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abstract

PURPOSE Pain, fatigue, and distress are common among patients with cancer but are often underassessed and
undertreated. We examine the prevalence of pain, fatigue, and emotional distress among patients with cancer,
as well as patient perceptions of the symptom care they received.

PATIENTS ANDMETHODS Seventeen Commission on Cancer–accredited cancer centers across the United States
sampled patients with local/regional breast (82%) or colon (18%) cancer. We received 2,487 completed surveys
(61% response rate).

RESULTS Of patients, 76%, 78%, and 59% reported talking to a clinician about pain, fatigue, and distress,
respectively, and 70%, 61%, and 54% reported receiving advice. Sixty-one percent of patients experienced
pain, 74% fatigue, and 46% distress. Among those patients experiencing each symptom, 58% reported getting
the help they wanted for pain, 40% for fatigue, and 45% for distress. Multilevel logistic regression models
revealed that patients experiencing symptoms were significantly more likely to have talked about and received
advice on coping with these symptoms. In addition, patients who were receiving or recently completed curative
treatment reported more symptoms and better symptom care than did those who were further in time from
curative treatment.

CONCLUSION In our sample, 30% to 50% of patients with cancer in community cancer centers did not report
discussing, getting advice, or receiving desired help for pain, fatigue, or emotional distress. This finding suggests
that there is room for improvement in themanagement of these three common cancer-related symptoms. Higher
proportions of talk and advice among those experiencing symptoms imply that many discussions may be patient
initiated. Lower rates of talk and advice among those who are further in time from treatment suggest the need for
more assessment among longer-term survivors, many of whom continue to experience these symptoms. These
findings seem to be especially important given the high prevalence of these symptoms in our sample.

J Clin Oncol 37:1666-1676. © 2019 by American Society of Clinical Oncology

INTRODUCTION

Breast and colon cancer are two of the most common
types of cancer in the United States.1 These cancers
and their treatments—surgery, chemotherapy, bi-
ologic, and/or radiation therapy—often cause pa-
tients to experience significant physical and
psychosocial symptoms and adverse effects.1-4 High
levels of symptom burden among patients with
cancer can result in significant limitations in daily
activities, poor functioning, disability, and overall
impairment in their health-related quality of life.5,6

Treatment-related symptoms are also a leading
cause of patient nonadherence,7,8 which makes
symptom control an important factor in the com-
pletion of guideline-recommended curative treatment.
Despite the importance of controlling symptoms in
cancer care, they are often underassessed, under-
reported, and undertreated.9-12

Three of the most common and debilitating symptoms
among patients with cancer are pain, fatigue, and
emotional distress.13,14 Deficits in the management of
these symptoms may be attributed to barriers at the
patient, clinician, and system levels.15-17 Examples of
patient-level barriers include belief that the symptom
cannot be improved and a reluctance to communicate
with clinicians about it. Clinician- and system-level
barriers include inadequate symptom screening, fail-
ure to reassess symptom status, and a lack of re-
imbursement for symptom management. These
barriers can derail the effective management of
symptoms.

Patient-reported outcomes (PROs) play an important
role in the measurement of symptom care processes
and outcomes. Given the subjective nature of symp-
toms, a number of US and European guidelines rec-
ommend PROmeasures as the preferred approach for
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symptom assessment in clinical trials and routine
practice.10-12,18-20 PROs also are used to measure patient
satisfaction with perceptions of care, including such pro-
cess measures as clinician communication. For example,
the Consumer Assessment of Healthcare Providers and
Systems (CAHPS) patient surveys collect patient assess-
ments of care quality in a variety of settings and are en-
dorsed by the Centers for Medicare & Medicaid
Services.21-23 More recently, the National Quality Forum has
published guidelines for the development of patient-
reported performance measures.24 Patient perceptions of
clinician–patient communication about specific symptoms
can provide important insight into areas that must be im-
proved to optimally manage symptoms among patients with
cancer.

