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QUESTIONSASKED: What is the prevalence
of financial toxicity and its impact on sub-
sequent health services? What potential areas
of financial toxicity can be targeted for
intervention?

SUMMARY ANSWER: Of 1,988 partici-
pants, 524 (26%) reported difficulty affording
medical care. Patients who were identified as
reporting financial toxicity were less likely to
fill theirmedications, attend office visits, and to
undergo recommended medical tests. The
most commonly reported reasons for delayed
medical care were not having insurance cov-
erage and being unable to afford household
expenses.

WHAT WE DID: Over 5 years, all patients
presenting to a variety of University of North
Carolina Health Care Oncology outpatient
clinics were approached for participation in a
survey. Within 2 weeks of enrollment, in-
terviews were conducted by trained staff
using a computer-assisted telephone interview.
The interview included numerous structured
and validated questionnaires with topics
ranging from medical and social histories to
cancer-specific health assessments, including
barriers to care. Our primary outcome was
patient-reported financial toxicity using Pa-
tient Satisfaction Questionnaire-18 question:
“Doyouhave topay formoremedical care than
you can afford?”

WHAT WE FOUND: Patients reporting fi-
nancial toxicity were more likely to be # 65
years of age, female, nonwhite, non-English
speaking, not married, less educated, and to
have received a diagnosis more recently. Par-
ticipants with financial toxicity were more
likely to report noncompliance with medica-
tion owing to inability to afford prescription

drugs and to report forgoing mental health 
care, doctor’s visits, and medical tests because 
of cost. Multiple reasons were identified for 
delayed care, including not having trans-
portation, inability to pay their general house-
hold expenses, inability to pay for travel, and an 
inability to take time off of work.

We found that despite only using a single 
screening question as our identifier, we were 
able to identify an extremely high-risk pop-
ulation who reported financial toxicity that was 
associated with an increased risk for medical 
noncompliance with all aspects of medical 
care, including medications and doctor’s visits. 
We were also able to find several specific areas 
that could be targets for intervention in this 
population, including transportation costs, 
work concerns, and insurance issues that po-
tentially lead to delays in care.

BIAS, CONFOUNDING FACTOR(S): This 
was a single-center, cross-sectional study. As 
such, we could not specifically determine 
causal relationships between reported finan-
cial toxicity and noncompliance or delays 
in care. We also recognize because data 
are from a patient-reported survey, non-
compliance outcomes were subject to recall 
bias. Finally, there is the question of applica-
bility of our findings from a single center to 
other centers’ practice.

REAL-LIFE IMPLICATIONS: Short-form 
screening for financial toxicity in patients 
with cancer identifies an extremely vulner-
able population with an increased risk of 
noncompliance to all aspects of their medical 
care. This can potentially allow for routine 
screening and intervention in busy practices, 
which could affect morbidity and mortality 
rates. Additional study is needed of this 
pressing issue.
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the article is available online at
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Abstract
Purpose
Because of the escalating cost of cancer care coupled with high insurance deductibles,

premiums, and uninsured populations, patients with cancer are affected by treatment-

related financial harm, known as financial toxicity. The purpose of this study was to

describe individuals reporting financial toxicity and to identify rates of and reasons for

affordability-related treatment noncompliance.

Methods
From May 2010 to November 2015, adult patients (age $ 18 years) with cancer were

identified from a Health Registry/Cancer Survivorship Cohort. Financial toxicity was

defined as agreementwith the phrase “Youhave to pay formoremedical care than you can

afford” from the Patient Satisfaction Questionnaire-18. Logistic regression and Fisher

exact tests were used to compare groups.

Results
Of 1,988 participants, 524 (26%) reported financial toxicity. Patients reporting financial

toxicityweremore likely age65years or younger, female, nonwhite, non-English speaking,

not married, less educated, and to have received a diagnosis more recently (all P, .001).

Participants with financial toxicity were more likely to report noncompliance with

medication, owing to inability to afford prescription drugs (relative risk [RR], 3.55; 95%CI,

2.53 to 4.98), and reported forgoing mental health care (RR, 3.89; 95% CI, 2.04 to 7.45),

doctor’s visits (RR, 2.98; 95%CI, 1.97 to 4.51), andmedical tests (RR, 2.54; 95%CI, 1.49 to

4.34). The most endorsed reasons for delayed care were not having insurance coverage

and being unable to afford household expenses.

