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• Rural residence is a known risk factor for health disparities in cancer patients.
• Rural ovarian cancer patients show worse recovery in quality of life and distress levels in the year following diagnosis.
• Education levels do not explain differences in trajectories between rural and urban patients.
⁎ Corresponding author at: Department of Psychologica
E-mail address: susan-lutgendorf@uiowa.edu (S.K. Lut

https://doi.org/10.1016/j.ygyno.2024.01.024
0090-8258/© 2024 Elsevier Inc. All rights reserved.
a b s t r a c t
a r t i c l e i n f o
Article history:
Received 17 October 2023
Received in revised form 10 January 2024
Accepted 14 January 2024
Available online xxxx
Objective. Although rural residence has been related to health disparities in cancer patients, little is known
about how rural residence impacts mental health and quality of life (QOL) in ovarian cancer patients over
time. This prospective longitudinal study investigated mental health and QOL of ovarian cancer patients in the
first-year post-diagnosis.

Method. Women with suspected ovarian cancer completed psychosocial surveys pre-surgery, at 6 months
and one-year; clinical data were obtained from medical records. Histologically confirmed high grade epithelial
ovarian cancer patients were eligible. Rural/urban residence was categorized from patient counties using the
USDA Rural-Urban Continuum Codes. Linear mixed effects models examined differences in psychosocial
measures over time, adjusting for covariates.

Results. Although disparities were not observed at study entry for any psychosocial variable (all p-values
>0.22), urban patients showed greater improvement in total distress over the year following diagnosis than
rural patients (p = 0.025) and were significantly less distressed at one year (p = 0.03). Urban patients had a
more consistent QOL improvement than their rural counterparts (p = 0.006). There were no differences in the
course of depressive symptoms over the year (p = 0.17). Social support of urban patients at 12 months was
significantly higher than that of rural patients (p = 0.04).

Conclusion. Rural patients reported less improvement in psychological functioning in the year following diag-
nosis than their urban counterparts. Clinicians should be aware of rurality as a potential risk factor for ongoing
distress. Future studies should examine causes of these health disparities and potential long-term inequities
and develop interventions to address these issues.

© 2024 Elsevier Inc. All rights reserved.
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1. Introduction

Rural residence has been associated with various health disparities,
including increased risk of all-cause mortality [29] and poorer access
to healthcare [18]. As many as 61 million (19%) people in the United
States live in rural areas as of 2016 [36]. Cancer patients are known to
experience significant disparities in diagnosis and treatment depending
on their rurality [21]. Despite lower incidence rates, rural populations
show higher mortality rates than urban patients across all cancers
[43]. Access to treatment is also more limited, with significant travel
burden for rural patients to access specialized cancer care [13]. There
are also rural-urban disparities in availability of oncology specialties.
For example, despite one in five ovarian cancer patients living in rural
counties, >99% of gynecologic oncologists in the United States work in
metropolitan counties [33], leading to rural health disparities in access
[31,42]. Rural gynecologic oncology patients who receive surgery at
local hospitals by non-specialists are less likely to receive guideline-
adherent care [24]. We have recently reported a survival disparity in
rural ovarian cancer patients even when they have received their
primary treatment from a gynecologic oncologist in a tertiary-care
hospital [27].

To better understand potential contributors to such a survival
disparity, we examined contextual factors such as mental health and
quality of life (QOL) in our ovarian cancer patients. Mental health con-
cerns are known to contribute to poorer QOL and physical health out-
comes for cancer patients [1,11] and may thus contribute to cancer
progression, morbidity, and mortality. Prior research on mental health
disparities in rural and urban cancer populations has shown mixed re-
sults; two large systematic reviews have shown conflicting outcomes,
with an older review reporting poorer mental health and QOL for rural
cancer patients in most domains [9] and a newer review indicating
unmet needs in rural patients but no worse outcomes [38].

Women with ovarian cancer are at high risk for distress and poor
mental health [40]. Diagnosis is often delayed due to lack of clear symp-
toms in early stage disease, and prognosis for advanced disease is gen-
erally poor, with a high risk of recurrence and burden of multiple lines
of treatment [35]. Previous work from our lab and others has shown
that mental health and social support may impact biological and QOL
outcomes for these women [3,14,26]. Social support has been shown
to be associated with better psychosocial functioning and less overall
distress [22]. However, little is known about potential disparities in
these domains between rural and urban ovarian cancer patients. Fur-
thermore, few studies have examined trajectories of mental health
and QOL over time in rural vs. urban ovarian cancer patients.

