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ABSTRACT

Background: Psychological distress is common in patients with cancer.
Distress can affect patients’ engagement with treatment. We exam-
ined the relationship between psychological distress and treatment
timeliness in a sample of adult oncology patients at a safety-net hospi-
tal. Methods: A retrospective review was conducted of all patients
screened for distress at a first outpatient oncology visit between March
1,2014, and December 31, 2015 (n=500). The analytic sample (n=96)
included patients with a new cancer diagnosis and a curative-intent
treatment plan for lymphoma (stage I-IV), solid tumor malignancy
(stage I-Ill), or head and neck cancer (stage |-IVb). Distress was mea-
sured using the Hospital Anxiety and Depression Scale. Using Poisson
regression, we determined the effects of depression and anxiety on
treatment timeliness. Patient age, sex, race/ethnicity, insurance type,
cancer site, and cancer stage were included as covariates. Results:
Mean patient age was 54 years. The median treatment initiation inter-
val was 28 days. Clinically significant anxiety was present in 34% of the
sample, and clinically significant depression in 15%. Greater symptom
severity in both anxiety and depression were associated with a longer
treatment initiation interval after controlling for demographics and
disease factors. The average days to treatment (DTT) was 4 days
longer for patients with elevated anxiety scores and for those with ele-
vated depression scores compared with those without. Overall survival
was not associated with anxiety, depression, or DTT. Conclusions: In
this safety-net patient sample, greater psychological distress was as-
sociated with slower time to treatment. As of writing, this is a new find-
ing in the literature, and as such, replication studies utilizing diverse
samples and distress measurement tools are needed.
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Background
Timely treatment is core to maximizing outcomes in
patients with cancer."? A study of more than 3.6 million
patients with cancer demonstrated that longer time inter-
vals between diagnosis and initial treatment were associ-
ated with worse survival in stage I colorectal cancers,
stage I-1II breast and renal cancers, and stage I-II non—
small cell lung and pancreas cancers.> The same effect
has been found in early-stage liver cancer.® Delays in
administration of adjuvant therapy has been shown to
negatively impact outcomes in stage III colon cancer®
and stage I-III breast cancer.® Although a few studies
have found a paradoxical relationship of shorter treatment
initiation intervals correlating with poorer survival, this
likely reflects the preferential initiation of immediate treat-
ment for patients with poorer prognoses and greater
symptom burden at diagnosis, such as in the case of
advanced lung cancer.”®

Previous research on treatment timeliness has primar-
ily examined sociodemographic and clinical variables.**™3
Black race,*® Hispanic ethnicity,”'° non-English language
spoken,®'® low educational attainment,'" lack of insur-
ance,'® noncommercial insurance,’® medical comorbid-
ities,”'"'?> and asymptomatic presentation at diagnosis'!
have been identified as risk factors for longer treatment ini-
tiation intervals. Safety-net hospitals, by mission or man-
date, provide care to a substantial share of vulnerable
patients regardless of their ability to pay, according to the
National Academy of Medicine (formerly Institute of Med-
icine)." Our nation’s safety-net hospitals have large Medic-
aid caseloads, and provide substantial amounts of
uncompensated care.'® As such, patients in these settings
may be particularly at risk for long treatment initiation
intervals, and subsequently, poorer outcomes. Many oncol-
ogy clinics have instituted patient navigation programs to
facilitate timely care by connecting patients to transporta-
tion and financial aid.'® Studies suggest that these pro-
grams can have positive, albeit modest impacts on
treatment timeliness in safety-net oncology settings.*®*”

Psychological variables have not been well examined
as potential correlates of the treatment initiation interval.

JNCCN.org | doi: 10.6004/jnccn.2021.7018


https://doi.org/10.6004/jnccn.2021.7018
http://www.jnccn.org/
https://doi.org/10.6004/jnccn.2021.7018

ORIGINAL RESEARCH

Up-to-date guidelines for the management of psychologi-
cal distress in oncology have been available from NCCN
since 1999.'® Evidence indicates that distress is experi-
enced by approximately one-third of patients with cancer;
clinically significant psychological symptoms have been
found in 35% of patients presenting to initial oncology vis-
its and in 38% of patients in a large sample of those attend-
ing initial visits, treatment appointments, or follow-up
visits.'”?* Meta-analysis of 70 published studies estimates
that 10% of patients with cancer have an anxiety disorder
and 16% have major depressive disorder.?' However, psy-
chological distress data are lacking for oncology patients
treated in the safety-net setting. We identified only one
published study quantifying psychological distress in this
population. Cimino et al** used the NCCN Distress Ther-
mometer (as opposed to measuring depression and anxi-
ety) and found that 61% of patients with cancer in a
safety-net setting endorsed clinically significant distress
at their initial medical oncology visit.