Conclusion
Morethan25%ofadultswithcancer reportedfinancial toxicity thatwasassociatedwithan

increased risk formedicalnoncompliance.Financial toxicity remainsamajor issue incancer

care, andefforts areneeded toensurepatients experiencinghigh levels offinancial toxicity

are able to access recommended care.

INTRODUCTION
Treatment for cancer in the United States
has increasingly become specialized and
expensive,with increased focus on targeted
and personalized therapies.1 Studies have
documented average launch prices for

anticancer drugs increased by 10% an-
nually, or an average of $8,500 per year,
from 1995 to 2013,2,3 after accounting for
inflation and health benefits. At the same
time, national surveys revealed that retail
prescription medicine expenditures for
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cancer treatment increased five-foldbetween these years, from
$2.0 billion in 2001 to $10.0 billion in 2011.4 These high
medication costs are worrisome because they result in high
out-of-pocket spending requirements for patients needing
treatments, which, in turn, are often related to poorer ad-
herence to medication therapies.5-10 However, increasing
medication costs, although important, are just one of many
contributors to the financial burden for patients with cancer,
which is now referred to as financial toxicity.11-13 There is a
growingnational consensus on the importance of defining and
finding interventions to ameliorate financial toxicity.14

Previous research in this area focused on identifying and
characterizing the extent to which patients report financial
distress or toxicity. These analyses include several small-scale
pilot studies that used patient-reported data to quantify ex-
periences with financial toxicity11,15-18 and multiple studies
that used large national databases focused on identifying the
role of patient out-of-pocket costs on outcomes.6,12,19-21 In
this study, we used patient reported information from a large
academic medical system in the southeastern United States to
evaluate the prevalence of self-reported financial toxicity, the

impact of financial toxicity on subsequent health services, and
to identify potential areas of financial toxicity that could be
targeted for intervention.

METHODS
We conducted a retrospective, cross-sectional analysis of data
collected for a large hospital-based observational cancer co-
hort. The University of North Carolina (UNC) at Chapel Hill
HealthRegistry/CancerSurvivorshipCohort is an institutional
review board–approved (No. 09-0605) incident/prevalent
cohort of patients with cancer that integrates a comprehen-
sive database of clinical, epidemiologic, and interview data
with repositories of biologic specimens and tumor tissue.
Participants were recruited by research assistants embedded
into a variety of UNCHealth Care oncology outpatient clinics
at the North Carolina Cancer Hospital with the following
eligibility criteria: age $ 18 years, North Carolina mailing
address, and English or Spanish language proficiency.
All patients meeting these criteria in these clinics were
approached by research staff, and 52% of approached in-
dividuals were successfully enrolled. Participants who were
unable to provide informed consent or participate in interview
questionnaires were excluded. Patients were enrolled in the
Health Registry between May 2010 and October 2015, and
these patients completed baseline questionnaires between

January 2011 and November 2015. For inclusion in our
analysis, we restricted data to those from participants $ 18
years old who had a recorded cancer diagnosis and had
completed the survey $ 90 days from their diagnosis. We
chose this time frame to theoretically capture participantswho
had already been receiving bills for their treatment and were
able to gauge the impact of these bills on their life.

Within 2 weeks of enrollment, interviews were conducted
by trained staff using a computer-assisted telephone interview.
The interview included numerous structured and validated
questionnaires with topics ranging from medical and social
histories to cancer-specific health assessments, including
barriers to care. The focus of our analyses was the Patient
Satisfaction Questionnaire (PSQ-18). The PSQ-18 is an 18-
item scale created for patients to evaluate their doctor; it
specifically measures general satisfaction, technical quality,
interpersonalmanner, communication, financial aspects, time
spentwithdoctor, andaccessibilityandconvenience.22,23 It has
also been previously used in the assessment of financial
toxicity.24 Our analyses also included in the Functional As-
sessment of Cancer Therapy–General Population (FACT-GP)

and an internally developed access to health care question-
naire. The FACT-GP, version 4, is a 21-item scale that
measures health-related quality of life using four subscales:
physical, functional, emotional, and social well-being.25 The
access to health care questionnaire used in this study has not
been validated but was constructed using questions adapted
fromexisting validatedquestionnaires in addition toquestions
developed by the Health Registry team (Data Supplement).