To address this knowledge gap, we conducted a prospective longitu-
dinal study, examining differences in psychosocial characteristics prior
to initial treatment and over the first-year post-diagnosis in rural vs.
urban ovarian cancer patients receiving their primary care in two
large midwestern tertiary cancer centers. Additionally, because our
prior survival analysis indicated a potential influence of education on
the effects of rurality [27], we also performed exploratory analyses
adjusting for level of education. Based on our prior results, we hypothe-
sized that rural patients would fair worse than urban patients across the
three examined psychosocial characteristics, and that education would
explain a significant amount of these differences.

2. Method

2.1. Participants

Participants were diagnosed with histologically confirmed high
grade primary epithelial ovarian, peritoneal or fallopian tube carcinoma.
They were excluded for history of previous cancer, comorbid condition
with known immune system effects or systemic steroid use, current
pregnancy and inability to accurately answer questions (dementia).
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All procedures were approved by Institutional Review Boards of
participating institutions.

2.2. Procedure

Women were recruited from two large midwestern university
hospitals during an initial pre-surgical/neoadjuvant chemotherapy
(NAC) clinic visit for pelvic masses suspected for ovarian cancer as
part of a larger IRB-approved study on biobehavioral factors and
tumor progression. Informed consent was obtained during the clinic
visit. Inclusion in the study was confirmed following histological diag-
nosis of ovarian cancer. Psychosocial surveys were completed between
the clinic visit and surgery or initiation of neoadjuvant chemotherapy, at
6 months, and at the one-year follow-up visit. Patients were included if
they had data at 2 of the 3 timepoints. The final sample included 261
patients with epithelial ovarian cancer.

2.3. Psychosocial measures

2.3.1. Depressive mood
The Center For Epidemiologic Studies Depression Scale (CESD) is a

20 item self-report scale assessing frequency of depressive symptoms
over the past seven days [30].

2.3.2. Quality of life
The Functional Assessment of Cancer Therapies (FACT) [10] is a 38

item self-report measure assessing QOL in cancer patients. The FACT-G
contains subscales assessing physical (PWB), social/family (SWB), emo-
tional (EWB), and functional (FWB) well-being. The FACT ovarian
cancer specific (OCS) scale is a 12-item subscale assessing concerns spe-
cific to women with ovarian cancer such as nausea, bloating, sexuality,
etc. Participants indicate their functioning over the last 7 days on a
5-point scale, ranging from 0 (not at all) to 4 (very much). The scale
has good reliability and validity [10]. Higher FACT scores indicate better
QOL; FACT-G means of the general US adult female population are ap-
proximately 80 (SD = 18.6). Five-point score changes in the total
scale are considered clinically significant [7].

2.3.3. Distress
The Profile of Mood States short form (POMS-SF) is a well-validated

self-report scale consisting of 37 mood adjectives such as “friendly,”
“tense,” and “angry.” These are rated on a scale ranging from 0 (not at
all) to 5 (extremely) relating to mood experienced over the last week
[16]. A total mood disturbance score (TMD) is obtained by summing
all scores of five subscales (anxiety, depression, anger, fatigue, and
confusion) and subtracting the final subscale score (vigor) and is con-
sidered to be a measure of total distress. General mood disturbance
may provide a more holistic measure of emotional distress that is not
adequately assessed by depression measures alone, and has been used
extensively in studies with cancer patients [23,25].

2.3.4. Social support
The Social Provisions Scale is a 24-item self-report scale measuring

the extent to which social relationships are perceived as supportive.
The scale has shown acceptable reliability and validity in a variety of
populations [17,32].

2.4. Clinical and demographic information

Clinical information derived from medical records included age,
stage, grade, bodymass index (BMI), extent of cytoreduction, histology,
neoadjuvant treatment. Demographic information was provided by
self-report and included education, income, and relationship status.

Rural/urban residence was categorized from county of residence
using the USDA Rural-Urban Continuum Codes (RUCC). This system



Table 1
Demographic characteristics of the sample.