Psychological distress degrades patients’ quality of life
and also has implications for treatment course and out-
comes. A meta-analysis of data from 76 studies of depres-
sion in patients with cancer found that depression was
associated with elevated mortality after controlling for rel-
evant clinical variables.?® Patient behavior may play a role
in mediating the relationship between depression and
mortality. A meta-analysis of 12 studies (n=605) demon-
strated that medical patients with depression were 3 times
more likely to be nonadherent with appointment atten-
dance, taking prescribed medications, and making lifestyle
changes compared with patients without depression.?* In
that analysis, 3 studies included patients with cancer and
the remainder included patients with other medical condi-
tions, including rheumatoid arthritis, end-stage renal dis-
ease, and angina. Patients with anxiety may be similarly
at risk for suboptimal treatment engagement due to fears,
phobias, and avoidance of necessary procedures, such as
biopsies, surgeries, and imaging.

As of this writing, no published studies have examined
a potential relationship between psychological distress
and treatment timeliness in oncology. The primary aim
of our study was to assess the relationship between psy-
chological distress and the time elapsed between the initial
medical oncology visit and the first chemotherapy or che-
moradiotherapy (CRT) treatment. Based on the available
published data, we expect that anxiety and depression
will be associated with longer treatment initiation inter-
vals. A secondary aim of the study was to identify the prev-
alence of psychological distress among patients newly
diagnosed with cancer and determine the treatment initi-
ation interval in a safety-net hospital. Distress data are
lacking for safety-net patients. Additionally, the extant lit-
erature suggests that treatment initiation intervals may
be longer in safety-net hospitals because of the presence
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of risk factors such as race, ethnicity, education, comorbid-
ities, and insurance status. Finally, we sought to quantify
survival outcomes and identify any relationships between
distress and survival or treatment timeliness and survival.

Methods

Study Design and Setting

We conducted a retrospective cohort study of adult oncol-
ogy outpatients screened for psychological distress and
subsequently treated with curative intent chemotherapy
or CRT at a safety-net hospital in the midwestern United
States. The study was conducted with approval from the
local Institutional Review Board.

Study Sample

As standard clinical practice, all patients attending their
first outpatient medical oncology visit are administered
the distress measure. The initial study sample consisted
of all patients who completed the screening measure
(n=500) between March 1, 2014, and December 31, 2015.
Cases with a new cancer diagnosis and a curative-intent
treatment plan including adjuvant chemotherapy, defini-
tive chemotherapy, or definitive CRT were selected for
study inclusion. Eligible diagnoses were lymphoma (stage
I-1V), solid tumor malignancy after completion of defini-
tive surgical resection (stage I-III), and head and neck can-
cer (stage I-IVb). Hematologic malignancies including
multiple myeloma, indolent lymphoma, and acute leuke-
mia were excluded because their treatment plans are non-
curative or require inpatient management. Patients with
recurrent disease at presentation were also excluded
from the study (Figure 1).

Instruments

Psychological distress was measured using the Hospital
Anxiety and Depression Scale (HADS).?® The HADS con-
sists of 14 self-report items assessing affective symptoms
of anxiety and depression and yields subscale scores for
each. Items use a 4-point (0-3) forced-choice response
scale. Subscale scores range from 0 to 21, with greater
scores indicating greater symptom severity. Scores =11
on either subscale indicate a probable case of anxiety or
depression and reflect clinically significant moderate to
severe symptoms. Scores between 8 and 10 indicate mild
symptoms, and scores of =7 are considered noncases.*®
A review of 71 published studies utilizing the HADS
deemed the instrument to have an empirically supported
2-factor structure, good internal consistency reliability
(mean anxiety, «=0.83; mean depression, «a=0.82), and
good concurrent validity, with correlations among HADS
and other similar measures between 0.49 and 0.83.>” The
HADS assesses emotional and behavioral symptoms to
the exclusion of somatic symptoms such as fatigue,
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Patients screened for
psychological distress at first
oncology appointment
(N=500)

| Excluded (n=54):
¢ Nononcologic presentation

A

Patients with oncologic
malignancy
(n=446)

