sabejusatad ,mm_ocm:ceu_m

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Support Care Cancer. Author manuscript; available in PMC 2022 April 01.



Page 16

Strayhorn et al.

paziolel 81 (0T 054) suoljeloosse feutbireyy "plog ul paxjaew axe (§0'05d) suolrerdosse Juedyiubis “(ybiy-uou :Ja1) ODdd pue ‘9109s SSaSIP [eqo[D ‘9109S
S3IMPIGIOWO9 [B10)} ‘(oA :yau) pareal) Butag Ajpuaiind ‘(4aylo :4a1) als Jaoued ‘(> :§a1) DNy ‘(T 313148) :Ja1) 8109S 8)1S0dWOI JIWOUO0IS [B120S ‘(0U :Ja1) souensul areAld (100 05$< :494) awodul ‘(pakojdwa

-uou :jal) JuswAojdwsa ‘(s,J0]aydeg>:a1) UOILINPS ‘(PaLLIeW-UOU :§31) SNIeIS [elltew ‘(Jaylo :JaJ) adel ‘(sjew :ya1) Japuab ‘abie :sayerienod Buimo]|oy ays Jo) palsnipe aJam s|apow uoissalfal Jeau _<m
8v'0 G2'0'TT0- 080 0ro0 850 €00~ 0 800 1¥0 200~ 6I0 (+¥ 20Ny ynm siuedionied) OOdd
€50 TZ0'TT0- 290 900 I1£0 100~ qro 200 SE€0 100~ 10 (6TT=U) (T anepn ut siuedidnued) OOdd
250 020'0T0-  S00 €00  €€0°C00  LTO 900 S€0°100- /10 (921=U) (Auo sjuedionied auym dluedsiH-uou) ODdd
8r'0 TT0'€Z0- 900- €00  9€0°C00 610 800 L£0200- 810 (§TT=U) (Aju0 Spuedioned sfewsy) OIdd

SASATVNY ALIAILISNIS

0 120152 900 100 S€0°'600 020 200 SE0'€00 020 (6£1=) (suedionred |je) OIdd
anfea-d 10%56 d'Ps enpead 1D%56 ¢'p1s enead 1D%56 dPis
Butag-11eM [eaisAud Bureg-11sm reuonouny Buteg-11a/ [e10s

psurewoq aji
J0 Ajend pue ((O2dd) Aujend uonediunwwiod JapInoid Jusired usamiag sdiysuolie|ay Buissassy s|opoN uolssafiay Jeaul paisnipy ‘ajqerieAnniy

‘€ 9|geL

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Support Care Cancer. Author manuscript; available in PMC 2022 April 01.



	Abstract
	Introduction
	Methods
	Study Sample
	Measures
	Quality of Life (QOL).
	Patient-Provider Communication Quality (PPCQ).
	Demographic Covariates.
	Clinical Covariates.

	Statistical Analyses

	RESULTS
	Discussion
	Limitations
	Future Implications
	References
	Figure 1:
	Table 1:
	Table 2:
	Table 3:

