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experiences, and a deeper understanding is needed of the interplay between finan-

well-being among rural oncology patients.

Purpose: We examined associations between financial toxicity and psychosocial well-
being among rural cancer patients, exploring variability in these linkages by health care
team communication.

Methods: Using data from 273 rural cancer patients who participated in Cancer Sup-
port Community’s Cancer Experience Registry, we estimated multivariable regression
models predicting depression, anxiety, and social function by financial toxicity, health
care team communication, and the interplay between them.

Results: We demonstrate robust associations between financial toxicity and psychoso-
cial outcomes among our sample of rural cancer patients and survivors. As financial
toxicity increased, symptoms of depression and anxiety increased. Further, financial
toxicity was linked with decreasing social function. Having health care team conver-
sations about treatment costs and distress-related care reduced the negative impact
of financial toxicity on depressive symptoms and social function, respectively, in rural
cancer patients at greatest risk for financial burden.

Conclusions: Financial toxicity and psychosocial well-being are strongly linked, and
these associations were confirmed in a rural sample. A theorized buffer to the detri-
mental impacts of financial toxicity—health care team communication—played a role in
moderating these associations. Our findings suggest that health care providers in rural
oncology settings may benefit from tools and resources to bolster communication with

patients about costs, financial distress, and coordination of care.
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INTRODUCTION

Overwhelmingly, individuals in rural communities experience poorer
cancer outcomes—including incidence, mortality, and survival—as
compared to those in more urban areas.? Though underlying mech-
anisms for these documented disparities are not fully understood,
concentrated poverty, area deprivation, and health care scarcity in
rural communities may contribute to gaps in outcomes.3~¢ Contextual
factors unique to rural communities critically shape patient expe-
riences, and research is needed to elucidate how the experiences
of cancer patients and survivors in rural areas translate to overall
well-being.

One such experience is the financial cost of a cancer diagnosis
and treatment. The combination of objective financial burden (out-of-
pocket costs, lost productivity, debt) with subjective financial distress
experienced by cancer patients and survivors has been termed “finan-
cial toxicity” and has implications for patients’ ability to cope with can-
cer, both clinically and psychosocially.” Indeed, the negative financial
effects encountered by patients and their families can have devastat-
ing consequences, as families may need to alter lifestyles and diminish
savings to accommodate the cost of cancer therapies. Research to
date has shown a consistent association between financial toxicity and
poorer health-related quality of life,212 as well as treatment nonad-

13 increased symptom burden,? and

herence and forgoing medical care,
mortality.* The financial impact of cancer extends beyond active treat-
ment into survivorship in the form of costs associated with follow-up
care, maintenance therapy, and mental health treatment.’® Impor-
tantly, rural contexts may influence patients’ experiences of financial
toxicity. For example, rural survivors may be more likely to forego
care due to financial constraints than urban survivors.2¢17 Similarly,
poorer psychosocial well-being is pronounced for cancer patients in
rural locales, particularly those facing severe financial toxicity.®
Health care team communication has been theorized to mitigate
downstream psychosocial implications of financial toxicity among can-
cer patients and survivors. Carrera et al. suggest a 3-pronged model
for the role of clinicians: (1) discussing the cost and value of can-
cer treatments with patients; (2) discussing the availability of and
access to resources; and (3) assessing the financial toxicity as part
of supportive care.” First, it has been suggested that provider dis-
cussion of care-related costs can improve patient knowledgeability
and ease distress about finances,'?20 though there is little evidence
to date on the association between cost communication and patient
outcomes. Second, provider attention to the emotional impact of can-
cer and cancer-related costs can support individuals facing financial
obstacles.?! Third, coordination of care across providers can not only
reduce financial burden but also improve quality of life.2223 |nte-
grating supportive care, more specifically, is associated with more
positive patient experiences, often at lower costs.242° Taken together,
the relationship between financial toxicity and psychosocial well-
being may vary by health care team communication as captured by
discussing costs, being asked about emotional concerns, and having
psychosocial care coordinated. The role of health care team commu-

nication in moderating the relationship between financial burden and

FINANCIAL TOXICITY AMONG RURAL CANCER PATIENTS

psychosocial well-being may be particularly salient in rural settings
given that access to oncology providers is more limited. Reduced care
access contributes to disparities in outcomes, as rural cancer cen-
ters often have fewer resources, personnel, specialists, and treatment
options available.>25-28 Thus, considering the unique challenges fac-
ing care providers and patients in rural settings, and as a contributor
to the contextual rural patient experience, patient-provider commu-
nication may be a mechanism to improve outcomes and well-being of
patients.2?:30