Total Rural Urban

Variable (n = 261) (n = 101) (n = 160) p-value

Study Site, count (%)
Univ. of Iowa 167 (64.0) 72 (71.3) 95 (59.4)
Wash. University 94 (36.0) 29 (28.7) 65 (40.6) 0.051

Age, mean [SD] 59.9 [10.6] 59.2 [10.5] 60.4 [10.7] 0.36
Race 0.71

White 254 (97.3) 99 (98.0) 155 (96.9)
Black 5 (1.9) 1 (1) 4 (2.5)
Other race 2 (0.8) 1 (1) 1 (0.6)

(n = 100) (n = 159)
Ethnicity, Non-Hispanic 261 (100) 100 (100) 159 (100) –
Marital Status (n = 255) (n = 99) (n = 156)

Married/with partner 206 (80.8) 82 (82.8) 124 (79.5) 0.51
Education (n = 254) (n = 100) (n = 154) <0.001

High school or less 94 (37.0) 50 (50.0) 44 (28.6)
Trade school/some college 78 (30.7) 31 (31.0) 47 (30.5)
College grad/Postgraduate 82 (32.3) 19 (19.0) 63 (40.9)

Income (n = 216) (n = 85) (n = 131) 0.015
< $20,000 33 (15.3) 19 (22.4) 14 (10.7)
$20,001–$50,000 85 (39.4) 32 (37.6) 53 (40.5)
$50,001-80,000 59 (27.3) 26 (30.6) 33 (25.2)
>$80,000 39 (18.1) 8 (9.4) 31 (23.7)
Stage (n = 260) (n = 100) (n = 160) 0.50

I 43 (16.5) 18 (18) 25 (15.6)
II 17 (6.5) 8 (8) 9 (5.6)
III 171 (65.7) 63 (63) 108 (67.5)
IV 29 (11.2) 11 (11) 18 (11.3)

Cytoreduction, Suboptimal 63 (24.1) 27 (26.7) 36 (22.5) 0.44
Serous 200 (76.6) 81 (80.2) 119 (74.4) 0.28
Neoadjuvant therapy 13 (5.0) 6 (5.9) 7 (4.4) 0.57

(n = 252) (n = 97) (n = 155)
Chemotherapy at 1 year 43 (17.1) 17 (17.5) 26 (16.8) 0.88

(n = 259) (n = 101) (n = 158)
Body Mass index 28.7 [6.9] 28.7 [6.6] 28.7 [7.2] 0.98
Smoking Status (n = 257) (n = 101) (n = 156)

Ever smoked 76 (29.6) 35 (34.6) 41 (26.3) 0.15
Comorbidities, non-cancer 0.47

0 195 (74.7) 78 (77.2) 117 (73.1)
1 55 (21.1) 19 (18.8) 36 (22.5)
2+ 11 (4.2) 4 (4.0) 7 (4.4)

N of cells are 261 total, 101 rural, 160 urban unless stated otherwise.
University of Iowa patients are 43.1% rural; Washington University patients are 30.9%
rural.
All patients included in the study had to have been alive at one year.
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codesmetro counties by area population andnon-metro counties by the
degree of urbanization and adjacency to non-metro areas. Codes 4–9 are
considered non-metro counties [37]. County level classification is as
follows: metro counties (1 = 1 million or more; 2 = 250,000 to 1 mil-
lion; 3 = <250,000) and non-metro counties (4 = 20,000 or more
adjacent; 5 = 20,000 or more non-adjacent; 6 = 2500 to 19,999
adjacent; 7 = 2500 to 19,999 nonadjacent; 8 ≤ 2500 adjacent;
9 ≤ 2500 nonadjacent).

The Charlson comorbidities index [12]was used to determine extent
of comorbidities (non-cancer) and coded as 0, 1, and 2 or more (2+).
The index creates a sum score for each individual encompassing all
pre-existing medical conditions (e.g., diabetes, heart disease).
Comorbidity status was covaried in all analyses.