Excluded (n=350):

® Preexisting diagnoses or
recurrences (n=102)

e Stage IV disease or non-curative

5 treatment plans (n=113)

¢ Had no indication for
chemotherapy (n=100)

® Had multiple myeloma (n=10)

* Had leukemia (n=12)

e Lost to follow up® (h=13)

Patients included in analytic
study sample
(n=96)

Figure 1. Flowchart of exclusion criteria used to generate analytic
study sample.

“Includes patients who transferred care to other facilities (n=3) and patients
with >100 days elapsed between initial office visit and first chemotherapy
administration (n=8).

appetite changes, and sleep disturbance. Thus, the mean-
ingfulness of HADS results for this study is enhanced
because the impact of physical symptom burden on scores
is minimized.

Data Collection and Integrity

Data were abstracted from electronic health records by
study personnel and stored in a secure, deidentified RED-
Cap database.” The following data were abstracted from
all records: cancer site and stage; patient age, gender,
and race/ethnicity; date of distress screening, distress
scores, date of treatment initiation, insurance type, num-
ber of days elapsed between the initial medical oncology
visit and the first treatment (days to treatment [DTT]),
and survival data. The completion rate of the HADS in
the study population is not available due to changes in
scheduling software used by the institution; however,
among the patients who completed the measure and
were subsequently included in analysis, none had missing
information for any of the variables of interest. The first
and second authors of this article (S. Madhusudhana and
M. Gates) reviewed all cases for accuracy of chart abstrac-
tion. Twelve abstraction errors were corrected prior to
analysis (10 errors in date of treatment initiation, 1 error
in date of distress screening, 1 error in gender).

Statistical Analyses

Statistical analyses were conducted using SPSS Statistics,
version 24 (IBM Corp) and SAS 9.4 (SAS Institute Inc).
Descriptive statistics (ie, frequencies, means, medians,
standard deviations, ranges) were used to determine
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sample characteristics. The primary outcome variable,
DTT, was treated as a count response variable. A nonpara-
metric test (Mann-Whitney U test) was used to compare
DTT for patients receiving chemotherapy only versus those
receiving CRT. Poisson regression analyses were con-
ducted to assess the relationship between DTT and
HADS anxiety and HADS depression scores while includ-
ing age, gender, race, insurance type, and cancer site and
stage as covariates in the model. Anxiety and depression
scores were treated as interval variables. Cox regression
models were applied to assess the relationship between
the survival outcome and HADS anxiety and HADS depres-
sion scores while including age, gender, race, insurance
type, and cancer site and stage as covariates in the model.

Results

Sample Characteristics

The final sample consisted of 96 patient cases. Patients
ranged in age from 19 to 76 years, with a mean age of 54
years (0=12). Most patients were female (66.7%).
Approximately half of the patients (51.0%) were insured
by Medicaid. Approximately half of the patients (51.0%)
were non-Hispanic White and 36.5% were non-Hispanic
Black/African American (Table 1).

Days to Treatment

Median DTT for the overall sample was 28 days (range,
0-99) and the mean DTT was 31 days (0=22). There was
no difference in DTT for patients receiving CRT compared
with those receiving chemotherapy only (chi-square, 2.82;
P=.09). Median DTT was 26 (range, 2-64) for patients
receiving CRT and 28 (range, 0-99) for those receiving che-
motherapy only. Increased DTT was associated with older
age, breast and lung cancers (vs the “other” disease cate-
gory), and stage II disease (vs stage IV). Decreased DDT
was associated with female gender, Hispanic ethnicity,
and race/ethnicity other than Black/African American or
White (vs non-Hispanic White), colorectal cancer, gyneco-
logic cancer, and lymphoma (vs the “other” disease cate-
gory), stage I disease (vs stage IV), and Medicaid and
Medicare insurance (vs uninsured) (Table 2).

