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Abstract
BACKGROUND
Neoadjuvant therapy (NT) has increasingly been utilized for patients with localized pancreatic ductal adenocarcinoma (PDAC). It is the recommended approach for borderline resectable (BR) and locally advanced (LA) cancers and an increasingly utilized option for potentially resectable (PR) disease. Despite its increased use, little research has focused on patient-centered metrics among patients undergoing NT, including patient experiences, preferences, and recommendations. A better understanding of all aspects of the patient experience during NT may identify opportunities to design interventions aimed at improving quality of life; it may also facilitate the completion of NT and receipt of surgery, ultimately optimizing long-term outcomes.

AIM
To understand the experience of patients initiating and receiving NT to identify opportunities to improve neoadjuvant cancer care delivery.

METHODS
Semi-structured interviews of patients with localized PDAC during NT were conducted to explore their experience initiating and receiving NT. Interviews took place between August 2020 and October 2021. Due to the descriptive nature of the research, questions were open ended. Interviews were conducted over the phone, audio recorded and then transcribed. All interviews were coded by two independent researchers using NVivo 12, iteratively identifying themes until thematic saturation was achieved. An integrative approach to qualitative analysis was used, utilizing both inductive and deductive methods.

RESULTS
A total of 12 patients with localized PDAC were interviewed. Patients with BR (n = 7), PR (n = 2), and LA (n = 3) cancers participated in the study. All patients indicated that choosing NT was the doctor’s recommendation, while most reported not being familiar with the concept of NT (n = 11) and that NT was presented as the only option (n = 8). Five themes describing the patient experience emerged: physical symptoms, emotional symptoms, coping mechanisms, access to care, and life factors. The most commonly cited recommendation for improving the experience of NT was improved education before and during NT (n = 7). Patients highlighted the need for more information on the rationale behind choosing NT prior to surgery, the anticipated surgery and its likelihood of surgery occurring after NT, as well as general information prior to starting NT treatment. The need for seeing different members of the healthcare team, including ancillary services was also frequently cited as a recommendation for improving the experience of NT (n = 5). 

CONCLUSION
This study provides a framework to allow for a better understanding of the PDAC patient experience during NT and highlights opportunities to improve quality and quantity of life outcomes. 
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INTRODUCTION
The delivery of chemotherapy and/or radiation therapy prior to surgery, known as neoadjuvant therapy (NT), is increasingly utilized for patients with pancreatic ductal adenocarcinoma (PDAC)[1,2]. Since a significant proportion of patients are unable to receive all intended adjuvant therapies following major pancreatectomy, NT ensures the receipt of some systemic therapy and leads to improved rates of multimodality therapy. NT also improves margin-negative resection rates, enhances patient selection by ensuring the absence of rapid tumor progression prior to surgery, enables an in vivo test of the efficacy of chemotherapy, and based on emerging evidence from randomized controlled trials, may lead to improved overall survival[3-7]. Based on these advantages, NT is now the recommended approach for borderline resectable (BR) and locally advanced (LA) cancers and an increasingly utilized option for potentially resectable (PR) disease according to national guidelines[3,8,9].
Despite its increasing use in PDAC and other cancer types[2], little is known about the patient experience during NT. Indeed, the neoadjuvant time period might be particularly distressing for patients who must cope with not only the toxicity of treatment, but also side effects from the tumor itself which remains in situ. Furthermore, little is known about the psychosocial impact of NT particularly given many patients’ inherent preference for “just getting the cancer out,” as well as the uncertainty of future surgery[10]. A recent systematic review found scarce data on quality of life (QOL) during NT for PDAC and no existing literature on other aspects of the patient experience[11]. In contrast to immediate surgery, NT is also inherently multi-disciplinary in nature. As such, there may be barriers to effective care initiation and coordination that impede the completion of all scheduled therapy and the receipt of surgical resection[12].
Therefore, the purpose of this qualitative study was to characterize the patient experience during NT for PDAC. Specifically, we sought to understand patient treatment preferences, information needs, the physical and psychosocial impact of treatment, and barriers to successful initiation and delivery of NT. A better understanding of all aspects of the patient experience during NT may identify opportunities to design interventions aimed at improving QOL during NT, facilitating completion of NT and receipt of surgery, and ultimately optimizing the long-term outcomes of patients with PDAC. 

