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Source: From Cancer Patient to Cancer Survivor: Lost in Transition (IOM, 2005)
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Appointment roster for a new breast cancer patient
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Cancer care providers in Upstate New York
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Reasons behind rural-urban disparity in 
health outcomes
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Age 64
Sex Female

Family status Widowed

Health insurance Medicaid

Comorbidities

 ovarian cancer (primary)
 rectal cancer (secondary)
 hypertension
 arthritis

Providers /
Institutions

Dr P:    primary care provider
Dr X:    rural general surgeon, hospitals B and C
Dr AA:  colorectal surgeon, academic medical center A
Dr O:    medical oncologist, community infusion center D
Mrs N:  oncology care coordinator, community infusion center D

Case Study: Mrs. M
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Virtual Rural Oncology Community
(V-ROC)

PI: Katia Noyes, PhD, MPH

Project Coordinator: Christina Crabtree-Ide, MPH
Co-PI: LS Constine, MD (Radiation Oncology)
Co-PI: D Holub, MD (Family Medicine)
KJT Group: Rebecca Hahn, MPH & Dan Wasserman

 I Rizvi, MD (Community Surgery)
 M Shayne, MD (Medical Oncology)
 Bill and Barb Moore, Patient Stakeholder Experts
 Pat Zampi, Director of VROC Patient Engagement
 Varun Chowdry, MD (Radiation Oncology)
 Alicia Coffin, MS, RN, OCN (Oncology)
 Jules Zysman, MD (Family Medicine)
 Ginger Arcadi (Nurse Manager)
 Livingston County Department of Health
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Overcoming fragmented care system and limited local resources
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V-ROC: Findings
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CONCLUSIONS:
Lessons learned from healthcare delivery research 

on special populations

Socio-economic barriers have 
significant impact on access to 
quality care and health outcomes.

But the specific barriers vary by 
location, race/ethnicity, education, 
gender, income.

Solutions to access barriers must 
be multi-level.

Changing behavior of one 
stakeholder group requires a 
corresponding change in the 
system.

Implementation of  a new 
intervention is an intervention of 
itself.

Success of new intervention 
depends on effective teamwork 
and right conditions.
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Katia Noyes, PhD, MPH
enoyes@buffalo.edu
716.829.5386
Farber Hall 270C
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NCI R21: 
Problem Solving Skills Training in Adult Cancer Survivors: 

Bright IDEAS-AC

Olle Jane Z. Sahler, MD
University of Rochester 

Medical Center

Katia Noyes, PhD, MPH
University at Buffalo/

Roswell Park

MPIs
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Problem Solving Skills Training in Adult 
Cancer Survivors

22



‘-

22

CONSORT diagram
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Patient characteristics
 N Care as Usual 

n (%) 
Bright IDEAS 

n (%) p-value   
Total     
 50 25 (50.0%) 25 (50.0%)  
Patient Age     
Mean (SD)* 50 63.8 (9.4) 62.3 (8.4) 0.55 

4: 40-49 4 2 (8.0%) 2 (8.0%) 0.904 
5: 50-59 12 6 (24.0%) 6 (24.0%)  
6: 60-69 25 13 (52.0%) 12 (48.0%)  
7: 70-79 6 2 (8.0%) 4 (16.0%)  

                8: 80+ 3 2 (8.0%) 1 (4.0%)  
Gender:     

1: Male 18 9 (36.0%) 9 (36.0%) 1.000 
   2: Female 32 16 (64.0%) 16 (64.0%)  

Ethnicity:     
1: Hispanic 1 0 (0.0%) 1 (4.0%) 0.368 

        2: Non-Hispanic 48 24 (96.0%) 24 (96.0%)  
 3: Unknown 1 1 (4.0%) 0 (0.0%)  

Race:     
      1: African American 4 2 (8.0%) 2 (8.0%) 0.572 
     2: Asian/Pacific Islander 1 0 (0.0%) 1 (4.0%)  
      3: Caucasian 44 22 (88.0%) 22 (88.0%)  
      4: Mixed 1 1 (4.0%) 0 (0.0%)  
Marital Status     

1: Single 2 0 (0.0%) 2 (8.0%) 0.503 
2: Married 33 18 (72.0%) 15 (60.0%)  

3: Divorced 13 6 (24.0%) 7 (28.0%)  
6: Other 2 1 (4.0%) 1 (4.0%)  
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Outcome measures at T1 (prerandomization), T2 (immediately 
postintervention) and T3 (6 months postrandomization)

Mean + SE. Rational Problem Solving (RPS), Impulsivity/Carelessness Style (ICS), Hospital Anxiety and 
Depression Scale (HADS), and Functional Assessment of Cancer Therapy- General (FACT-G).
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Health services utilization, by type, between T1 and 
T2 (first 3 months) and  T2 and T3 (month 3-6)

Mean + SE. Note that patients in the Bright IDEAS arm reported no ED visits or hospital inpatient admissions.
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The pilot study demonstrated that 
• Adult cancer survivors can achieve meaningful improvements in 

problem-solving skills, distress and quality of life after eight weekly 
remote therapy sessions. 

• Bright IDEAS patients also reported lower use of unplanned inpatient 
services compared to CAU patients.

• The improvements were sustained 3 months after the therapy.

• The post-study qualitative audit demonstrated that the subjects and 
their SOs were able and willing to use Bright IDEAS-AC techniques 
after the study end and found them generally helpful in many aspects of 
their lives.
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