Psychological Distress

A total of 34% of patients obtained clinically significant
anxiety scores (scores =11) and 15% of patients obtained
clinically significant depression scores (scores =11). The
mean scores for both anxiety (8.4; =4.9) and depression
(5.4; 0=4.7) were below the clinically significant cutoff
score for the HADS measure (Table 3). There was no differ-
ence in anxiety score (chi-square, 0.02; P=.89) or depres-
sion score (chi-square, 0.001; P=.97) for insured patients
compared with uninsured patient. Patients enrolled in an
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Table 1. Patient Demographics

Characteristic n (%)
Total, N 96
Gender
Female 64 (66.7)
Male 32(33.3)
Race/Ethnicity
Non-Hispanic White 49 (51.0)
Non-Hispanic Black/African American 35 (36.5)
Hispanic 8 (8.3)
Other 4 (4.2)
Insurance status at time of data abstraction
Medicaid 49 (51.0)
Medicare 11 (11.5)
Commercial® 13 (13.5)
Institution discount® 16 (16.7)
Uninsured 7 (7.3)
Disease site/type
Breast 30 (31.3)
Colorectal 9 (9.4)
Gynecologic 16 (16.7)
Head and neck, squamous 8(8.3)
Lung, non-small cell 6 (6.3)
Lymphoma 9 (9.4)
Other® 18 (19.0)
Disease stage
| 14 (14.6)
Il 30 (31.3)
1] 44 (45.8)
Ive 8 (8.3)
Treatment
Chemotherapy 62 (64.6)
Chemoradiotherapy 34 (35.4)

“Includes 2 patients with combination coverage (ie, commercial insurance
and Medicare).

PPatients who were enrolled in an institution-specific charity discount
program; they have no other payer source.

€Includes patients with the following cancers: esophageal (n=5), small cell
lung (n=3), pancreas (n=3), anal (n=2), testicular (n=2), urothelial (n=1),
cholangiocarcinoma (n=1), sarcoma (n=1).

9Includes patients with lymphoma or head and neck cancers only.

institution-specific discount program were categorized as
“insured” in the analysis.

Distress and DTT

Anxiety score was significantly associated with DTT such
thathigher scores were predictive of alonger treatment ini-
tiation interval (relative risk, 1.01; P<.05; 95% CI,
1.00-1.02). Depression score was also significantly associ-
ated with DTT, with higher scores predictive of a longer
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treatment initiation interval (relative risk, 1.01; P<.001;
95% CI, 1.00-1.02) (Table 2). On average, the treatment ini-
tiation interval (DTT) was 4 days longer for patients with
significant anxiety symptoms compared with those with-
out elevated anxiety. The average interval was 4 days
longer for patients with significant depressive symptoms
compared with those without elevated depression
(Table 4).

Overall Survival

Data were collected between March 1, 2014, and Decem-
ber 31, 2015. As of July 1, 2020, 64% of patients were alive
and 36% of patients were deceased. Survival was not
related to anxiety score (chi-square, 0.91; P=.34), depres-
sion score (chi-square, 1.95; P=.16), or DTT (chi-square,
0.95; P=.33).

Discussion

The primary finding of this study was that greater psy-
chological distress at the first medical oncology visit
was associated with longer treatment initiation inter-
vals in a sample of patients newly diagnosed with cancer
in a safety-net hospital. This is a novel finding; however,
it dovetails with previous literature indicating that
depression is a risk factor for poorer cancer survival®®
and is associated with poor adherence to treatment
plans in patients with cancer and other medical condi-
tions.* The manifestations of depression (eg, apathy,
hopelessness) and anxiety (eg, fear, avoidance) may be
the mechanisms by which psychological distress con-
tributes to slower treatment initiation via patient behav-
ior. Because a true experimental design to assess the
relationship between psychological distress and treat-
ment timeliness is not practical or ethical, causal inter-
pretations of the current data cannot be definitively
made. Additionally, retrospectively collected data are
more vulnerable to bias compared with those obtained
through prospective study. Nevertheless, a strength of
the present correlational study is the temporal relation-
ship between the 2 variables of interest. The measure-
ment of distress occurred prior to the initiation of
chemotherapy or CRT treatment, which bolsters the
interpretation that distress influenced treatment timeli-
ness as opposed to treatment timeliness influencing
distress.