Given both the documented linkages between financial toxicity
and psychosocial outcomes and the need to better understand the
rural cancer patient experience, the current study examined the rela-
tionship between financial toxicity, health care team communication,
and psychosocial well-being among rural cancer patients and sur-
vivors. Our first aim was to document associations between financial
toxicity and psychosocial well-being among rural adults with cancer.
We hypothesized that financial toxicity would be negatively associ-
ated with psychosocial well-being. Our second aim was to investigate
whether conversations with health care teams about financial con-
cerns, emotional concerns, and care coordination would moderate the
associations between financial toxicity and psychosocial well-being.
We hypothesized that when rural cancer patients engage with their
health care teams in discussions about the cost of care, emotional con-
cerns, and care coordination, the negative impacts of financial toxicity
on psychosocial well-being are mitigated.

Thoroughly understanding the unique challenges faced by rural can-
cer patients and survivors can support clinicians and care providers—
particularly in community settings—to reduce the burden and improve
outcomes. Here, we sought not only to document associations between
financial toxicity and psychosocial well-being among a sample of rural
cancer patients and survivors, but also to explore variation in these
relationships thus informing critical points of intervention and pro-
tective resources to promote rural patients’ well-being in the face of
financial burden.

METHODS
Study population

Cancer Support Community (CSC) is the largest professionally led
network of cancer support worldwide providing direct services that
reach 190 locations across the United States and Canada plus tele-
phone support through the Cancer Support Helpline and educational
resources and virtual programming. CSC’s Cancer Experience Registry
(CER) is an online, community-based research initiative designed to
investigate the emotional, physical, practical, and financial impacts
of cancer. Adults (18+) ever diagnosed with any cancer type are
eligible to participate and complete a web-based survey. Participants
are recruited through CSC'’s national network of community-based
cancer support, including CSC and Gilda’s Club partners, hospital
and health care partners, advocacy partnerships, and social media.

The CER includes patients and survivors from all 50 US states who
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provide information on geographic location (i.e., zip codes) and patient-
reported outcomes, including financial burden and health-related
quality of life. We determined rural-urban commuting area (RUCA)
codes for all CER respondents who provided their zip codes. RUCA
codes combine population density with commuting patterns to classify
geographies from 1 (most urban) to 10 (most rural). Results presented
here are based on data available from 273 participants residing in rural
US communities with a RUCA code of 4 or higher,3! who participated
in the CER from May 2017 through August 2021 and completed the
Functional Assessment of Chronic lllness Therapy COmprehensive
Score for Financial Toxicity (COST) measure.3?

Ethical and Independent Review Services (E&I, Independence, MO)
served as the IRB of record (Study #16036). All procedures were in
accordance with the ethical standards of the institutional research
committee for studies involving human participants and with the 1964
Helsinki Declaration and its later amendments or comparable ethical

standards. Informed consent was obtained from all CER participants.

Measures
Financial toxicity

Financial toxicity was measured using COST, a valid and reliable
patient-reported measure of financial distress comprising 11 items
on a 5-point scale (0 = not at all; 4 = very much).32 Responses were
summed (0-44) such that lower scores indicate higher financial toxic-
ity and categorized via the COST grading system: no financial toxicity
(score > 26); mild financial toxicity (score 14-25); moderate finan-
cial toxicity (score 1-13); severe financial toxicity (score = 0).3% Prior
research suggests the severity of financial toxicity is important for psy-
chosocial outcomes, as individuals facing the highest levels of financial
burden may be at particular risk for reduced psychosocial well-being®4;
consequently, we collapsed categories of financial toxicity to create
a dichotomous indicator for those at greatest risk where O = mild or
no financial toxicity (score > 14) and 1 = moderate or severe financial
toxicity (score 0-13). Dichotomizing financial toxicity allowed us to cap-
ture the rural cancer patients in our sample facing the highest level of
financial burden, whom we hypothesized would be more likely to expe-
rience poorer psychosocial outcomes and, likewise, benefit more from

comprehensive health care team communication.