In this work, we examine the prevalence and predictors of
cancer-related pain, fatigue, and distress, as well as patient
perceptions of the symptom care they received. Our
measures of patient perceptions of symptom care were
derived from three important elements of symptom man-
agement recommended by guidelines: routine assessment
of symptoms, provision of information and education about
how to cope with symptoms, and patient satisfaction with
care.10-12,18,19 Our data come from a large, population-
based, multisite study of patients with breast and colon
cancer around the time of curative treatment, conducted at
17 community cancer centers across the United States.

PATIENTS AND METHODS

Study Setting and Design

Detailed methods for the Patient Reported Outcomes
Symptoms and Side Effects Study (PROSSES) are provided
elsewhere.25 PROSSES was approved by the National
Cancer Institute institutional review board. PROSSES was
conducted at 17 hospital-based community cancer centers
participating in the National Cancer Institute Community
Cancer Centers Program, receiving 25,194 new cases of
cancer in 2012 and reporting patients into the Rapid
Quality Reporting System (RQRS) registry from the Com-
mission on Cancer within 4 to 6 months of diagnosis.26,27

Patients were eligible for this study if they were diagnosed
with stage I to III breast or colon cancer as their first primary
cancer, eligible for an RQRS breast or colon Quality of Care
Indicator,28 age 21 years or older, and not known to be
deceased at the time of contact.

Eligible patients with breast and colon cancer (N = 4,175)
were sampled between February 2011 and January 2013
using RQRS and were mailed a study packet with consent
form, questionnaire, and instructions for those who chose
to complete the survey online. Nonrespondents received up
to two additional follow-up contacts. Of eligible patients,
2,487 completed the survey, most bymail and 9.4% online.
Respondents were subsequently linked to their corre-
sponding RQRS registry information on cancer diagnosis

and treatment. Overall response rate was 61.1%. Differ-
ences between responders and nonresponders were
negligible to small.25

Data

Patient-level data. Most patient-level data came from
questionnaires that underwent two rounds of cognitive
testing with nine survivors of breast or colon cancer who
came from a variety of racial and educational backgrounds.
Type of cancer, stage, surgery, and health insurance data
came from RQRS. Missing questionnaire data on such
variables as age or months since chemotherapy were
supplemented with data from RQRS. We created a variable
with the four subgroups of patients considered in the
analysis: females with colon cancer, males with colon
cancer, females with breast cancer not receiving radiation
treatment, and females with breast cancer receiving radi-
ation treatment. Stratification by radiation treatment type
among patients with breast cancer was based on an a priori
hypothesis that symptom prevalence might differ on the
basis of the receipt of this treatment modality.

Our dependent variables were adapted from previously
validated instruments used in federally funded studies29-32

and are similar to questions in the CAHPS Cancer Care
Survey.33 For each of three symptoms—pain, fatigue, and
distress (ie, emotional problems, including anxiety and
depression) —we asked respondents four questions with
a 6-month recall period:

1. Had the respondent talked with a clinician about
a given symptom? The talk measures—that is, talk
about pain.

2. Had a clinician explained what to do if the symptom
started, became worse, or returned? The advice
measures—that is, advice about pain.

3. Had they been bothered by the symptom because of
their cancer? The cancer-related symptom prevalence
measures.

4. Respondents who reported being bothered by
a symptom within the past 6 months were asked
whether a clinician had given them the help they
wanted with that symptom. The help measures—that
is, help for pain.

All 12 questions are provided in Appendix Table A1 (online
only). The response options for the talk, advice, and
prevalence questions were Yes or No. The response options
for the help questions were Yes-definitely, Yes-somewhat,
or No (distributions are listed in Appendix Table A2, online
only). To facilitate comparisons between dependent vari-
ables, the help measures were dichotomized by combining
the two least-frequent responses, Yes-somewhat and No,
into one category.

Cancer center–level variables. Cancer center–level data—
hospital bed count and urban/rural indicator—were ob-
tained from the Centers for Medicare & Medicaid Services
Provider of Services file.
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Statistical Analysis

Respondents were excluded from analyses for the following
reasons: survey completed by someone other than inten-
ded (n = 16); reported not seeing a clinician about their
cancer during the past 6 months (n = 72); participant
responded to less than 30% of the key symptom man-
agement quality-of-care indicators (n = 120); from a facility
with too few respondents (n = 8) to include in multilevel
analysis; male with breast cancer (n = 5); or patient with
colon cancer reporting radiation treatment (n = 9). The final
analytic sample consisted of 2,257 registry-linked re-
spondents from 16 community cancer centers.