In addition to survey responses, demographics (eg, age,
race)were confirmedwith the patient and clinical information
was obtained from the UNC Health Care medical record,
including cancer diagnosis and stage. Of note, there were only
data available in the UNC Health record, because we did not
have access to nonaffiliated practices or hospitals. Data re-
ceived for this project were linked using an honest broker
model (the independent UNC Health Registry serving as the
honest broker with a de-identified analytic file containing the
medical record, demographic, and survey data were provided
to the investigators for this analysis).

Our primary outcome was patient-reported financial
toxicity using the PSQ-18 statement: “You have to pay for
more medical care than you can afford.” In the questionnaire,
participants were asked to respond to this statement in one
of five categories (strongly agree, agree, uncertain, disagree,
and strongly disagree). Participants were dichotomized as



lower education levels (RR, 2.41; 95% CI, 1.59 to 3.65 for not
having a high school diploma), being unmarried (RR, 1.35;
95% CI, 1.13 to 1.62), and being of black race (RR, 1.63; 95%
CI, 1.34 to 1.99). Protective factors included age . 65 years
(RR, 0.41; 95% CI, 0.36 to 0.66) and being longer than 3 years
from diagnosis (RR, 0.78; 95% CI, 0.63 to 0.97). Cancer type
was not significant on adjusted analysis.

The cohort of patients meeting the criteria for financial
toxicity was also more likely to report noncompliance in key
areas of treatment, because of an inability to afford their
medical care over the past year (Table 3). This was true even
when we adjusted for age, race, education, and days from
diagnosis to baseline survey. Specifically, in this model,
participants reporting financial toxicity were more likely to
report needing but being unable to afford prescription (RR,
3.55; 95% CI, 2.53 to 4.98) and over-the-counter (RR, 2.24;
95% CI, 1.40 to 3.59) medications. They also reported non-
compliance because of cost concerns of other key components
of medical care, such as doctor’s visits (RR, 2.98; 95% CI, 1.97
to 4.51), medical tests (RR, 2.54; 95% CI, 1.49 to 4.34), mental
health care (RR, 3.89; 95% CI, 2.04 to 7.45), and dental visits

(RR, 2.86; 95% CI, 2.20 to 3.73).
Finally, participants were asked if they had delays getting

care in theyearbefore the surveyand the reasons leading to this
delay.Multiple reasonswere identified for delayed care, which
were found to bemore prevalent in patients reporting financial
toxicity even when adjusted for age, race, education, and days
from diagnosis to baseline survey. These reasons included not
having transportation (RR, 1.82; 95% CI, 1.04 to 3.20), lack of
insurance (RR, 1.92; 95%CI, 1.33 to 2.76), inability to pay their
general household expenses (RR, 2.73; 95% CI, 2.01 to 3.70),
inability topay for travel (RR,2.32;95%CI,1.40 to3.86), andan
inability to take timeoff ofwork (RR, 2.72; 95%CI, 1.67 to4.42;
all P , .05).

DISCUSSION
Over the past several years, the impact of cancer and its
treatmentonpatient financialwell-beinghas becomea topic of
major concern. We undertook this analysis to better un-
derstand the prevalence and consequences of financial toxicity
in adults with cancer as well as to identify potential areas
amendable to intervention. In a large academicmedical center
in the southeastern United States, we found that 26% of pa-
tients visiting oncology clinics reported having to pay formore
medical care than they could afford. Patients who were
identified as reporting financial toxicity were less likely to fill

exhibiting financial toxicity (strongly agree or agree) or not 
exhibiting financial toxicity (all other responses).

Descriptive statistics were used to describe the baseline 
characteristics of the sample. Patients’ characteristics between 
the two groups (ie, financial toxicity or not exhibiting financial 
toxicity) were evaluated using t test for continuous variables 
and the x2 test for categorical variables. Adjusted risk ratios 
and 95% CIs for the association between patient clinical and 
sociodemographic characteristics and the presence of sub-
jective financial toxicity were estimated using Poisson re-
gression with a robust variance estimate.26 Variables were 
selected for inclusion in multivariable models, using a com-
bination of clinical relevance and statistical selection criterion 
in unadjusted analyses (P , .10). All analyses were completed 
using SAS, version 9.3 (SAS Institute, Cary, NC).

RESULTS
Table 1 lists the study demographics. The study cohort 
consisted of 1,988 participants. The mean age was 59 (stan-
dard deviation, 12.3) years, 62% were women, 81% were white, 
and 16% were black. The most common tumor types were 
breast (31%), GI (23%), and genitourinary (17%; Table 1). 
Most participants reported educational attainment of less 
than a college degree (55%) and were not currently working 
for pay (60%). More than half of the participants (56%) had 
received a cancer diagnosis within 2 years of their participation 
in the survey.