2.5. Statistical analyses

Version 29 of SPSS (IBM Armonk, NY) and version 9.4 of SAS (SAS/
STAT 14.3) (SAS, Cary, NC) were used for data analysis. All distributions
were examined for outliers and assumptions of non-normality. Descrip-
tive statistics were used to examine dependent variables, rurality and
covariates. Linear mixed model for repeated measures was used in the
analysis of the longitudinal data to examine a)mean levels of psychoso-
cial measures at baseline, 6 months, and 12 months, and b) the trajec-
tory of change over time between baseline, 6 months, and 12 months
for psychosocial variables according to rural/urban residence. Fixed
effects in themodel included group, time, and the group X time interac-
tion. In addition, the model adjusted for clinical site, comorbidities,
cancer stage (FIGO stage I and II vs. III and IV), age. These models
allowed estimation of the relationship of ruralitywith each psychosocial
variable at baseline and at one year, as well as comparison of the trajec-
tories by testing the rurality × time interaction effect. Exploratory anal-
yses were conducted adjusting for level of education along with the
other covariates to determine whether there was an effect of rurality
over and above the effects of education.

3. Results

The mean age of participants was 59.9 (range: 27 to 88) years.
Respondents were predominantly white, non-Hispanic, and well-
educated;more than half (55.1%,N=140) had completed some college
and/or graduate/professional school. About 80.9% (N = 212) were
married or living with a partner (See Table 1).

43.7% of Iowa and 30.6% of Washington University patients were
rural. There were no significant rural-urban differences in age, disease
stage, smoking history, relationship status, or body mass index (BMI:
38% in each residence category were obese or morbidly obese; 30%
were overweight), (all p values >0.14). Approximately 90% of rural pa-
tients made $80,000 or less; whereas, among urban patients, about 75%
were in this category. There was a significant difference in education
between rural and urban patients with college graduates or post-
college education accounting for 41% of urban and 19% of rural patients
(p = 0.0003).

3.1. Psychosocial variables over time in urban vs. rural patients

3.1.1. Distress
At study-entry (pre-diagnosis), rural and urban patients did not

differ significantly in levels of distress (p=0.91), with levels of distress
in a moderately elevated range [4]. Linear mixed model analyses
adjusting for covariates (site, age, stage, comorbidities) showed signifi-
cant rural/urban differences in the trajectory of distress between study-
entry and 12 months (p = 0.027). As seen in Table 2, whereas both
groups of patients showed significant drops in distress between study
entry and 6 months (p-values for change over time < 0.0001), by
12 months the distress of urban patients had continued to decrease to
approximately one third of the original level (BL: 25.0 to 12 mo: 8.4;
141
p < 0.0001). In contrast, even though rural patients had a significant
decrease in distress by 12 months, their level of distress was still
elevated (BL: 24.7 to 12 mo: 15.2; p = 0.0003), resulting in a signifi-
cantly higher overall level of distress in rural patients at 12 months
(p = 0.030) (See Table 2 and Fig. 1).

3.1.2. Depressive symptoms
At study entry, mean depressive symptoms of the rural patients

were consistent with moderate clinical depression (16.57 ± 1.00);
whereas, mean depression scores of the urban group were just under
the CES-D cutoff of 16 for moderate clinical depression (15.5 ± 0.79).
However, these means were not statistically different for urban vs.
rural participants (p = 0.35). Using this clinical cutoff, almost 50% of
both groups (46% [N = 71] of urban patients and 49% [N = 48] of
rural patients)were classified as experiencingmoderate clinical depres-
sion at study entry, but there was no rural/urban difference in mean
depression levels or percentages of depressed patients at that time
(p-values >0.50). By one year, about one third (29% (N = 25) of rural
patients and 24% (N = 27) of urban patients) still met the cut-off for
clinical depression. As seen in Table 2, depressive mood of women in
both rural and urban patients decreased in a similar pattern over time
(p = 0.15) and by 12 months levels of depressive mood of both
groups was within the mild range and did not significantly differ
(urban 9.3 ± 0.76; rural 11.2 ± 0.96).



Table 2
Mean values and mean changes for psychosocial variables by group and time.