Psychosocial well-being

Psychosocial well-being was assessed with the depression, anxiety, and
social function subscales of the Patient-Reported Outcomes Measure-
ment Information System 29 Profile V2.0 (PROMIS-29),%% a collection
of 7 subscales assessing physical and emotional symptoms (past 7
days) and functioning (no timeframe specified). Each subscale includes
4 items rated on a 5-point scale. Responses are summed to cre-
ate a raw subscale score, transformed into T-scores (Mean = 50; SD
= 10); normative reference groups are the US general population.
Higher PROMIS T-scores on depression and anxiety subscales reflect
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higher levels of depressive symptoms and anxiety, and higher PROMIS
T-scores on the social function subscale reflect better social function.

Health care team communication

Health care team communication was measured using 3 questions
(yes/no) developed for the CER: (1) “Did anyone speak to you about
the cost of your care?”; (2) “Has a member of your health care team
asked you about having distress related to financial concerns (eg, out-
of-pocket costs)?”; and (3) “Did amember of your health care team offer

any help in coordinating your distress-related care?”.

Sociodemographic characteristics and clinical history

Participants provided information on age, gender identity, race, His-
panic ethnicity, educational attainment, income, employment status,
and insurance type. Participants also self-reported current treatment
status, time since diagnosis, cancer out-of-pocket costs, cancer stage,
number of recurrences, and whether they received care at an academic

or comprehensive cancer center.

Analytical design

Descriptive statistics were calculated for the full sample and by level of
financial toxicity (i.e., none to mild vs. moderate to severe). We exam-
ined bivariate differences between psychosocial variables, health care
team communication, sociodemographic background, and clinical his-
tory variables with financial toxicity using t-tests and chi-square tests
and reported statistically significant differences. Logistic regression
analysis was used for multivariable analysis.

We fit 3 distinct linear regression models to examine the inde-
pendent effect of financial toxicity on dependent variables measuring
psychosocial well-being: (1) depression T-score; (2) anxiety T-score;
and (3) social function T-score. A series of multiplicative interaction
terms between financial toxicity and each of 3 indicators of health care
team communication were included to test for moderation (i.e., a total
of 3 interactions tested one at a time per outcome). We hypothesized
that the negative impact of financial toxicity on psychosocial outcomes
would be buffered in the presence of health care team communica-
tion. Sociodemographic background and clinical history variables that
are known confounders to financial toxicity and psychosocial well-

being3637

and were significantly associated with depression, anxiety,
or social function on the bivariate level were included in multivariable
regression models as covariates, including gender identity, age, edu-
cational attainment, employment status, insurance status, low income,
out-of-pocket costs, currently on treatment, time since diagnosis, and
cancer classified as advanced. We reported predicted levels of PROMIS
T-scores by financial toxicity and health care team communication for
statistically significant interactions (P < .05) with all other variables
held to their sample means. To maintain the full analytic sample in all

regression models, missing data on psychosocial well-being, health care
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TABLE 1 Sample characteristics.
Moderate to severe No to mild financial
financial toxicity toxicity
N =63 (23%) N =210(77%)
M/n SD/% M/n SD/% P2
Age (n=261) 54.4 10.3 60.1 11.6 <.001
Race and ethnicity Non-Hispanic White 61 97% 202 96% .95
Other 2 3% 7 3%
Gender identity Female 48 76% 143 68% 24
Male 15 24% 66 31%
Educational attainment High school or less 16 25% 37 18% 17
Some college 30 48% 84 40%
Bachelor’s degree 11 17% 53 25%
Graduate or higher ) 10% 35 17%
Annual household income < $40K 31 49% 44 21% <.001
> $40K 20 32% 123 59%
Employment status Full time 19 30% 72 34% <.001
Part time 3 5% 20 10%
Retired 12 19% 80 38%
Not employed 27 43% 34 16%
Insurance Employer provided 23 36% 87 41% .09
Government 28 44% 69 33%
Multiple 7 11% 34 16%
Other 1 2% 15 7%
None 3 5% 3 1%
Monthly out-of-pocket costs exceeding $250 Yes 33 53% 94 45% .23
No 28 44% 113 54%
Recurrence Yes 11 17% 29 14% 49
No 49 78% 169 80%
Currently receiving treatment Yes 40 63.5 121 58% 48
No 23 36.5 86 41%
Advanced cancer Yes 23 36% 56 27% .13
No 40 64% 154 73%
Time since diagnosis, years 2.9 5.8 3.9 5.8 27
Received all or part of treatment at academic Yes 15 24% 67 32% 22
or comprehensive cancer center No 48 76% 143 68%

Note: Percentages may not total 100 in cases of missing data; Fisher’s exact tests were performed when cell sizes were less than 5.
aStatistical significance based on chi-square tests for categorical variables and t-tests for continuous variables; where applicable, missing categories were not

included in chi-square test calculations.

team communication, and sociodemographic background and clinical
history variables were estimated through multiple imputation where
the full sample was retained in all regression models. The Stata suite
of mi commands created 50 imputed datasets and averaged results
for final estimates. All analyses were performed in Stata/SE 17.0. Sen-
sitivity analysis was conducted by modeling financial toxicity as a
continuous variable (range 0-44).