In the current sample, the average DTT was 4 days
longer for patients with significant anxiety symptoms
and those with significant depressive symptoms com-
pared with patients without these elevated symptoms.
There was no relationship between DTT and survival.
In a large-scale study of the National Cancer Database,
however, risk of mortality in early-stage breast, lung,
renal, and pancreas cancers increased by 1% to 3% for
each week that elapsed between diagnosis and first
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Table 2. Poisson Regression Analyses: Effect of Anxiety and Depression on Treatment Timeliness

Model for Anxiety Model for Depression
Estimate Relative Risk (95% CI) Estimate Relative Risk (95% ClI)

Anxiety 0.0078; P<.05 1.01 (1.00-1.02)
Depression 0.0147; P<.001 1.01 (1.00-1.02)
Age 0.0196; P<.001 1.02 (1.02-1.02) 0.0169; P<.001 1.02 (1.01-1.02)
Sex (Ref: male)

Female —0.1412; P<.05 0.86 (0.75-0.99) —0.1372; P=.052 0.87 (0.76-1.00)
Race/Ethnicity (Ref: non-Hispanic White)

African American 0.0200; P=.639 1.02 (0.93-1.11) —0.0004; P=.99 1.00 (0.92-1.09)

Hispanic —0.3409; P<.001 0.71 (0.59-0.86) —0.3487; P<.001 0.70 (0.58-0.85)

Other —0.3805; P<.05 0.68 (0.51-0.92) —0.3624; P<.05 0.70 (0.52-0.93)
Disease site/type (Ref: other)

Breast 0.3921; P<.001 1.48 (1.31-1.67) 0.4012; P<.001 1.50 (1.32-1.69)

Colorectal —0.2460; P<.001 0.78 (0.66-0.93) —0.2319; P<.05 0.79 (0.67-0.94)

Gynecologic —0.8600; P<.001 0.42 (0.35-0.51) —0.8244; P<.001 0.44 (0.36-0.54)

Head and neck, squamous 0.0510; P=.7002 1.05 (0.81-1.36) 0.0615; P=.64 1.06 (0.82-1.38)

Lung, non-small cell 0.2232; P<.05 1.25 (1.06-1.47) 0.2537; P<.05 1.29 (1.10-1.51)

Lymphoma —0.1861; P<.05 0.83 (0.69-0.99) —0.2013; P<.05 0.82 (0.68-0.98)
Disease stage (Ref: stage IV)

| —0.2811; P<.05 0.75 (0.58-0.97) —0.2662; P<.05 0.77 (0.59-0.99)

I 0.2559; P<.05 1.29 (1.01-1.65) 0.2813; P<.05 1.32 (1.04-1.69)

1] —0.1873; P=.11 0.83 (0.67-1.04) —0.1640; P=.17 0.86 (0.67-1.07)
Insurance status (Ref: uninsured)

Medicaid —0.3428; P<.001 0.71 (0.58-0.86) —0.3621; P<.001 0.70 (0.57-0.85)

Medicare —0.2505; P<.05 0.78 (0.63-0.96) —0.2668; P<.05 0.77 (0.62-0.95)

Commercial —0.0328; P=.76 0.97 (0.78-1.20) —0.0675; P=.54 0.93 (0.75-1.16)

Institution discount —0.0603; P=.57 0.94 (0.67-1.16) —0.0857; P=.42 0.92 (0.75-1.13)

treatment and was particularly pronounced after 6 weeks
had elapsed.® In a study of early-stage liver cancer,
increased mortality was observed when >8 weeks
elapsed between diagnosis and treatment.* Mortality
risk has also been found to be greater for stage III colon
cancer when >8 weeks elapsed between surgery and
adjuvant chemotherapy.® As such, it is currently unclear
ifan average delay of 4 days may be clinically meaningful;
further research would be helpful in this regard.

A secondary finding of the present study is the
descriptive data regarding the prevalence of psycho-
logical distress and the length of the treatment initia-
tion interval in the safety-net setting, both of which
are lacking in published studies. In this sample, 1 in 3
patients reported anxiety symptoms of at least moder-
ate severityand 1in 7 reported depressive symptoms of
at least moderate severity. In a previous study with a
large sample (n=4,496) of patients with mixed diagno-
ses assessed at the initial medical oncology visit,
Zabora et al*® found that 35% reported clinically

significant global distress (a composite of symptoms
of anxiety, depression, and somatization). This study
was not conducted in the safety-net setting, however,
and the sample was 82% White and 60% had commer-
cial insurance. Cimino et al** assessed a mixed-
diagnosis sample of patients in a safety-net setting at
the initial medical oncology visit and found that 61%
had clinically significant distress. That study used the
NCCN Distress Thermometer, which is known to
reflect symptoms of anxiety and depression as well as
other aspects of distress, including spiritual, physical,
and social problems.?*