As a result of the nested nature of PROSSES—that is,
patients within cancer centers—multilevel logistic re-
gression models were used to explore individual and
hospital-level predictors of the 12 outcomes. Initial vari-
ables considered for inclusion in multivariable models were
based on previous literature. Variables that were not sig-
nificantly associated (a = .05) with any of the 12 outcomes
in bivariable analyses were dropped from multivariable
models.

RESULTS

Participant medicodemographic characteristics are listed
in Table 1. Study respondents were primarily females with
breast cancer (82.4%) and identifying as non-Hispanic
white (84.3%). Of participants, 49.1% were diagnosed with
stage I cancer, 35.8% stage II cancer, and 15.1% stage III
cancer. Of patients, 22.9% completed the questionnaire
within 6 months of surgery, 34.7% within 6 months of
chemotherapy, and 39.7% within 6 months of radiation.

Figure 1 summarizes responses to the 12 symptom
management outcomes across patients in this study.
Among all patients, 76.2% of patients reported having
talked with their clinician about pain, 78.0% about fatigue,
and 59.2% about distress. A lower proportion reported
getting advice from clinicians on coping with these
symptoms (pain, 70.0%; fatigue, 60.6%; distress, 54.3%).
The prevalence of cancer-related symptoms was 61.2% for
pain, 73.9% for fatigue, and 46.4% for distress. Only those
who reported a given symptom were asked if they got help
for it. Among patients who reported pain, 57.5% indicated
clinicians gave the desired amount of help for it. Among
those who reported fatigue, 40.1% indicated getting
wanted help. Among those who reported emotional dis-
tress, 45.5% indicated getting wanted help. Outcome
prevalence is reported by subgroup in Appendix Table A3
(online only).

Cancer center bed count was not significantly associated
with any of the 12 outcomes in bivariable models and was
therefore excluded from multivariable models. All other
considered variables were included in the 12 multivariable
multilevel models: participant age, race/ethnicity, educa-
tion, insurance status, cancer type/gender/radiation treat-
ment, stage, surgery, and chemotherapy status. Symptom

prevalence was only relevant to the six talk and advice
measures and included in those models. Patients who
experienced a symptom were more likely to report talking

TABLE 1. Participant and Hospital Characteristics (N = 2,257)
Characteristic % (No.) or Mean 6 SD

Age, years 59.7 6 11.92

Race/ethnicity

Non-Hispanic white 84.3 (1,903)

Non-Hispanic black 7.6 (172)

Hispanic 3.2 (73)

Non-Hispanic other 4.8 (109)

Education

High school or less 29.8 (637)

Some college or more 70.2 (1,502)

Insurance

Uninsured/Medicaid 4.4 (97)

Medicare 32.1 (710)

Private/other 63.5 (1,406)

Cancer type/gender

Male colon 9.2 (207)

Female colon 8.5 (191)

Female breast 82.4 (1,859)

Stage

I 49.1 (1,109)

II 35.8 (808)

III 15.1 (340)

Surgery, months

0-6 22.9 (517)

. 6 77.1 (1,737)

Chemotherapy, months

Never 52.9 (1,174)

0-6 34.7 (770)

. 6 12.5 (277)

Radiation therapy, months

Never 42.8 (951)

0-6 39.7 (883)

. 6 17.5 (389)

Hospital characteristics

Bed count

, 500 62.5 (10)

. 500 37.5 (6)

Rural/urban

Rural 12.5 (2)

Urban 87.5 (14)

NOTE. Frequencies represent the numerator.
Abbreviation: SD, standard deviation.
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and having received advice about that symptom from cli-
nicians (Appendix Table A4, online only). However, not
everyone who had a symptom talked with or got advice from
a clinician about it—6.8% of patients who reported pain did
not talk about it and 29.5% of patients who experienced
distress did not get advice.