MATERIALS AND METHODS
Study design and population
Patients with PDAC undergoing NT prior to planned surgery in the future were recruited to participate in this qualitative study. All treatment decisions at our institution are made at a pancreatic cancer specialty specific multidisciplinary clinic and made on an individualized basis. Participants were identified by prospectively screening ambulatory clinics at The Ohio State University Wexner Medical Center and James Comprehensive Cancer Center. Inclusion criteria included receiving at least two cycles of chemotherapy in a neoadjuvant intent, still eligible for surgical resection, and English language speaking, without restrictions on age, race, or disability. Eligible patients were contacted by phone, informed consent was obtained, and an interview was scheduled at the participant’s convenience. Due to the COVID-19 pandemic, interviews were conducted by phone between August 2020 and October 2021.

Interview guide and process 
The interview script was developed using evidence synthesis, stakeholder engagement, and expert opinion. The content of the interviews focused on patient treatment preferences, perspectives on the decision-making process, and all aspects of the patient experience during NT; recommendations on opportunities to improve the delivery of NT were also sought. Questions were open-ended, prompting additional questions depending on the responses of the interviewees (Supplementary material). This type of interview method was selected due to the descriptive nature of the research. Semi-structured interviews allow researchers to discuss topics of interest more in detail by elaborating on emerging themes and asking probing questions. A nominal gift card was given to participants for their participation. This study was approved by the Institutional Review Board of The Ohio State University (IRB# 2019C0155).

Statistical analysis
All interviews occurred by phone, were audio recorded, and then manually transcribed verbatim by the researchers. Transcripts were then uploaded to NVivo12 (QSR International, Australia) for data extraction, synthesis, and analysis purposes. Data extraction followed an integrated approach, including both an inductive and deductive coding methodology[13]. The following preliminary codes were developed before a more in-depth, inductive coding process took place: Patient Experiences; Patient Perspectives on NT; Solutions, Facilitators and Recommendations; and Sources of Information. Two researchers independently coded the transcripts for sub-themes in an iterative fashion until thematic saturation was achieved[13]. Interviews were then re-reviewed and coded using the final codebook. When coding from both independent researchers was not concordant, these instances were reviewed with a third researcher at team meetings. These sections and codes were discussed until a consensus was reached. Demographic data from participants were summarized and illustrative quotes in each theme were selected. 

RESULTS
Participant characteristics
A total of 12 patients participated in the interviews. On average, patients were 67 years old, ranging from 52 to 81 years. Patients with BR (n = 7, 58%), PR (n = 2, 17%), and LA (n = 3, 25%) cancers participated in the study. A majority of patients (n = 7, 58%) received chemotherapy and radiation therapy before their planned surgery while others (n = 5, 42%) received just chemotherapy. At most recent follow-up, most patients (n = 10, 83%) had completed NT with 8 patients (67%) undergoing surgical resection of their tumor. Complete participant characteristics are reported in Table 1. 

Patient perspectives on neoadjuvant therapy
Among the 12 patients who participated in the interviews, the vast majority (n = 11, 92%) were not familiar with the concept of NT at the time of initial consultation. All subjects reported that NT was the doctor’s recommendation and most (n = 8, 67%) explained that NT was presented to them as the only option. All interviewees indicated that improving resectability was the main rationale for choosing NT. While some (n = 6, 50%) patients indicated that before meeting with their physicians they did not have a preference for a specific treatment plan, others (n = 4, 33%) expressed that they had hoped to avoid chemotherapy and undergo upfront surgery. All patients indicated that their main source of information were members of their health care team while other sources of information discussed included the internet (n = 4, 33%), family and friends (n = 3, 25%), and educational materials (n = 1, 8%). While most patients (n = 9, 75%) discussed their prognosis in a hopeful manner, some (n = 5, 42%) acknowledged the poor prognosis generally associated with PDAC and others (n = 3, 25%) expressed uncertainty surrounding the prognosis.

Patient experience during neoadjuvant therapy
Five subthemes of patient experiences during NT emerged: physical symptoms, emotional symptoms, coping mechanisms, access to care, and life factors (Figure 1 and Table 2). All participants reported elements of each of the five subthemes. 