RESULTS

Participant characteristics

Descriptive statistics for participant characteristics including
sociodemographic background and clinical history are shown

in Table 1. There were no differences between high and low
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TABLE 2 Descriptive statistics for psychosocial well-being and health care team communication.

Moderate to severe financial

toxicity

Mild to no financial toxicity

N =63 (23%)

N =210(77%)

M/n

PROMIS Depression T-score 58.9
PROMIS Depression T-score> 1SDP Yes 29
No 34

PROMIS Anxiety T-score 624
PROMIS Anxiety T-score> 1SDP Yes 37
No 26

PROMIS Social Function T-Score 40.1
PROMIS Social Function T-score> 1SD¢ Yes 30
No 32
Health care team spoke about costs of care Yes 13
No 48
Health care team spoke about distress Yes 42
related to emotional concerns No 19
Health care team offered to coordinate Yes 25
distress-related care No 38

Note: Percentages may not total 100 in cases of missing data.

SD/% M/n SD/% [

1.3 49.0 0.6 <.001
46% 22 11% <.001
54% 179 85%

14 520 0.7 <.001
59% 45 21% <.001
41% 164 78%

1.2 50.8 0.8 <.001
48% 29 14% <.001
51% 179 85%

21% 63 30% .14
76% 139 66%

67% 112 53% .08
30% 87 42%

40% 102 49% 16
60% 103 49%

aStatistical significance based on chi-square tests for categorical variables and t-tests for continuous variables.

bT-score greater than 60.
“T-score less than 40.

financial toxicity groups except for age, income, and employment
status.

Mean COST score was 24.1 (SD = 12.2); 1% of respondents were
classified as reporting severe financial toxicity (score 0), 22% moder-
ate (score 1-13), 31% mild (score 14-25), and 46% no financial toxicity
(score > 26). Among participants, a COST score of 0-13 (moderate
to severe) approximately identified the upper-level quartile (23%) of

financial toxicity scores among the sample.

Associations between financial toxicity and
psychosocial well-being

Mean (SD) symptom burden T-scores for anxiety and depression
were 54.4 (11.3) and 51.5 (10.3), respectively for the overall sam-
ple. Mean (SD) social functional impairment score was 48.4 (11.3).
PROMIS T-scores were significantly higher for anxiety and depres-
sion and significantly lower for social function among respondents
reporting moderate to severe financial toxicity, as compared with par-
ticipants reporting mild or no financial toxicity (all Ps <.001) (Table 2).
After adjusting for sociodemographic and clinical characteristics in
regression analysis, the associations remained statistically significant
such that respondents who reported moderate to severe financial tox-
icity experienced significantly higher levels of depressive symptoms
(b=7.9; P<.001; 95% Cl: 5.1, 10.7), higher levels of anxiety symptoms

(b = 8.0; P<.001; 95% Cl: 4.9, 11.0), and lower levels of social func-
tion (b = —=7.5; P<.001; 95% Cl: —10.5, —4.6) than those with mild to

no financial toxicity.

Health care team communication as a moderator of
financial toxicity and psychosocial well-being

Fewer than one-third (28%) of participants reported their health
care team spoke to them about the costs of treatment (see Table 2),
56% said their health care team asked about emotional concerns,
and 46% reported their health care team offered to coordinate
psychosocial care. Frequencies of health care team communication
did not differ significantly by level of financial toxicity reported. A
significant interaction between financial toxicity and health care
provider discussing treatment costs on depression T-scores (P = .02)
showed that, among rural patients with moderate to severe toxicity,
health care provider speaking about treatment costs was associated
with a 6.6 point lower depression T-score (6.6 unadjusted; Figure 1).
Thus, PROMIS depression T-scores were highest among patients who
experienced both financial toxicity and whose health care team did not
discuss treatment costs (M = 58.0). Additionally, a significant inter-
action between financial toxicity and whether the health care team
offered to coordinate distress-related care (P = .04) demonstrated
that, among rural patients with moderate to severe financial toxicity,

health care team offering to coordinate distress-related care was
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70.0
60.0 58.0
51.4

50.0 48.7

B Provider did NOT

Speak about Costs

PROMIS Depression T-score

48.9
40.0
30.0
20.0
10.0
0.0

Mild or No Financial Toxicity

Provider DID Speak
about Costs

Moderate to Severe Financial

Toxicity

FIGURE 1 Moderation of the association between financial toxicity and depressive symptoms by whether or not provider spoke about costs of

care.