Results from multilevel multivariable logistic regressions
predicting patient reports of talk and advice about symp-
toms are shown in Table 2, whereas models for symptom
experience and help measures are listed in Table 3. Ex-
periencing a symptom was strongly associated with having
talked about and received advice about that symptom: pain
(talk: odds ratio [OR], 10.71; advice: OR, 4.90), fatigue
(talk: OR, 7.63; advice: OR, 3.26), and distress (talk: OR,
3.63; advice: OR, 2.60). Older age was associated with
a significant decrease in the odds of having talked about
pain (OR, 0.98), fatigue (OR, 0.96), and distress (OR,
0.98). Associations with age were similar for advice and
symptom prevalence measures for each of the three
symptoms. Non-Hispanic blacks were more likely to report
talking about, getting advice about, or getting help for pain
than non-Hispanic whites, although these results were only
weakly statistically significant.

Female patients with breast cancer who received radiation
therapy were more likely to have talked about pain (OR,
1.97), fatigue (OR, 4.24), and distress (OR, 1.58) than
those who did not receive radiation therapy. Among pa-
tients with breast cancer, radiation therapy was also as-
sociated with greater odds of getting advice about all three
symptoms, experiencing pain and fatigue, and getting help
for fatigue. Patients with breast or colon cancer who un-
derwent surgery within 6 months of questionnaire com-
pletion were more likely to have talked, received advice,
and experienced pain and fatigue, as well as being more
likely to have received help for pain. Patients who received
chemotherapy within 6 months of questionnaire comple-
tion were more likely to have talked about pain (OR, 3.05),

fatigue (OR, 8.40), and distress (OR, 2.42) than those who
never received chemotherapy. More recent chemotherapy
was also associated with an increased likelihood of re-
ceiving advice, experiencing symptoms, and receiving help
for all symptoms. In our sample, talk and advice about
symptoms are more common around the time of curative
treatment than later, even when controlling for symptom
prevalence. Symptoms are more common around curative
treatment than later, and among those who experience
a symptom, help is more likely around curative treatment
than later.

Comparisons between patients with colon and breast
cancer are possible among patients who did not receive
radiation treatment. Compared with women with breast
cancer, both women and men with colon cancer were less
likely to report talking about distress and experiencing pain
or distress. Male patients with colon cancer were less likely
to report getting advice about pain or distress and expe-
riencing fatigue than patients with breast cancer. Female
patients with colon cancer were less likely to report talking
about pain. Tests for gender differences among colon
cancer patients were nonsignificant, with the exception of
one outcome (fatigue prevalence, results not shown), which
suggests that differences between patients with colon and
breast cancer in our sample are not on the basis of gender.

Whereas symptoms are more prevalent within 6 months of
receiving treatment, many patients continue to experience
symptoms further from treatment (Table 4). Patients who
received no treatment—surgery, chemotherapy, or radi-
ation—within the last 6 months continued to be bothered
by pain (42.9%), fatigue (54.6%), and distress (35.6%).

DISCUSSION

Our results suggest that there is room for improvement in
the management of pain, fatigue, and emotional distress
among patients with cancer in the community oncology
setting. In our sample, 30% to 50% of patients did not
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report discussing, getting advice, or receiving desired help
for these three common symptoms. Of the three symptoms,
patients were most likely to get advice (70%) and wanted
help (58%) for pain. This is consistent with the prominence
of well-established treatment protocols for pain. Fatigue
was the most common symptom (74%) and many patients
reported talking about it (78%), whereas those who re-
ported fatigue were least likely to report getting wanted help
for it (40%), possibly reflecting the challenges in treating
this common but complicated symptom. Patients reported
getting advice about emotional distress approximately half
the time (54%), possibly reflecting clinicians’ lack of fa-
miliarity and resources for dealing with distress and pa-
tients’ reticence to mention mental health issues as a result
of social stigma. This work expands on similar findings
reported among Veterans Affairs patients with colorectal
cancer29 by adding breast cancer and a more generaliz-
able, community-based sample. These findings seem to be
important given the high prevalence of these symptoms in
our sample (pain, 61%; fatigue, 74%; distress, 46%) and
reported elsewhere.20,34,35

Our multilevel models demonstrate that patients who re-
ported a given symptom were much more likely to report
talking about or getting advice about the symptom. This
suggests that patients who experienced these symptoms

may be initiating these interactions. Given the limited time
during visits, clinicians may focus on symptoms brought up
by patients. Unfortunately, patients with cancer may be
reluctant to initiate discussions about symptoms during
clinical visits even when bothered by them.36,37 Our data
show that 6.8% to 29.5% of patients with a given symptom
do not report talking about or getting advice about it from
a clinician. According to symptom care guidelines, clini-
cians should assess all patients with cancer for these
symptoms.10-12,19 Lack of universal, or near-universal, as-
sessment is a missed opportunity.