Rural Urban Difference in Mean Change: Rural-Urban

Mean Mean Change Mean Mean Change Adjusted for Covariatesa Adjusted for Covariatesa

and Education
(SEM) (95% CI) (SEM) (95% CI) Difference (95% CI) p-value Difference (95% CI) p-value

Distress
BL 24.7 (2.6) – 25.0 (2.0) –
6 mo 13.1 (2.2) −11.6 (−16.6, −6.6)** 11.7 (1.8) −13.3 (−17.2, −9.4)** 1.4 (−5.0, 7.7) 0.67 1.1 (−5.1, 7.3,) 0.72
12 mo 15.2^ (2.5) −9.5 (−14.6,-4.4)** 8.4 (1.9) −16.5 (−20.5,-12.6)** 7.2 (0.7, 13.6,) 0.030 6.8 (0.4, 13.2) 0.038

Rurality*Time: F(2,233) = 3.66, p = 0.027 F(2,229) = 3.34, p = 0.037

QOL (FACT)
BL 73.3 (1.6) – 74.7 (1.3) –
6 mo 82.1 (1.4) 8.8 (5.6, 12.0)** 79.7 (1.1) 5.1 (2.5, 7.6)** 3.7 (−0.4, 7.8) 0.079 3.8 (−0.3, 8.0) 0.079
12 mo 81.3 (1.4) 8.0 (5.0, 11.0)** 84.4 (1.1) 9.7 (7.3, 12.1)** −1.7 (−5.5, 2.2) 0.40 −1.6 (−5.5, 2.2) 0.40

Rurality*Time: F(2,229) = 5.40, p = 0.005 F(2,224) = 5.50, p = 0.005

FACT-OCS
BL 32.3 (0.7) – 32.7 (0.5) –
6 mo 33.4 (0.8) 1.1 (−0.5, 2.7) 34.7 (0.6) 2.0 (0.7, 3.2)* −0.9 (−2.9, 1.2) 0.40 −0.8 (−2.9, 1.2) 0.43
12 mo 37.2 (0.5) 4.9 (3.6, 6.3)** 38.4 (0.4) 5.7 (4.7, 6.8)** −0.8 (−2.5, 0.9) 0.36 −0.7 (−2.4, 1.1) 0.45

Rurality*Time: F(2,420) = 0.53, p = 0.59 F(2,414) = 0.41, p = 0.66

Social Provisions Scale
BL 84.9 (0.9) – 86.3 (0.7) –
6 mo 84.9 (0.9) 0.0 (−1.6, 1.7) 84.3 (0.7) −2.0 (−3.3, −0.6)* 2.0 (−0.1, 4.1) 0.064 2.2 (0.0, 4.3) 0.046
12 mo 82.5^ (0.9) −2.4 (−3.9, −0.8)* 85.1 (0.7) −1.2 (−2.4, 0.1) −1.2 (−3.2, 0.8) 0.24 −1.3 (−3.3, 0.7) 0.20

Rurality*Time: F(2,418) = 4.05, p = 0.018 F(2,409) = 4.73, p = 0.009

Depression
BL 16.6 (1.0) – 15.5 (0.8) –
6 mo 10.7 (0.9) −5.9 (−7.7, −3.9)** 10.9 (0.7) −4.6 (−6.1, −3.1)** −1.3 (−3.7, 1.2) 0.30 −1.2 (−3.7, 1.2 0.31
12 mo 11.2 (1.0) −5.4 (−7.4, −3.4)** 9.3 (0.8) −6.2 (−7.8, −4.6)** 0.8 (−1.7, 3.3) 0.54 1.0 (−1.5, 3.5) 0.44

Rurality*Time: F(2,237) = 1.94, p = 0.15 F(2,230) = 2.16, p = 0.12

significant change from baseline ⁎p < 0.01; ⁎⁎p < 0.0001.
^significantly different from urban, adjusted for covariates, p < 0.05.
BL = Baseline.

a covariates = site, age, stage, comorbidities.
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3.1.3. Quality of life
At study entry, total FACT scores of both rural and urban patients

were in a moderately impaired range and did not significantly differ
(p = 0.38). There were significant differences in the pattern of change
of QOL over the course of the 12-month period between rural and
urban patients (p = 0.005). As seen in Table 2 this interaction was
due to a significant increase in QOL in rural patients from study entry
(BL: 73.30 ± 1.63) to 6 months (82.09± 1.37) with no further increase
by 12 months (81.30 ± 1.40). In contrast, the urban group showed a
consistent increase in QOL from study entry (BL: 74.57 ± 1.28) to
6 months (79.74 ± 1.09) and again to 12 months (84.34 ± 1.10). De-
spite differences in trajectories, both groups showed mean increases
in QOL by one year that were both statistically and clinically significant.
Although urban patients had slightly higher QOL scores at 12 months,
the difference in mean scores at 12 months between the two groups
was not statistically significant (p = 0.12) and was likely not clinically
meaningful [7]. FACT-OCS scores improved in both rural and urban
patients between baseline and 12-months and changes did not differ
between these groups, either at baseline or over time (see Table 2).