Note: n = 273; predicted PROMIS T-scores resulting from regression models with sociodemographic background and clinical history variables adjusted for

and held at sample means; higher T-scores indicate more depressive symptoms.

60.0

PROMIS Social Function T-score

Mild or No Financial Toxicity

509 49.5
50.0
452
40.4
40.0
30.0
20.0
10.0
0.0

B HCT did NOT offer
to coordinate
psychosocial care
HCT DID offer to
coordinate
psychosocial care

Moderate to Severe Financial

Toxicity

FIGURE 2 Moderation of the association between financial toxicity and social function by whether or not health care team offered to

coordinate psychosocial care.

Note: n = 273; predicted PROMIS T-scores resulting from regression models with sociodemographic background and clinical history variables adjusted for

and held at sample means; higher T-scores indicate better social function.

associated with a 4.8 point increase in social function T-score (3.7
unadjusted; Figure 2). No other interaction terms were statistically
significant.

In sensitivity analyses modeling financial toxicity continuously, we
observed significant, linear associations such that increasing financial

toxicity was associated with higher depressive and anxiety symp-

toms and lower social function. Health care team communication
significantly moderated associations between financial toxicity and
psychoscial well-being only when we considered financial toxicity
dichotomously, highlighting the importance of health care team com-
munication for the most at-risk group. Moreover, moderation was only

observed for the interplay between financial toxicity and the specific
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components of health care team communication presented in Figures 1
and 2.

DISCUSSION

This study demonstrates that rural cancer patients and survivors
experience financial and psychosocial impacts, and that some of the
significant associations between financial burden and psychosocial
well-being are moderated by health care provider communication
about treatment costs and distress-related care. More than half (54%)
of rural patients in this analysis reported at least mild financial toxicity,
and 1 in 4 experienced moderate to severe levels. Further, almost 1 in
3 experienced psychosocial distress as defined by elevated symptoms
of depression or anxiety or impaired social functioning. Rural cancer
patients and survivors with the highest levels of financial toxicity expe-
rienced higher levels of depressive and anxiety symptoms and lower
social function, consistent with a growing body of literature.”-38-40 To
our knowledge, this is the first study to demonstrate a moderation
effect for health care provider communication about treatment costs
and distress-related care on the association between financial toxicity
and psychosocial well-being in rural cancer patients, thus highlighting
an important opportunity for intervention.

Effective, transparent, and comprehensive communication between
providers and patients is critical for the management of financial
toxicity.”17-21 Oncologists interface with patients throughout their
care continuum, providing opportunities to discuss the costs of
therapies, concerns about the financial burden, and the accessibility of
supportive care. These strategies are theorized to tackle financial tox-
icity head-on and mitigate the psychosocial risks of financial toxicity.”
Here, among patients experiencing moderate to severe financial tox-
icity, those whose health care team talked to them about costs of
cancer treatment, on average, had PROMIS depression T-scores more
than 6 points lower than patients whose health care team did not talk
to them about treatment costs, even after adjusting for sociodemo-
graphic and clinical factors. Based on prior PROMIS validation studies
in cancer, a group score difference of 3 points is likely to be clinically
meaningful.#142 Similarly, rural patients experiencing financial toxic-
ity whose health care team offered to coordinate their distress-related
care had higher social function scores (more than a 4-point difference)
than those whose health care team did not. Yet, few patients indicated
their health care team spoke to them about treatment costs (29%) or
offered to coordinate psychosocial care (47%).

We did not observe a significant interaction between financial toxi-
city and health care team communication about emotional distress on
any of the 3 psychosocial outcomes, nor did we observe an effect of any
of the 3 moderators on anxiety. More research is needed to understand
what other processes may be at play in mitigating—or exacerbating—
psychosocial difficulties for rural cancer patients experiencing financial
toxicity, including factors in health service delivery. For example, one
study suggested that the out-of-pocket costs associated with the use
of supportive care services contribute to financial burden among rural

cancer patients.*® In contrast, qualitative studies suggest that support
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groups—including those administered virtually—can reduce psychoso-
cial distress among rural cancer patients and may be available at no
cost.*4*> Partnership models between rural care settings and organi-
zations offering supportive care at low or no cost to patients, such as
community-based advocacy organizations, remain animportant area of

study.