Physical symptoms: A few patients (n = 3, 25%) discussed that they did not experience any major side effects and they were tolerating their therapy well (“I have never had any symptoms. No throwing up, no nothing.”). However, most patients reported experiencing major side effects from their treatment. Many patients reported feeling weak (n = 6, 50%). One patient stated: “I’ll say at night, I am going to do this, that and the other and the next day comes and my body says ‘no, we’re not going to do that’.” Others mentioned challenges around weight loss, loss of appetite, and the taste of food (n = 5, 42%), as well as a general feeling of sickness (n = 4, 33%) (“After getting chemo for the next 5 days I’m sick as a dog.”). 

Emotional symptoms: In addition to shock experienced during their diagnosis, patients reported varying rates of fear and depression (“… it scared me. It depressed me.”). A few patients (n = 3, 25%) shared concerns for their family and friends’ well-being, regarding uncertainty about next steps in treatment, and about their overall prognosis. One patient stated: “I love my wife and I want to be around for her. It’s hard.” Some (n = 3, 25%) also shared not wanting to think about and dwell too much on their diagnosis and treatment approach, as well as the need for not too much information, as it leads to unnecessary anxiety.

Coping and support mechanism: The main coping and support mechanism cited by most patients (n = 10, 83%) was support from family members. Tangible aspects of support included family members and friends offering rides to appointments, discussing different treatment options, helping with coordinating care and reaching out to the medical team, as well as helping with chores around the house. Patients putting their trust in their religious faith was another coping and support mechanism mentioned by some (n = 5, 42%). One patient stated: “I’m a religious person, so that’s enough said.” Several patients (n = 4, 33%) also mentioned receiving support from different members of the medical team (“So, there is always someone here to answer my questions, which also feels good and gives you comfort.”).

Access to care: For most, access and coordination was an important but feasible aspect of NT. This included minimal obstacles associated with traveling to medical appointments (n = 8, 67%), scheduling appointments (n = 6, 50%), contacting doctors (n = 6, 50%), getting answers to questions (n = 4, 33%), getting insurance to cover treatments (n = 3, 25%), or seeing a doctors and getting referrals (n = 2, 17%). While in general patients did not experience major complications accessing and coordinating care, a minority of patients reported some barriers. A few (n = 3, 25%) highlighted that traveling to appointments was burdensome. One patient explained: “Every time we have to have something done, it’s two hours out of our day, about 2.5 h out of our day just driving to the place. But we made that choice knowing that was the case for the care, the treatment and we’ve been proceeding.” 

Life factors: Finally, all patients described the need to integrate their treatment and condition with their normal life circumstances. Several patients discussed the impact of NT on other aspects of their life. NT impacting a patient’s work and financial situation were the most commonly cited sub-themes. Many patients discussed that missing work was not a major challenge they were faced with (n = 5, 42%), and that they did not experience major financial concerns (n = 6, 50%). Yet, some (n = 3, 25%) expressed concern around not being able to work and the burden it placed on them financially (n = 4, 33%). One patient stated: “I’ve been off since all this happened (…) drives me kinda nuts. I used to work all the time. But I got no energy now.” Another patient explained: “I had to withdraw money to get me through this that was an extra expense, as I am a senior. And I’m on a fixed income. So, I hadn’t counted on that.” Other life aspects mentioned were patients having to deal with other health problems (n = 1, 8%) at the same time they are on NT and needing help with daily activities (n = 2, 17%).
     
Recommendations for improving the experience of neoadjuvant therapy
The most commonly cited recommendation for improving the experience of NT was to provide better education and more information on NT (n = 7, 58%). Patients highlighted the need for more information on: the rationale behind choosing NT prior to surgery, the anticipated surgery and its likelihood of occurring after NT, as well as general information prior to starting NT treatment. Patients also discussed that more discussions with physicians could potentially be helpful, but also, highlighted the need for information tailoring (not too much vs not too little). The need for seeing different members of the healthcare team, including ancillary services was also frequently cited as a recommendation for improving the experience of NT (n = 5, 42%). Patients discussed the importance of seeing psychologists, palliative care doctors, case workers, physical therapists, and nutritionists. Better coordination and communication (n = 2, 17%) and better treatments (n = 2, 17%) were also offered as potential recommendations. 