3.1.4. Social support
Social support did not significantly differ for rural vs. urban patients

at study entry (p=0.18). Linearmixedmodel analyses adjusting for co-
variates showed significant differences in the trajectory of social sup-
port over the course of the 12-month period (p = 0.018). Levels of
social support remained fairly constant across the study in both groups,
with slight, but non-significant drops in social support over time. Social
support of urban patients at 12months (85.13± 0.72) was significantly
higher than that of rural patients at 12months (82.55±0.90, p=0.04),
although the difference in scores was relatively small (See Table 2).
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3.1.5. Education and treatment status
Exploratory analyses were conducted to evaluate the possible con-

tribution of education to differences in psychosocial outcomes. Results
are presented in Table 2. Analyses controlling for education showed
minimal changes in significance and no changes in directionality or
magnitude compared to results without adjusting for education. This
suggests that differences observed between rural and urban survivors
were not secondary to effects of education. Additional sensitivity analy-
ses were conducted towhether examine differences in active treatment
at one yearmight have affected results. Therewere no significant differ-
ences in number of rural and urban patients on active treatment at one
year and inclusion of chemotherapy status at one-year as a covariate in
the analyses did not substantially alter the results. This suggests that dif-
ferences observed herewere not due to rural-urban differences in active
treatment at a year.

4. Discussion

The key findings of this study were that both rural and urban
high-grade ovarian cancer patients who had received their initial oncol-
ogy care in two large midwestern tertiary care NCI designated compre-
hensive cancer centers reported relatively elevated levels of distress,
moderate levels of clinical depression, and moderate impairment in
QOL at the time of diagnosis. Therewere consistent differences in trajec-
tories between patients living in rural vs. urban areas. Rural patients
showed significantly poorer resolution of distress over the first-year
post-diagnosis and had significantly elevated levels of distress at one
year compared to those living in urban areas. Although almost 50% of
patients of both groups were in the range of moderate clinical depres-
sion at the time of diagnosis, both groups showed similar decreases in



Fig. 1.Distress over the first year following ovarian cancer diagnosis in rural and urban patients. Lines reflect unadjustedwithin-groupmeans; error bars represent standard error of mea-
surement.
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depression over time with mean 12-month levels in the non-clinical
range. Although the differences in QOL scores in the two groups were
not significantly different at 12 months, urban patients demonstrated
amore sustained increase inQOL over time. Additionally, urban patients
showed statistically greater increases in social support over time and
significantly greater social support than their rural counterparts at
12 months.

The observation that distress differed between rural and urban
patients at one-year post-diagnosis is consistent with prior cross-
sectional research demonstrating poorer mental health and greater
distress in rural cancer patients during survivorship [8,28]. However,
our prospective longitudinal findings are unique in demonstrating a
slower trajectory of recovery from distress at the time of diagnosis in
rural patients. Distress includes a variety of negative emotions,
including anxiety, anger, confusion, and fatigue, in addition to dyspho-
ria, thus providing a more comprehensive insight into mood. Therefore,
although depressed mood alone did not differ in these women by
12months, examination of a broader range of negative emotions reveals
a greater profile of adversity. Whereas a substantial proportion of
both groups reported depression in the clinical range pre-diagnosis,
both groups showed good recovery by one year to the non-depressed
range.

