Food insecurity as a determinant of poorer health-related quality of life among patients with chronic
conditions in the United States PCR190

Kathryn Krupsky, Nate Way, Sheila Drakeley, Shakiba Eslamimehr

Oracle Life Sciences, Real World Evidence

Statistical Analyses
» Descriptive statistics were used to characterize the sample
overall and according to food security status

Table 1. Key study variables evaluated

Key Variables Operationalization

Fl status Derived from Hunger Vital Sign™, a 2-item screening tool,’ which

Int rod uction Obiective Methods lymphoma, metastatic solid tumor, multipl_e

myeloma, non-small cell lung cancer, ovarian,

 Food insecurity (F|) is defined by the US Department of Agriculture (USDA) as, “a TO eva] uate the Data Source PEITEMEEIE, prostate, Skm’ small-cell ]ung * AdeStEd I?n-ear-regression mOdEIS7 co_ntrolling for_ (exposure) classifies someone as having Fl if they respond affirmatively to
household-level economic and social condition of limited or uncertain access to e We analyzed data from the 2023 US National Health and cancer, uterlne,_or another form of cancer race/ethnicity, income-to-poverty ratio, sex, marital status, either of the following statements: _
adequate food™ assoclation Wellness Survey (NHWS),” a nationally-representative, cross- * Chroniclung disease (N=8,084) - patients education, smoking status, alcohol use, Charlson I SIS EE e

« In 2022, 12.8% of households in the United States (US) reported FI? sectional online survey of US adults with diagnosed chronic obstructive pulmonary Comorbidity Index (CCl),® and age, were used to estimate 2. The food bought just didn’t last and didn’t have money to get

between Fl and

disease, asthma, chronic bronchitis, or more within the past 12 months

«  Among household with Fl, 98% reported worrying their food would run out before mean HRQoL scores, relative to Fl.