Of the 1,988 participants, 524 respondents (26%) agreed or 
strongly agreed that they had to pay more for medical care than 
they couldafford. In aunivariablecomparison of thosewho did 
and did not report financial toxicity, the patients who reported 
financial toxicity were more likely be # 65 years of age (82% v 
62%) and nonwhite (30% v 16%). They were also more likely 
to be unmarried (42% v 28%) and possess less education than a 
college degree (68% v 50%; all P , .001). The group reporting 
financial toxicity were also more likely to have received a 
cancer diagnosis within the last 3 years (73% v 66%, P , .001) 
as opposed to $ 3 years from the time of the survey. Finally, as 
measured by the FACT-GP, patients reporting financial 
toxicity also had significantly lower physical, functional, 
emotional, and social well-being compared with those patients 
without financial toxicity (all P , .001).

Table 2 lists the adjusted relative risks (RRs) for reporting 
financial toxicity. In an adjusted model that included all 
covariables, some risk factors identified as statistically sig-
nificant independent predictors of financial toxicity were



Table 1. Patient Characteristics

Characteristic Overall (N = 1,988)
No Financial
Toxicity (n = 1,464)

Financial Toxicity
(n = 524) P

Age, years
, 50 397 (20.0) 259 (17.7) 138 (26.3) , .001
50-65 943 (47.4) 650 (44.4) 293 (55.9)
. 65 648 (32.6) 555 (37.9) 93 (17.7)

Sex
Female 1238 (62.3) 900 (61.5) 338 (64.5) .2197
Male 750 (37.7) 564 (38.5) 186 (35.5)

Race
White 1585 (80.5) 1219 (84.2) 366 (70.2) , .001
Black 319 (16.2) 185 (12.8) 134 (25.7)
Other 64 (3.3) 43 (3.0) 21 (4.0)

Cancer type
Breast 612 (30.8) 453 (30.9) 159 (30.3) .0325
GI 449 (22.6) 307 (21.0) 142 (27.1)
Gynecologic 138 (6.9) 99 (6.8) 39 (7.4)
Genitourinary 333 (16.8) 254 (17.3) 79 (15.1)
Other 456 (22.9) 351 (24.0) 105 (20.0)

Stage (n = 673 missing data)
0 98 (7.5) 76 (7.8) 22 (6.4) .0109
1 430 (32.7) 339 (34.9) 91 (26.5)
2 340 (25.9) 231 (23.8) 109 (31.7)
3 279 (21.2) 200 (20.6) 79 (23.0)
4 168 (12.8) 125 (12.9) 43 (12.5)

Time since diagnosis
90 days to 1 year 686 (34.5) 479 (32.7) 207 (39.5) .0129
1-2 years 418 (21.0) 305 (20.8) 113 (21.6)
2-3 years 244 (12.3) 183 (12.5) 61 (11.6)
. 3 years 640 (32.2) 497 (33.9) 143 (27.3)

Marriage status
Not married 622 (31.6) 403 (27.8) 219 (42.3) , .001
Married 1345 (68.4) 1046 (72.2) 299 (57.7)

Education
Some high school or less 121 (6.2) 75 (5.2) 46 (8.8) , .001
High school graduate or GED certificate 414 (21.1) 266 (18.4) 148 (28.5)
Some college or technical school 536 (27.3) 375 (26.0) 161 (31.0)
College graduate (bachelor’s degree) 480 (24.4) 377 (26.1) 103 (19.8)
Postgraduate or professional degree 414 (21.1) 352 (24.4) 62 (11.9)

Work for pay
No 1191 (60.0) 898 (61.4) 293 (55.9) .0273
Yes 795 (40.0) 564 (38.6) 231 (44.1)

FACT-GP score, mean (SD)
Physical well-being 22.68 (5.32) 23.21 (5.01) 21.17 (5.84) , .001
Functional well-being 19.31 (6.86) 20.00 (6.50) 17.35 (7.46) , .001
Emotional well-being 19.55 (4.81) 19.82 (4.74) 18.81 (4.95) , .001
Social well-being 21.16 (5.90) 21.64 (5.71) 19.80 (6.24) , .001

NOTE. Data given as No. (%) unless otherwise indicated.
Abbreviations: FACT-GP, Functional Assessment of Cancer Therapy–General Population; GED, General Educational Development; SD, standard deviation.