Similarly, we find that patients who are further in time from
treatment are less likely to report discussing or getting
advice about symptoms, even though a sizeable pro-
portion of these patients continue to experience these
symptoms. For example, 68% of patients more than
6 months from receiving chemotherapy continued to be
bothered by pain, 85% by fatigue, and 54% by distress.
Likewise, older patients or those with colon cancer are less
likely to report being bothered by cancer-related symptoms,
but symptom prevalence remains high for these groups
(Table 4). These findings suggest oncology and primary
care health systems should more proactively assess and
discuss symptoms, even among patients who are less likely
to experience them.

TABLE 4. Prevalence of Cancer-Related Symptoms by Participant Characteristics

Participant Characteristic
Pain Present,

% (No.) Fatigue Present, % (No.) Distress Present, % (No.)

Surgery, months

0-6 71.6 (348) 81.0 (383) 50.3 (240)

. 6 58.4 (947) 72.0 (1,154) 44.9 (719)

Chemotherapy, months

0-6 74.2 (546) 90.7 (676) 55.9 (408)

. 6 67.4 (180) 84.6 (225) 54.2 (143)

Never 51.5 (569) 59.7 (636) 37.7 (408)

Age, years

, 55 76.2 (546) 82.9 (585) 61.6 (434)

55-64 66.2 (442) 78.0 (517) 50.0 (327)

65-74 48.7 (231) 65.3 (303) 31.3 (146)

$ 75 30.5 (76) 54.1 (132) 20.6 (52)

Cancer type/gender/radiation treatment

Female breast with RT 67.7 (825) 78.9 (956) 48.9 (585)

Female breast no RT 65.5 (344) 74.9 (388) 53.4 (279)

Male colon no RT 36.7 (69) 53.4 (95) 23.6 (43)

Female colon no RT 33.0 (57) 57.7 (98) 29.7 (52)

Treatment within last 6 months?

Yes 71.2 (983) 84.0 (1,151) 51.8 (702)

No 42.9 (312) 54.6 (386) 35.6 (257)

NOTE. All numbers represent the numerators for each group (eg, 358 of 502 participants receiving surgery in the preceding 0-6 months had
pain present).
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A national US survey found prevalence rates for all-causes
pain to be similar for the age groups 45 to 64 years and 65
to 84 years, but lower for those younger than age
45 years.38 The vast majority of our sample are age 45 to
84 years. The lower pain prevalence among older patients
in our sample may reflect our use of cancer-specific pain
and the tendency of working-age survivors to report more
cancer-related problems than retirement-age survivors.39

Elsewhere, we report that cancer centers demonstrated
significant variation on these symptom management
measures, which suggests that lower-scoring centers have
room to improve their performance.40 Improvements might
be realized by educating patients to increase their asser-
tiveness in seeking care for symptoms and adherence
to treatment regimens.41 Increasing clinician knowledge
about and adherence to symptom treatment guidelines10-12

through training should also improve symptom outcomes.
Providing clinicians with timely, valid, and easy-to-use in-
formation on symptoms has been demonstrate to improve
symptom management.42-44 With proper implementation,
clinical use of PROs can improve symptom care and other
outcomes.45,46

This work highlights patient perceptions of symptom
management, which are different from measures of
symptom intensity. Given the highly toxic nature of many
cancer treatments, some symptoms may be inevitable;
therefore, process measures of symptom care, like those
used in this study, are an important part of assessing overall
quality of care.10-12 Process measures of symptom care can
also be abstracted from medical records,47 which has the
advantage of capturing clinical symptom assessments that
the patient forgot. Limitations of this approach include the
cost of medical record abstraction and clinicians’ tendency
to underreport symptoms relative to patient report.48

Patient-reported measures—for example, the CAHPS
Cancer Care Survey—can capture instances in which
symptom assessment is suboptimal and reflect the pa-
tient’s experience, making them especially important for
achieving patient-centered care.