DISCUSSION
Pancreatic ductal adenocarcinoma is a highly aggressive malignancy, often thought of as a systemic disease at the time of diagnosis, that requires multimodal therapy with a combination of surgery and chemotherapy in order to achieve meaningful long-term survival[14-17]. NT is being increasingly utilized in patients with localized PDAC[1,3,18]. Previous research on NT for PDAC has focused on its safety, efficacy, and cost-effectiveness with little data on patient-centered preferences or experiences during NT. In this qualitative study of patients actively receiving NT for PDAC, we found several important observations. First, patients are generally unfamiliar with the concept of NT prior to meeting with an oncologist. While many have an inherent preference for upfront surgery, most understand their providers’ recommendation for NT as an attempt to improve resectability (or likelihood of achieving margin-negative resection). Second, patients have unique experiences and care needs during NT that providers should be aware of in order to optimize patient-centered outcomes. A patient-centered approach that supports physical and emotional symptoms and recognizes the importance of life integration is required. Third, specific recommendations for improving the experience of NT prior to surgery were identified. 
Interestingly, although patients in our study were actively receiving NT, most were relatively unfamiliar with the concept of NT. All patients expressed that NT was the recommendation of their doctor. While a few patients expressed their desire for a surgery-first approach or to avoid chemotherapy altogether, nevertheless, all patients eventually came to understand and agree with the rationale for NT. This may highlight a disconnect between patients and providers in that systemic chemotherapy is part of the treatment of all patients with pancreatic cancer as even patients with localized cancers who have undergone resection are likely to experience disease recurrence[19,20]. Similar results were found in patients with breast cancer. A study in women with breast cancer who underwent NT found a majority of women understood that chemotherapy was given prior to surgery in order to shrink the tumor but did not grasp the concept that chemotherapy is utilized to treat systemic disease beyond simply local tumor control[21].
Missing from prior studies has been an evaluation of patient-centered preferences and outcomes regarding the use of NT for PDAC. Cancer-related treatment decisions are complex and require consideration of multiple factors; such decisions are often made in the context of shared decision making (SDM), a model in which informed and engaged patients make health-care decisions in conjunction with their providers[22]. The degree to which patients are involved in the SDM process of choosing NT or immediate surgery is unclear. Most patients with cancer desire an active role in making decisions about their care[23] and such patient-centered decision making has been shown to improve patients’ understanding of their treatment options, satisfaction with their health care, and overall quality of life (QOL)[24-26]. Previous research in breast and rectal cancer suggest patient-centered approaches to SDM regarding NT are lacking in clinical practice[27-29]. Indeed, SDM is under-utilized by surgeons in general[30]. Additionally, it is well known that strong emotions and fears may influence treatment decision making[31]. Specifically, emotions may cause behavior or decisions to diverge from more rational or practical decision making consistent with one’s values[32]. For example, patients state their desire to “just get the cancer out” even if this emotional response does not align with one’s values, priorities, or optimal treatment strategy. We found most patients believed NT was their only treatment option moving forward. This is not surprising as a majority of the patients in our study had either BR or LA disease which is currently the preferred treatment strategy based on recent randomized controlled trials[33,34]. Another study has found that most patients believed there was no other treatment option and thus accepted NT[21]. Understanding patient preferences, values, and expectations regarding NT will improve SDM which will lead to not only delivering patient-centered care but also the opportunity to overcome barriers to patient acceptance of NT. 
While not previously studied in PDAC, in practice, multiple barriers to the use of NT are often expressed by patients. For example, some patients may have financial concerns secondary to missing work by “delaying” surgery. Others worry about arranging and/or affording transportation for NT due to long travel distances. Additionally, in our study, most, if not all patients, experienced physical and emotional symptoms during NT. Furthermore, the development of toxicities during the course of NT may prove to be a potential barrier that may worsen a patient’s ability to subsequently undergo an operation. A meta-analysis of 38 studies of which 1738 patients received NT found approximately 64% of patients experienced at least grade III toxicity[35]. In fact, this number may be magnified at community hospitals which may not have the same resources as tertiary referral centers to manage toxicities and progress patients through therapy[36-38]. 
We found that patients with PDAC receiving NT must balance their cancer treatment with other aspects of their lives such as family responsibilities and work in addition to coping with the physical and emotional symptoms that accompany their new diagnosis and treatment (Figure 1). These findings are similar to a previous qualitative study of patients with breast cancer receiving NT. Beaver et al[21] reported five themes among women receiving NT: Coping with the rapid transition from “well” to “ill”, information needs and decision making, needing support and empathy, impact on family, and creating a new “normal”. These findings suggest similar experiences among patients receiving chemotherapy prior to surgery regardless of cancer type. While patients with PDAC certainly have unique challenges such as biliary obstruction, malnutrition, gastric outlet obstruction, as well as cancer-related pain, additional research is needed on supporting the general care needs directly influenced by the neoadjuvant aspects of treatment. 
The findings from our study provide a framework to allow for a better understanding of the patient experience during NT and highlight opportunities for inter-disciplinary interventions to improve patient-centered outcomes of those with PDAC. Indeed, many patients who receive NT fail to either complete NT or to undergo subsequent pancreatectomy with common reasons including disease progression or worsening performance status due to toxicity[33,39,40]. Furthermore, since failing to complete therapy or undergo surgical resection is associated with a worse prognosis, having a patient-centered approach to understand potential barriers to completion is essential. As we have demonstrated in this study, patients experience both physical and emotional symptoms during treatment and require a team approach with the help of ancillary services to help complete therapy. Involvement of patient navigators, social workers, nutritionists, and physical therapists to address patient concerns and symptoms may aid to improve the high attrition rate in patients receiving NT. Previous research has highlighted patient dissatisfaction with the lack of access to counseling services, support groups, and educational tools[41].   
There are several limitations to our study. Although our study reached theme saturation, the relatively small sample size and single institution design means that the findings may not be generalizable to all patients with PDAC who are receiving NT. Additionally, our study includes patients with PR, BR and LA disease where larger sample sizes are required to investigate if the patient experience differs according to anatomic stage (e.g., patients with LA disease may have lower expectations of undergoing resection and/or greater burden of cancer-related symptoms than patients with PR disease.) Finally, it is unclear if the patient experience is temporal-dependent and since interviews were performed at a single time during NT, future research may focus on longitudinal evaluations of the patient experience. 