from the PSQ-18 to screen a large number of patients who
were potentially experiencing financial toxicity. Asking this
single question to screen and identify a population at high
risk for financial toxicity could be valuable in in the context
of a busy clinic environment. Despite only using a single
screening question as our identifier, we were able to spotlight
an extremely high-risk population consisting of . 25% of
our participants who reported financial toxicity that was

Table 2. Unadjusted and Adjusted Relative Risk of Financial Toxicity

Variable

Unadjusted Poisson Regression Adjusted Poisson Regression*

Relative Risk (95% CI) P Relative Risk (95% CI) P

Age, years
, 50 1.00 — 1.00 —

50-65 0.89 (0.76 to 1.05) .182 0.89 (0.73 to 1.09) .270
. 65 0.41 (0.33 to 0.52) , .001 0.49 (0.36 to 0.66) , .001

Race
White 1.00 — 1.00 —

Black 1.82 (1.55 to 2.13) , .001 1.63 (1.34 to 1.99) , .001
Other 1.42 (0.99 to 2.04) .057 0.84 (0.46 to 1.52) .565

Cancer type
Breast 1.00 — 1.00 —

GI 1.22 (1.01 to 1.47) .043 1.20 (0.95 to 1.52) .119
Gynecologic 1.09 (0.81 to 1.46) .580 1.17 (0.82 to 1.66) .391
Genitourinary 0.91 (0.72 to 1.15) .448 1.02 (0.75 to 1.40) .888
Other 0.89 (0.72 to 1.10) .270 1.00 (0.75 to 1.32) .974

Stage
1 1.00 — 1.00 —

2 1.51 (1.19 to 1.92) .001 1.36 (1.06 to 1.73) .014
3 1.34 (1.03 to 1.74) .029 1.24 (0.95 to 1.60) .109
4 1.21 (0.88 to 1.66) .238 1.06 (0.76 to 1.47) .730
0 1.06 (0.70 to 1.60) .778 1.07 (0.73 to 1.58) .715

Time from diagnosis to survey
90 days to 1 year 1.00 — 1.00 —

1-2 years 0.90 (0.74 to 1.09) .268 0.77 (0.61 to 0.99) .039
2-3 years 0.83 (0.65 to 1.06) .133 0.79 (0.59 to 1.06) .112
. 3 years 0.74 (0.62 to 0.89) .001 0.78 (0.63 to 0.97) .024

Marriage status
Not married 1.58 (1.37 to 1.83) , .001 1.35 (1.13 to 1.62) .001
Married 1.00 — 1.00 —

Education
Not beyond high school 1.59 (1.37 to 1.84) , .001 1.43 (1.18 to 1.74) , .001
Beyond high school 1.00 — 1.00 —

Work for pay
Yes 1.00 — 1.00 —

No 0.85 (0.73 to 0.98) .027 0.97 (0.80 to 1.17) .734

Abbreviation: — not applicable.
*Adjusted for all covariables listed in the table

their medications, attend office visits, and undergo recom-
mended medical tests. The most commonly reported reasons 
for delayed medical care was difficulties with transportation, 
lack of insurance, inability to take time off work, inability to pay 
for travel, and inability to pay general household expenses.

Multiple definitions of financial toxicity exist. In this study, 
we focused on whether the patient agreed with the statement 
“You have to pay for more medical care than you can afford”



associated with an increased risk for medical noncompliance,
including an inability to affordmedications anddoctor’s visits.

To that end, our calculated prevalence of 26% is actually lower
than the 42% seen in the Zafar et al11 pilot study, but is similar
to the 29% in the Medical Expenditure Panel Survey data
of patients with cancer reported by Kale et al,17 which
encompassed a much larger population. Patients identified as
reporting financial toxicity also had a demographic profile
similar to that in other reportswherebeing younger, nonwhite,
less educated, and not married were associated with greater
rates of financial toxicity.15,20,27

In termsofnoncompliance, several studieshave shown this
is an issue in specific disease processes. Dusetzina et al6 found
that patients with chronic myeloid leukemia and high
copayments were at risk for nonadherence to tyrosine ki-
nase inhibitor therapy, and Neugut et al28 found that higher
prescription copayments were associated with nonpersistence
and nonadherence to aromatase inhibitor therapy. In our
study, we also saw that patients who exhibited financial
toxicity were much more likely to be unable to afford their
prescription andover-the-countermedications.However, one
of the key findings in our study is that this noncompliancewith
treatment extends to not only medications but also with all
aspects of medical care. Of great concern is the increased rate
of missed doctor’s visits and medical tests that can have
serious treatment consequences, particularly in oncologic
care. It should also be noted that the majority of our patients

exhibiting financial toxicity were still within 2 years of their
initial diagnosis and presumably some were under active

treatment, which makes it imperative that they are closely
monitored with frequent visits and laboratory tests. The
noncompliance secondary to cost seen in this study is of grave
concern for our patients and can lead to potentially significant
morbidity and mortality.