Psychological outcomes in cancer patients are thought to be deter-
mined by a combination of the challenges a patient experiences and
the resources they possess to copewith those challenges [2]. The results
described here suggest that the stress and burden may not differ at the
time of diagnosis between rural and urban patients, but that rural resi-
dence is a risk factor for greater distress over the course of treatment
and recovery for ovarian cancer patients. One potential explanation
for the differences observed is that resources available to these patients
may differ according to where they reside. Rural-urban disparities in
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healthcare have been attributed to causes such as differences in socio-
economic status [41], education levels [28], and ability to access services
[6]. Indeed, we noted differences in both education and income
between rural and urban patients whichmay have affected their ability
to access healthcare, nutrition, and exercise, and their understanding of
treatment recommendations. Exploratory analyses adjusting for educa-
tion indicated that the rural-urban differences were maintained over
and above the effects of education. As we have previously noted, rural
patients received less of their follow-up care at tertiary care centers dur-
ing the first year following diagnosis [27] which may have influenced
their outcomes. Rural residents are at increased risk for many chronic
illnesses and have higher rates of many risk factors, including smoking
rates, obesity, lack of health insurance coverage, and lower incomes as
compared to their urban counterparts [20]. While differences in social
support observed at one year were small, they were significant, and
may represent a growing disparity over the year that contributes to
differences in distress and quality of life.

Efforts to increase telehealth options for psychological interventions
have been increasing, particularly following the COVID-19 pandemic
[34]. However, there remain significant infrastructure disparities in
internet access for rural residents—the so-called “digital divide” [39].
Broadband internet access is significantly more limited in rural areas
as compared to urban areas [19], with broadband penetration rates
ranging from 59.9% to 82.7% in rural areas as compared to 96.0% in
urban counties. This disparity may render telehealth interventions
potentially less accessible for a population which would benefit greatly
from their successful implementation. Future research on improve-
ments to telehealth for rural areas, including improving broadband
access within health centers themselves, incorporating multiple forms
of telehealth (e.g. both phone visits and video visits), and public policy
and education on broadband access is warranted.



R. Telles, M.B. Zimmerman, P.H. Thaker et al. Gynecologic Oncology 184 (2024) 139–145
4.1. Limitations

Several limitations should be noted. The women studied here
came from midwestern sites and may not reflect broader rurality
across the United States. It is possible that effects and disparities of
rurality vary by rural location in ways that are not captured in the
current study. For example, all of the patients in this study received
their initial treatment at a tertiary care academic center from gyne-
cologic oncologists. This is often not the case for rural patients. Addi-
tionally, this study sample is composed of largely older non-Hispanic
Whites and thus does not describe how these disparities may be
affected by intersectionality concerns such as ethnic and racial diver-
sity. Intersectionality describes compounding harm that results from
multiple overlapping identities that may individually be at risk [15].
More diverse samples such as minoritized groups may experience
significantly more hardship or lessened access to services than is
described here. These patients were followed only to one-year
post-diagnosis, where differences in QOL and social support were
modest. However, the differences in trajectories suggest that there
may be potentially larger differences emerging beyond one year
after diagnosis and affecting longer term functioning. It will be im-
portant to examine these disparities beyond one year to understand
potentially larger differences in these psychosocial factors.

Rurality was assessed here using USDA RUCC classifications. These
classifications are made at a county level, which lacks some granularity
compared to other potential measures of rurality. However, USDARUCC
classification was used due to its availability in publicly available SEER
data and relative stability in definitions and classifications over time. Fu-
ture research should examine findings noted here using more granular
classifications of rurality as well.

Analyses here examined the potential for education to explain
these differences, but rural/urban disparities were maintained inde-
pendent of education. Education is frequently used as a proxy vari-
able for socioeconomic status (SES) but is an imperfect
measurement of SES [5]. Income data was not reported by a large
number of participants here; income disparity may explain differ-
ences observed here between rural and urban participants, as there
were significant differences in income among those who reported
it. Other potential social determinants of health that were not
assessed include transportation, food insecurity, utility insecurity,
or intimate partner violence, among others. It is possible that these
may contribute to the findings described here.

4.2. Clinical implications and conclusion

In conclusion, although differences may not be apparent at the time
of diagnosis, clinicians should be aware of rurality as a potential risk fac-
tor for psychosocial impairments, particularly distress, and potentially
for QOL, over the course of treatment and recovery for ovarian cancer
patients. Here, rural patients showed impaired recovery in QOL and dis-
tress and poorer social support as compared to their urban counterparts
over the year following diagnosis. Future research should evaluate long-
termmental health disparities in rural ovarian cancer patients that may
persist beyond one year following diagnosis.

Written informed consent was obtained from the patients for
publication of this report and accompanying images.
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