CONCLUSION
In conclusion, this is the first qualitative study to characterize the experience of patient’s receiving NT for localized PDAC. Our findings clarify the lack of familiarity with the concept of NT prior to initiating treatment, the unique care needs of patients receiving NT, and recommendations to improve the delivery of cancer care in the neoadjuvant setting. These data provide a framework to allow for a better understanding of the patient experience during NT and highlight opportunities for patient-centered interventions aimed at improving quality and quantity of life outcomes of those with PDAC.

ARTICLE HIGHLIGHTS
Research background
Neoadjuvant therapy (NT) has increasingly been utilized for patients with localized pancreatic ductal adenocarcinoma (PDAC). It is the recommended approach for borderline resectable (BR) and locally advanced (LA) and it has also increasingly been utilized for potentially resectable (PR) disease. However, little research has focused on patient-centered metrics among patients undergoing NT, including patient experiences, preferences, and recommendations. 

Research motivation
A better understanding of all aspects of the patient experience during NT may help identify opportunities to design interventions aimed at improving quality of life. It may also facilitate the completion of NT and receipt of surgery, ultimately optimizing long-term outcomes.

Research objectives
This research aims to understand the experience of patients initiating and receiving NT to identify opportunities to improve neoadjuvant cancer care delivery.

Research methods
Semi-structured, open-ended interviews of patients with localized PDAC during NT were conducted to explore their experience initiating and receiving NT. Interviews were conducted over the phone. All interviews were audio recorded, transcribed, and coded by two independent researchers using NVivo 12, iteratively identifying themes until thematic saturation was achieved. 

Research results
A total of 12 patients with localized PDAC were interviewed. All patients indicated that choosing NT was the doctor’s recommendation and most reported not being familiar with the concept of NT (n = 11, 92%). Five patient experience themes emerged: physical symptoms, emotional symptoms, coping mechanisms, access to care, and life factors. Improved education before and during NT was the most commonly cited recommendation for improving the experience during NT (n = 7, 58%). Patients highlighted the need for more information on the rationale behind choosing NT prior to surgery, the anticipated surgery and its likelihood of surgery occurring after NT, as well as general information prior to starting NT treatment. 

Research conclusions
This study provides a framework to allow for a better understanding of the PDAC patient experience during NT and highlights opportunities to improve quality and quantity of life outcomes. 

Research perspectives
This exploratory research utilizes qualitative interviews to examine the patient experience when initiating and receiving NT.
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Figure 1 Conceptual model of the patient experience during neoadjuvant therapy for pancreatic ductal adenocarcinoma based on qualitative interviews.