they had money to buy more; with 96% reported they could not afford to eat health = rEIated Participants emphysema ] ] ] * The extent to which Fl imprOVEd the prEdiCtive Va]idity of EQ-5D index Derived from EQ-5D-5L survey including 5-point rating scales for
balanced meals'? ]t f If _ _ _ - » Stroke (N=1,566) - patients with diagnosed models was evaluated using R2 scores each of 5 dimensions: mobility, self-care, usual activities,
. . . . . . . . o A ; ; ; . . . . . t ' fort, and iety/d ion. High indicat
« Individuals experiencing Fl often consume a nutrient-poor diet, which can negatively quality ot lite iSneJ\(/ﬁg Ggrxgz 22ﬁ23i2:2c\1’\'l1th SrevRllEs S rerie eene o stroke or mini-stroke/transient ischemic + Using hierarchical (sequential) regression analyses, L EZl?e/rcﬁgQ%rL, N ?)r.]g';eélyp/oiifsri??ensenlé aeéhsrfiz;?i,m e
impact health outcomes and exacerbate health disparities (HRQol) _ ' _ - attack subsets of covariates were entered one at a time to meaningful difference™
« While FI covaries with key indicators of socioeconomic status (e.g., income, amon 3 tien tS . Hea_rt Dlseﬁseh(N_=6,Sﬁ7) - platlen_ts w1t_h ﬂ]'?)g'r]]]OS'Ed . D_epresswn (N=16,-299) —~ patients with determine the change (A) in RZ Physical Health  Derived from RAND-36, scores ranged from 15 to 61, with higher
employment, race/ethnicity, disability status®), Fl is consistently identified as an _ 8P anglna,tarr hyt T]laflat eaosc ero_SISt,hatrla b] i z?]tlon{ diagnosed depression . Subset 1- sociodemographic variables Composite scores indicating bit]ter phvsical HRQoL scores <42 suggest
independent predictor of poorer health outcomes, including increased risk for with preva]ent CongES A= ﬁar | allure, d_eep Ven | felnnloesEs, nlsels « Type 2 diabetes (T2D; N=6,341) - patients (race/ethnicity, income-to-poverty ratio, sex, marital gom)omzc)ore PRSI NESTER PIODIES MY B¢ IMpECing TE TRCHonie
chronic health conditions like heart disease, diabetes, obesity, heart disease, and : attack, peripneral artery disease, pulmonary with diagnosed T2D tatus & educati
mental health disorders> chronic embolism, or unstable angina SO . _ _ status & educa ‘0r_‘) _ _ Mental Health  Derived from RAND-36, score ranged from 11to 66 with higher
) ) ) _ _ . . o ¢ Chronic kldney disease (N—1,705) - patients e Subset 2 - health indicators (CCI score, smoklng Composite scores indicating better mental HRQoL,; scores <38 suggest
* DeSpIte the Wen—dOClJmente_d del_etenous effects of F|,6 this social determinate of Conditions ° C.ancer (N=7,910) - patlents W]th ad phySlClan with diagnosed chronic k]dney disease or status & alcohol use) (MHC) T score mental health problems may be impeding life functioning”
health is underrepresented in patient-reported outcomes research . diagnoses for any of the following cancer types: moderate/severe renal/kidney disease Fl (outcome)
breast, cervical, colorectal, head and neck, leukemia, * Subset3 -
= .= . . . . . . = = = 2 = = = g nd
Sample characteristics Figure 1. Physical & Mental Health Composite t-scores (higher = better) relative to food security status Figure 3. Total variance explained (R?) by food insecurity in models predicting HRQoL
» Roughly one-fifth (n=15,671) of adult respondents in the NHWS experienced some level of Fl during the past 12 « HRQoL, as measured by the RAND-36 PHC and MHC T scores, was significantly worse among patients with FI, compared to those who were food secure; + Differences in HRQolL, relative to Fl status were most stark among the cancer, heart disease, and T2D patient cohorts
months this was true for all disease cohorts. +  Sociodemographic characteristics explained the largest proportion of the variance for each outcome predicted in each cohort, with the largest
» Compared to those who were food secure, adults with Fl tended to be younger, single/never married, and « The largest mean difference (A) in PHC and MCH T scores between food security status groups was observed among patients with cancer (APHC=7.6; sociodemographic-specific R? observed in the models predicting MHC t-scores
disproportionately represented by adults who were non-Hispanic Black or Hispanic AMHC=8.9), followed by T2D (APHC=6.2; AMHC=8.3) and heart disease (APHC=6.1; AMHC=7.7) «  Fl had the greatest impact on predicting MHC t-scores
 Fl was associated with indicators of socioeconomic status, such as lower educational attainment and lower  Patients with Cancer (Figure 3; Panel A)
income-to-poverty ratio, were associate with Fl, Medicaid coverage, or being uninsured 65 * Inall three HRQoL models, Fl explained a greater proportion of the variance than health indicators
e There was a high_er proportion of adults with Fl who had CCl scores 2 1, obesity, who currently smoked; a smaller - - Patients with Heart Disease (Figure 3; Panel B)
proportion abstained from alcohol . : : : : .