As with most survey research, results of this study may be
subject to bias as a result of missing data, recall bias, or
other issues. Nonresponse bias may be present, but the
good response rate and similarity between respondents
and nonrespondents with regard to medicodemographic
characteristics suggests that this is relatively low.25 Our
symptom prevalence questions assessed whether re-
spondents were bothered by symptoms or not, so we were
unable to differentiate between mild and severe symptoms.
This survey was fielded before the Commission on Cancer
implemented its standard for psychosocial distress
screening in 2015 at accredited cancer programs,49 so
symptom caremay have improved since then, especially for
distress. Our ability to investigate center-level predictors
was limited by a lack of variables on center-level availability
of palliative care, supportive care or nurses, marginal
statistical power for multilevel analyses,50 and homogeneity
of participating centers—all centers participated in the
National Cancer Institute Community Cancer Centers
Program. Whereas the sample was similar to the pop-
ulations of the participating centers, it could have been
more diverse with regard to cancer type and ethnicity. Non-
Hispanic black was the only minority group with sufficient
numbers in our sample to support comparison with whites.
Non-Hispanic black race/ethnicity was weakly associated
with three outcomes in a direction that suggested better
pain care. Some previous studies have found racial dis-
parities in symptomology.51,52 Our result may be a result of
chance, exclusion of participants with advanced stage, or
all race groups being treated at the same group of facilities.
Disparities in other studies may be driven by minorities
being more likely to attend facilities that provide lower-
quality care.53

Appropriate use of PROs that measure cancer symptoms
and patients’ perceptions of their care can improve our
understanding through research, performance measure-
ment, and clinical assessment. These data may inform
policy and clinical standards to improve the care of patients
with cancer and ultimately improve their quality of life.
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APPENDIX

TABLE A1. Survey Questions for Dependent Variables

Section F. Fatigue in the last 6 months related to cancer or cancer treatment

Fatigue is a feeling of being tired or lacking energy.

Cancer treatment can include surgery, radiation therapy, chemotherapy, or hormone therapy.

14. In the last 6 months, did you and any doctor, nurse, or other health professional talk about fatigue related to your cancer or cancer treatment, no
matter who brought it up?

Yes I am not sure

No

15. In the last 6months, did a doctor, nurse, or other health professional tell you what to do if fatigue related to your cancer or cancer treatment started up,
got worse, or came back?

Yes I am not sure

No

16. This question is about your experience of fatigue related to your cancer or cancer treatment in the last 6 months. When was the last time you were
bothered by this fatigue?

Now, currently have fatigue In the last month

1-6 months ago Not bothered by fatigue in the last 6 months; go to Section G

I am not sure

17. In the last 6months, did a doctor, nurse, or other health professional give you the help you wanted to take care of your problems with fatigue related to
your cancer or cancer treatment?

Yes, definitely Yes, somewhat

I did not want help I am not sure

No

Section G. Pain in the last 6 months related to cancer or cancer treatment

18. In the last 6 months, did you and any doctor, nurse, or other health professional talk about pain related to your cancer or cancer treatment, no matter
who brought it up?

Yes I am not sure

No

19. In the last 6 months, did a doctor, nurse, or other health professional tell you what to do if pain related to your cancer or cancer treatment started, got
worse, or came back?

Yes I am not sure

No

20. This question is about your experience of pain related to your cancer or cancer treatment in the last 6 months. When was the last time you were
bothered by this pain?

Now, currently have pain In the last month

1-6 months ago Not bothered by pain in the last 6 months; go to Section H

I am not sure

21. In the last 6 months, did a doctor, nurse, or other health professional give you the help you wanted to take care of your problems with pain?

Yes, definitely Yes, somewhat

I did not want help I am not sure

No

22. In the last 6 months, did you take any treatments or prescription medicines for pain?

Yes I am not sure

No

Section H. Emotional problems in the last 6 months related to cancer or cancer treatment (emotional problems include anxiety and depression)

23. In the last 6months, did you and any doctor, nurse, or other health professional talk about emotional problems, such as anxiety or depression, related
to your cancer or cancer treatment, no matter who brought it up?