Table 1 Participant characteristics (n = 12)
	Variable

	Age [mean (range), yr]
	67 (52 – 81)

	Gender
	

	    Male
	8 (67)

	    Female
	4 (33)

	Race
	

	    White
	9 (75)

	    Black
	3 (25)

	Marital status
	

	    Married
	7 (58)

	    Single
	4 (33)

	    Divorced
	1 (8)

	Stage of cancer
	

	    PR
	2 (17)

	    BR
	7 (58)

	    LA
	3 (25)

	Location of tumor
	

	    Head
	9 (75)

	    Body 
	2 (17)

	    Neck
	1 (8)

	Type of NT
	

	    Chemo
	5 (42)

	    Chemo + XRT
	7 (58)

	Length of NT1
	

	    < 3 mo 
	1 (10)

	    3-6 mo 
	6 (60)

	    > 6 mo
	3 (30)

	Type of chemo
	

	    FOLFIRINOX
	4 (33)

	    Gemcitabine/nab-paclitaxel
	2 (17)

	    Other/both
	6 (50)

	Major complications during NT2
	

	    Hospitalization
	2 (50)

	    ER visit, no admission
	1 (25)

	    Other
	1 (25)

	Travel distance
	

	    < 15 miles
	4 (33)

	    15 – 30 miles
	1 (8)

	    31 – 50 miles
	2 (17)

	    51 – 100 miles
	3 (25)

	    100+ miles
	2 (17)

	Surgical resection
	

	    Yes
	8 (67) 

	    No
	2 (17)

	    Not scheduled yet 
	2 (17)

	Insurance status
	

	    Government
	9 (75)

	    Private
	3 (25)

	Psychosocial or palliative care counseling
	

	    Yes
	2 (17)

	    No
	10 (83)


1Values reflect the length of neoadjuvant therapy (NT) for n = 10 patients that have completed NT.
2Values for n = 4 patients that had major complications during NT.
All values are expressed as n (%) unless otherwise stated. PR: Potentially resectable; BR: Borderline resectable; LA: Locally advanced; NT: Neoadjuvant therapy.
Table 2 Representative quotes describing patient experience during neoadjuvant therapy
	Physical symptoms 

	Quote No. 1
	“After getting chemo for the next 5 d I’m sick as a dog, weak, losing weight, lost about 40 lbs.”

	Quote No. 2
	“Side effects of course. You’re gonna be queasy, you’re gonna be lightheaded. Definitely, I ate, but food didn’t taste good, even water didn’t taste good and I didn’t expect that.”

	Quote No. 3 
	“I’m tired all the time. No energy. I sleep a lot. A little diarrhea. Pretty mild, never threw up yet. Only real bad thing is my appetite. Lost it about completely I have to force myself to eat until I start gagging”

	Emotional symptoms

	Quote No. 1
	“Most times I don’t care, I really just don’t want to think about it. I just want to watch a good movie. You know what I mean. Not dwell on it all the time. I love my wife and I want to be around for her. It’s hard.”

	Quote No. 2
	“There are days that I get a little depressed. Because…I am used to movement. And I just don’t have the stamina, nor the willpower.”

	Coping and support mechanisms

	Quote No. 1
	“…my wife and I, we are Christians and we know it’s up to him, the Lord.”

	Quote No. 2
	“I have good support from my family and friends. And prayer circles. Getting financial gifts to help us with gas money and things like that. So, they’ve all been very supportive.”

	Access to care

	Quote No. 1
	“And I have had a lot of friends that make sure that I get to my treatments. So, I don’t have any problems there.”

	Quote No. 2
	“But it got to be a little bit much for [my sister-in-law] so, I had to withdraw money to get me through this [to ride the bus] that was an extra expense, as I am a senior. And I’m on a fixed income. So, I hadn’t counted on that.”

	Quote No. 3 
	“I have no problem with transportation. My wife was always there to give me a ride.”

	Life factors

	Quote No. 1
	“I have help with paying my bills, [grocery store], cleaning my house, things like that, doing laundry. So, I am very lucky.”

	Quote No. 2
	“I worry about all the damn bills”

	Quote No. 3
	“I’m retired so really the work thing didn’t come into play, but I have chores around the house that I’m limited in doing”
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