In addition to identifying rates of noncompliance with
recommended medical care, owing to financial concerns, we
also hoped to identify potential targets for intervention for
patients experiencing financial toxicity. Historically, oncolo-
gists have been reluctant to discuss costs of treatment with
patients. In one survey, Schrag et al29 found that 58% of
medical oncologists reported discussing the cost of treatment
with patients only sometimes or less because of a perceived
inability to address the problem. This is possibly linked to a
concern for strategy even if these issues are identified.
However, we found several specific areas, including trans-
portation costs, work concerns, and insurance issues, that
potentially lead to delays in care. These are issues that, in a
real-world clinic setting, are sometimes unable to bemodified;
however, they are also issues that potentially can be addressed
with institutional and foundational support if identified and
discussed with researchers heading pilot studies in this area,
which are starting to be reported and that show feasibility.30

In a recent study of 11,186 new patients with cancer seen by
specially trained financial navigators, patient saved an average

Table 3. Noncompliance in Key Areas of Treatment

Patient Issue

Report Financial
Toxicity
(n = 524), % (No.)

Does Not Report
Financial Toxicity
(n = 1,464), % (No.) P

Unadjusted Adjusted*

Relative Risk
(95% CI) P

Relative Risk
(95% CI) P

Needed but unable to afford
Prescription medication 17.7 (93) 3.7 (54) , .001 4.80 (3.49 to 6.61) , .001 3.55 (2.53 to 4.98) , .001
Mental health care 5.7 (30) 1.1 (16) , .001 5.23 (2.87 to 9.51) , .001 3.89 (2.04 to 7.45) , .001
Dental care 23.3 (122) 6.8 (99) , .001 3.44 (2.69 to 4.39) , .001 2.86 (2.20 to 3.73) , .001
Doctor’s visits 11.5 (60) 2.9 (42) , .001 3.99 (2.72 to 5.84) , .001 2.98 (1.97 to 4.51) , .001
Medical tests 6.3 (33) 1.8 (26) , .001 3.54 (2.14 to 5.87) , .001 2.54 (1.49 to 4.34) .0006
OTC medications 7.7 (40) 2.4 (35) , .001 3.19 (2.05 to 4.97) , .001 2.24 (1.40 to 3.59) .0008

Reasons for delays in medical care
Did not have transportation 5.4 (28) 2.1 (31) , .001 2.52 (1.53 to 4.17) , .001 1.82 (1.04 to 3.20) .0363
Could not take time off work 7.6 (40) 1.9 (28) , .001 3.99 (2.48 to 6.39) , .001 2.72 (1.67 to 4.42) , .001
Could not afford travel expenses 6.5 (34) 2.1 (31) , .001 3.06 (1.90 to 4.93) , .001 2.32 (1.40 to 3.86) .0012
Did not have health insurance 10.7 (56) 3.8 (56) , .001 2.79 (1.95 to 3.98) , .001 1.92 (1.33 to 2.76) , .001
Could not afford household expenses 17.9 (94) 4.9 (71) , .001 3.69 (2.76 to 4.94) , .001 2.73 (2.01 to 3.70) , .001

Abbreviation: OTC, over the counter.
*Adjusted for education, age, race, and days from diagnosis to baseline survey.



Ultimately, the financial impact of cancer care is a rela-
tively new area of research that is increasingly being recog-
nized as a major factor in the outcomes of patients with
cancer. We feel that our data confirm findings of smaller
studies of patient-reported data, but also, and perhaps more
importantly, enable us to identify with one question an ex-
tremely vulnerable population that could benefit from
interventional strategies to address financial hardship, which
would seem to indicate that there is validity in short-form
screening in this issue. This will hopefully allow our group as
well as investigators nationally to implement screening
procedures with related and better-validated screening tools
for patients in the clinic to identify those at highest risk and
quickly address these issues.
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