Yes I am not sure

No

(continued on following page)
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TABLE A1. Survey Questions for Dependent Variables (continued)

24. In the last 6 months, did a doctor, nurse, or other health professional tell you what to do if you had emotional problems, such as anxiety or depression,
related to your cancer or cancer treatment?

Yes I am not sure

No

25. When was the last time you were bothered by emotional problems, such as anxiety or depression, related to your cancer or cancer treatment?

Now, currently have emotional problems In the last month

1-6 months ago Not bothered by emotional problems in the last 6 months; go to Section I

I am not sure

26. In the last 6 months, did a doctor, nurse, or other health professional give you the help you wanted to take care of your emotional problems, such as
anxiety or depression, related to your cancer or cancer treatment?

Yes, definitely Yes, somewhat

I did not want help I am not sure

No
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TABLE A2. Distribution of Help Variables
Received Help Pain, % (No.) Fatigue, % (No.) Distress, % (No.)

Yes, definitely 33.5 (713) 26.2 (523) 18.8 (392)

Yes, somewhat 18.0 (386) 23.2 (463) 13.3 (277)

No 6.8 (145) 15.9 (317) 9.2 (193)

Missing 41.8 (896) 34.8 (696) 58.7 (1,226)

NOTE. Levels of missing are as expected because only participants who reported a given symptom are asked if they got help for that symptom.

TABLE A3. Cancer-Related Symptom Performance Measures by Subgroup

Symptom
Female Breast With Radiation

Therapy % (No.)
Female Breast Without

Radiation Therapy % (No.)
Male Colon Without Radiation

Therapy % (No.)
Female Colon Without

Radiation Therapy % (No.)

Pain, yes

Talk about symptom 83.6 (1,035) 76.2 (409) 54.1 (105) 49.4 (88)

Advice about symptom 76.5 (909) 70.6 (369) 48.9 (91) 44.8 (77)

Bothered by symptom 67.7 (835) 64.8 (349) 35.9 (70) 33.3 (59)

Help for symptom 56.5 (429) 59.5 (201) 54.9 (39) 57.4 (35)

Fatigue, yes

Talk about symptom 87.6 (1,081) 73.2 (387) 53.2 (101) 51.7 (93)

Advice about symptom 71.1 (819) 52.8 (266) 37.1 (69) 38.2 (66)

Bothered by symptom 79.0 (969) 75.1 (397) 53.0 (98) 57.0 (98)

Help for symptom 43.5 (340) 35.9 (120) 34.9 (30) 30.5 (25)

Distress, yes

Talk about symptom 64.3 (786) 61.5 (326) 39.0 (74) 38.7 (70)

Advice about symptom 59.1 (689) 57.0 (293) 33.9 (63) 36.7 (65)

Bothered by symptom 48.8 (592) 53.6 (286) 23.3 (44) 30.7 (55)

Help for symptom 47.2 (240) 44.8 (111) 30.2 (13) 44.9 (22)

NOTE. All numbers represent the numerators for each group (eg, 1,035 of 1,238 female patients with breast cancer receiving radiation therapy reported
talking about pain).
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TABLE A4. Talk and Advice by Cancer-Related Symptom Prevalence

Variable

Pain Prevalence Fatigue Prevalence Distress Prevalence

Yes, % (No.) No, % (No.) Yes, % (No.) No, % (No.) Yes, % (No.) No, % (No.)

Talk about symptom

Yes 93.2 (1,226) 50.4 (404) 91.5 (1,407) 43.5 (232) 78.2 (752) 44.0 (486)

No 6.8 (89) 49.6 (397) 8.5 (131) 56.5 (301) 21.8 (210) 56.0 (618)

Advice about symptom

Yes 85.3 (1,090) 46.5 (356) 72.8 (1,053) 31.5 (160) 70.5 (656) 41.0 (434)

No 14.7 (188) 53.5 (410) 27.2 (394) 68.5 (348) 29.5 (274) 59.0 (624)
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