55 * Health indicators explained a greater proportion of the variance than Fl in models predicting PHC t-score and EQ-5D scores
=0 481 * Fl explained more variance than health indicators in the model predicting MHC t-score
Food Insecurity Status 455 44 3 = 452 pup » Patients with T2D (Figure 3; Panel C)
= ) 43.0 = .
fLotal = 40 9 42'3 42;7 41.9 40 9 I L * Fl explained more variance than health indicators in the model predicting MHC t-scores and contributed the least to the model predicting PHC t-scores
(N=75,007) Food Secure Food Insecure 20 = Tzg T 39 2386 Tocoeeoo30
(n=59,336) (n=15,671) 35.7 = 366 - TV B e 368
A = 35 333 A. Cancer Cohort
g€, meéan Z 47.9 £17.9 50.2 £18.1 39.3+13.8 <.001 ] ) .
30 Physical Health Composite Mental Health Composite ED-5D Index
T y
Female; n (%) 39,913.0 (53.2%)  31,142.0 (52.5%) 8,771.0 (56.0%)  <.001 25
* 4.8% 4.6%
Race/Ethnicity; n (%) 20 . :;1% G 2.0%
Non-Hispanic White 48024 (64.0%) 40,257 (67.8%) 7767 (49.6%)  <.001 2 . \ 13.5% \
. . 10 6%
Non-Hispanic Black 10,060 (13.4%) 6,878 (11.6%) 3,182 (20.3%) - 72.9% o
Hispanic 9,457 (12.6%) 6,364 (10.7%) 3,093 (19.7%) o \
Other 7,466 (10.0%) 5,837 (9.8%) 1,629 (10.4%) Heart Disease Cancer Ch';;‘::als-:ng Stroke Depression ~ Type 2Diabetes Chr%?:;:;:ney Heart Disease Cancer Chr[;zz:als_:ng Stroke Depression  Type 2Diabetes Chr%rinsc;alqsgney L 70.9%
Marital Status; n (%) Physical Health Composite T-Score” Mental Health Composite T-Score™
; A i o o o Sociodemographics Health Indicators = Food Insecurity m Unexplained Variance
Married/Living with Partner 42,581(56.8%) 35,238 (59.4%) 7,343 (46.9%) <001 B Food Insecure  Food Secure
Smg]e’ Never Married 21;231 (28-3%) 157341 (25-9%) 5;890 (37-6%) Footnote: Models adjusted for race/ethnicity, income-to-poverty ratio, sex, marital status, education, smoking status, alcohol use, CCl, and age .
*PHC t-scores range from 15-61 where higher scores indicate better outcomes; t-scores <42 suggest that perceived physical health problems are impeding life functioning™) B. Hea rt Dlsease COhort
Other 11,195 (14.9%) 8,757 (14.8%) 2,438 (15.6%) **MHC t-scores range from 11-66 (higher scores=better); t-scores <38 suggest that perceived mental health problems are impeding life functioning
2 4- . 9 o o, o, - = =
2 4-year College Degree; n (%) 38,085 (50.8%) 32,607 (55.0%) 5,478 (35.0%) <.001 Physical Health Composite Mental Health Composite ED-5D Index
Employed; n (%) 45,440 (60.6%) 35,336 (59.6%) 10,104 (645%)  <.001 Figure 2. EQ-5D index scores (higher = better) relative to food security status o . .
Income-to-Poverty Ratio; n (%) « EQ-5D index scores were significantly lower (worse) among adults with Fl, compared to those who were food secure, in all patient cohorts - X 6;/ p 45%
: . . : .. . : 8.5% =
Less than 200% 0 0 0 The difference in EQ-5D index scores between those with Fl and those who were food secure surpassed the clinically meaningful difference
18,137 (24.2%) 11,074 (18.7%) 7,063 (45.1%) <.001 (0.074)'9in all patient cohorts except for those with stroke and depression \ 152
200% to 299% 14,525 (19.4%) 10,965 (18.5%) 3,560 (22.7%) » The largest mean difference (A) in EQ-5D index score was observed among patients with cancer (AEQ-5D=0.113) followed by T2D (AEQ-5D=0.097) ) 65.0%
. . and heart disease (AEQ-5D=0.093) 15.9% 26.7% '
300% to 399% 10,109 (13.5%) 8,338 (14.1%) 1,771 (11.3%) 73.9% \ 6%
400% orMore 28852(385%) 25569 (438%)  2863(18.4%) S 0,74
. Chronic Kidney Disease 650 746
Missing 3,384 (4.5%) 2990 (5.0%) 394 (2.5%) 0
Health Insurance; n (%) Type 2 Diabetes —W*O.WB Sociodemographics Health Indicators m Food Insecurity m Unexplained Variance
Commercially Insured 36,801(49.1%)  29,825(503%)  6,976(445%) <001 or, . 0.756
o Depression S0.670 C. T2D Cohort
Medicaid 6,664 (8.9%) 3,682 (6.2%) 2,982 (19.0%) _ _ _
. D o Physical Health Composite Mental Health Composite ED-5D Index
Strok 734 y
Medicare 18,331 (24.4%) 16,135 (27.2%) 2,196 (14.0%) roke ——0.670
Other ° ° ° - ] °
3,371 (4.5%) 2,639 (4.4%) 732 (4.7%) Chronic Lung Disease e 0.769 3.9% 5 0%
Not Insured 9,840 (13.1%) 7,055 (11.9%) 2,785 (17.8%) ' 7.6% 2% >2%
o i 0 811
CCl Score 2 1; n (%) 22,413 (29.9%) 17,517 (29.5%) 4,896 (31.3%) <.001 Cancer —0.698 10.5%
: o, 1.4% 71.4%
Has Obesity; n (%) 21209 (283%) 15,984 (26.9%) 5225(333%)  <.001 Heart Disease i 0,763 10.5%
Current Smoker; n (%) 12,576 (16.8% 7,540 (12.7% 5,036 (32.1% <.001 N 801%
e - T——— o ’ ( ) ’ ( ) ’ ( ) 0.000 0.100 0.200 0.300 0.400 0.500 0.600 0.700 0.800 0.900
stains from Alcohol Use; n (9 o ° 0
(%) 23,722 (31.6%) 19,296 (32.5%) 4,426 (28.2%) <.001 Food Secure  Food Insecure
Footnote: Model was adjusted for race/ethnicity, income-to-poverty ratio, sex, marital status, education, smoking status, alcohol use, CCl, and age Sociod emogra phics Health Indicators = Food Insecu rity . Unexplained Variance
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