In the present study, the median DTT, defined as the
number of days elapsed between the initial oncology
visit and first chemotherapy or CRT treatment, was 28.
In contrast with our study, many studies define treat-
ment timeliness in terms of the number of days elapsed
between pathologic diagnosis and first treatment,**?
or in the case of adjuvant treatment initiation, the inter-
val is defined as the number of days elapsed between
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Table 3. Psychological Distress: HADS Scores

(N=96)
HADS Score n (%)
Anxiety
Noncase (score =7) 45 (46.9)
Mild (score 8-10) 18 (18.8)
Moderate-severe (score =11) 33 (34.4)
Depression
Noncase (score =7) 67 (69.8)
Mild (score 8-10) 14 (14.6)
Moderate-severe (score =11) 157 (15.6)

Abbreviation: HADS, Hospital Anxiety and Depression Scale.
?All patients with depression scores in the moderate-severe range also had
anxiety scores in the moderate-severe range.

surgery and administration of adjuvant therapy.>®
Khorana et al® found a median time between diagnosis
and first treatment of 29 days in a sample of >700,000
patients diagnosed with cancer between 2012 and
2013. In studies of adjuvant therapy initiation after
surgery for breast and colon cancers, intervals of 31 to
60 days® and 35 to 60 days,’ respectively, were most
common. Due to variation in how treatment timeliness
is operationalized, the DTT observed in the current
sample cannot be directly compared with those
reported in this previous literature; however, it does
not appear to be significantly divergent.

Previous studies have found Black race, Hispanic eth-
nicity, lack of English fluency, low education, medical
comorbidities, and lack of insurance to be associated
with longer treatment initiation intervals. Individuals
with these characteristics are overrepresented in the
safety-net settings and patients seen in safety-net hospitals
are likely to experience transfers of care between institu-
tions prior to initiation of treatment.>* Protective factors
against delay, however, are also more likely to be prevalent
in safety-net hospitals, such as patient navigation pro-
grams'®'” and the ability of uninsured patients to bypass
requirements for insurance prior authorization.

The observed relationship between distress and treat-
ment timeliness is a new finding in a specific population
(safety-net), and as such, replication studies using diverse
samples and distress measurement tools are needed to
determine the prevalence and generalizability of this
effect. Patient behavior is the proposed mechanism
through which depression and anxiety may be impacting
treatment timeliness. Future studies can build on the pre-
sent findings by quantifying relevant patient behavior and
including those variables in analyses. Limitations of the
current study include its use of a heterogeneous sample
of modest size. At the time distress was assessed, some
patients had already completed definitive surgical
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Table 4. Number of DTT by HADS Score

DTT
n Mean [SD]

Anxiety

Elevated (score =11) 33 34.0 [23.0]

Not elevated (score =10) 63 29.7 [20.8]
Depression

Elevated (score =11) 15 34.7 [22.6]

Not elevated (score =10) 81 30.5 [21.4]
Depression and anxiety

Both scales elevated (scores =11) 152 34.7 [22.6]

Neither scale elevated (scores =10) 81 30.5 [21.4]

Abbreviations: DTT, days to treatment; HADS, Hospital Anxiety and
Depression Scale.

“?All patients with elevated depression scores also had elevated anxiety
scores.

resection and some had yet to initiate their primary treat-
ment; the potential relevance of this for the relationship
between distress and timeliness of subsequent chemo-
therapy (or CRT) is an empirical question requiring further
investigation. The modest sample size in the current study
may explain the lack of statistical relationship between
treatment timeliness and survival in the current sample,
which is inconsistent with previous research. Although
the present study accounted for several important covari-
ates, medical comorbidities and symptom burden were
not included, both of which have been linked to treatment
timeliness in previous studies.

Conclusions

This retrospective study provides preliminary evi-
dence that psychological distress may have a mean-
ingful impact on treatment timeliness in oncology.
Further studies aimed at replicability and generaliz-
ability of this effect are needed to determine the
implications for clinical management. If the findings
are reproduced, they represent the identification of
a modifiable barrier to treatment timeliness in
oncology.
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