Practice and policy implications

The results of this study underscore the critical need for health care
providers to understand and communicate with patients about the
financial implications of cancer. The unique challenges in receiving
oncology care in rural settings—including, but not limited to, travel
burden and scarcity of providers—contribute to financial toxicity and
poorer outcomes for patients.*4’ Yet, in addition to the challenges
faced by patients, the unequal distribution of resources and patch-
worked care system in rural communities place a burden on health care
teams.

Additionally, cancer care teams have varying levels of prepared-
ness for, comfort with, and training on discussions around the financial
burden of cancer care for patients and families. Rural care providers
need systemic support to more fully address unmet needs in their
communities.*® Past research suggests that, though the overwhelm-
ing majority of providers consider discussions of costs with patients
to be their responsibility, few clinicians are comfortable having those
conversations.*” Barriers to effective communication around cost
include providers’ concerns about negative patient perceptions of such
conversations, lack of provider awareness of out-of-pocket treatment
costs given variations in patient insurance coverage, and provider
perception of limited real-world options to reducing out-of-pocket
costs.”®

Several interventions are being studied to examine their impact in
effectively addressing financial toxicity at the patient, provider, health
system, community, and policy levels.>! At the provider level, there is
growing evidence that providers want training and support in initiat-
ing cost conversations.>° Additionally, implementing tools and systems
to equip providers with knowledge of costs and unmet financial needs
can also empower their effective communication. In particular, imple-
menting routine screening for financial toxicity and financial distress
as standard of care may help providers identify patients at greatest
risk.>2 Prior to implementing screening, appropriate workflows must
be established including referral pathways for patients with financial
vulnerabilities.>!

Ideally, rural practices would include financial navigators to sup-
port patients and providers in addressing out-of-pocket costs, opti-
mize health insurance, and maximize financial assistance.’® Recent
research has supported the feasibility, acceptability, and preliminary
effectiveness oncology financial navigation, including demonstrable
out-of-pocket savings to participants.”* At the same time, expanded
staffing may be challenging in rural settings. Leveraging partnerships
with non-profit and community-based organizations may offer solu-

tions to improving patient awareness of care costs and access to
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financial assistance programs.>! Additionally, our findings support the
need to minimize the financial burden of cancer care, particularly
for patients and survivors in rural settings, through effective pol-
icy solutions. The rising costs of cancer care are widely recognized
as unstainable and detrimental to patients.”>¢ Solutions not only
require advocacy, research, and intervention at the patient, provider,
and health system levels, but must also include policies to reduce the
cost of care and increase access and affordability.”

Study limitations

Our analytical sample was limited to individuals who self-selected
into the Cancer Experience Registry. The online platform for the sur-
vey required internet access, thereby restricting the sample to more
advantaged individuals. Participants were largely non-Hispanic White
(96%) and insured (98%) thus limiting our ability to adequately address
differences in financial toxicity by race/ethnicity and health insurance
status. These collective factors significantly limit the generalizability
of our findings. Similarly, data were self-reported, and, in some cases,
incomplete. Though multiple imputation allowed for the retention of
the full sample for analyses, bias may be present. Additionally, the data
are cross-sectional. While we hypothesized the direction of the rela-
tionship such that financial toxicity is a predictive factor in psychosocial
well-being, the cost of mental health treatment may certainly con-
tribute to the financial burden. Furthermore, we did not capture the
timing of health care team communication. Patients were being asked
to recall conversations that may have taken place years prior. Longi-
tudinal data with a prospective study design would provide a more
powerful conceptualization of the associations and interactions we
explored. Finally, rural communities are far from monolithic. Thus, our
sample is not representative of all rural cancer patients and survivors,

and we do not capture the nuances unique to individual care settings.

CONCLUSIONS

We highlighted strong associations between financial toxicity and psy-
chosocial health among a rural sample and provided evidence that
health care team communication may help to mitigate psychosocial
risks for cancer patients and survivors experiencing financial toxicity.
Our findings point to a need for better awareness among clinicians
about the financial implications of cancer and advocate for support-
ive care, including financial counselors, that help patients navigate the

financial and emotional strain of cancer and its treatment.
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