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BACKGROUND: Worry about recurrence (worry) is a persistent concern of breast cancer survivors. Little is known

about whether race/ethnicity or healthcare experiences are associated with worry. METHODS: Women with nonmeta-

static breast cancer diagnosed from June 2005 to February 2007 and reported to Detroit or Los Angeles Surveil-

lance, Epidemiology, and End Results registries were surveyed (mean 9 months postdiagnosis); 2290 responded

(73%). Latinas and African Americans were oversampled. A worry scale was constructed as the mean score of 3 items

(on 5-point Likert, higher ¼ more worry): worry about cancer returning to the same breast, occurring in the other

breast, or spreading to other parts of the body. Race/ethnicity categories were white, African American, and Latina

(categorized into low vs high acculturation). The worry scale was regressed on sociodemographics, clinical/treat-

ment, and healthcare experience factors (eg, care coordination collapsed into low, medium, high). RESULTS: Low

acculturated Latinas reported more worry and African Americans less worry than whites (P < .001). Other factors in-

dependently associated with more worry were younger age, being employed, more pain and fatigue, and radiation

(Ps < .05). With all factors in the model, less worry was associated (all Ps < .05) with greater ease of understanding

information (2.89, 2.99, 2.81 for low, medium, high), better symptom management (3.19, 2.89, 2.87 for low, medium,

high), and more coordinated care (3.36, 2.94, 2.82 for low, medium, high). Race/ethnicity remained significant con-

trolling for all factors (P < .001). CONCLUSIONS: Less acculturated Latina breast cancer patients are vulnerable to

high levels of worry. Interventions that improve information exchange, symptom management, and coordinating care

hold promise in reducing worry. Cancer 2011;117:1827–36. VC 2011 American Cancer Society.
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Because of advances in early detection and treatment, most women with early stage breast cancer face an optimistic
future. As more women survive breast cancer, interest has increased regarding quality of life (QOL) issues in survivorship.
The transition between active treatment and early survivorship is a vulnerable point in recovery, with the quality of adjust-
ment affecting future well-being of survivors. Survivors consistently rank worry about recurrence (hereafter referred to as
worry) among their most pressing concerns,1-3 and one that persists well into survivorship.2,4-7

Helping survivors understand and manage their worry is a priority identified by the Institute of Medicine (IOM).8

Greater focus on worry is essential given the documented impact worry has on treatment decision making, surveillance
behaviors, and QOL. Women who have more concerns about recurrence are more likely to choose mastectomy9-11 and
get bilateral versus single mastectomy.9 Increased worry can deter women from seeking appropriate follow-up care or may
encourage maladaptive behaviors such as excessive checking.1,12 Several studies have shown that high levels of worry can
lead to depression, anxiety,1,7,13 and decreased QOL.2,7,14-16
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Many studies have shown that worry varies by socio-
demographic factors5,14,17,18; however, most prior studies
have been limited by small, clinic-based samples, using
inconsistent measures. A major gap in knowledge is
whether worry differs across racial/ethnic groups,
including Latinos. Although Latinos are a racially and
socioculturally heterogeneous population,19 cultural
commonalities exist, including shared language, health
beliefs, and healthcare system experiences that impact
health and QOL outcomes.20 Two studies report that
Latinas have more worry than other groups,15,17 but these
studies do not consider the role of acculturation. When
acculturation has been measured across other health out-
comes, Latinas with low acculturation experience more
delay,10 lower decision satisfaction,9 and greater difficulty
with physician-patient communication.21

The association between clinical/treatment factors
and worry also needs to be further explored. Some studies
suggest more comorbidities and symptoms contribute to
greater worry,7,22 whereas others have found that receiv-
ing chemotherapy may be associated with worry.3,14,23

Finally, few studies have examined factors in the health-
care experience (eg, care coordination) that might eluci-
date differences in worry across vulnerable subgroups.
Negotiating the healthcare system remains an under-
studied element of acculturation.24 By better understand-
ing the influence of cultural adaptation on health and
disease, modifiable factors can be identified, high-risk
populations targeted, and interventions tailored to
specific components affecting risk.24

To address these gaps in the literature, we used a
large multiethnic population-based sample of women
with breast cancer to examine the following questions.

1) What are the sociodemographic, clinical, and treat-
ment correlates of reported worry about recurrence
as women transition into breast cancer survivorship?

2) Is patients’ appraisal of their healthcare experience
associated with worry about recurrence, and does
it mediate the relationship between worry and
sociodemographic, clinical, and treatment factors?

3) Are sociodemographic correlates of worry about
recurrence modified by factors related to the
healthcare experience?

MATERIALS AND METHODS

Study Population

Between June 2005 and February 2007, 3252 women
aged 20 to 79 years diagnosed with primary ductal carci-

noma in situ or invasive breast cancer stages I, II, or III25

in Los Angeles (LA) and Detroit were selected for the
study. Of these women, 119 were excluded because: 1) the
physician did not want the patient contacted (n ¼ 20), 2)
the woman did not speak English or Spanish (n ¼ 17), 3)
the woman was too ill or incompetent to participate (n ¼
59), or 4) the woman denied having cancer (n ¼ 23). Of
3133 eligible women included in the final sample, 432
(13.8%) could not be located, and 411 (13.1%) were con-
tacted but did not return a survey. Thus, 2290 patients
returned a survey (73.1% response rate). The mean time
from diagnosis to survey completion was 9.2 months. Of
the women who completed the survey, 22 could not be
merged with the Surveillance, Epidemiology, and End
Results (SEER) program registries data, leaving an analytic
sample of 2268 (72.1% of eligible patients). Compared
with respondents, nonrespondents were more likely to be
African American (34.9% vs 26.2%, P < .001), be
unmarried (23.0% vs 19.3%, P ¼ .01), and have stage II
or III disease (43.4% vs 40.5%, P ¼ .005), and less likely
to receive lumpectomy (54.5% vs 63.2%, P¼ .02).

Population Sampling and Data Collection

Eligible breast cancer patients were accrued via rapid case
ascertainment as they were reported to the LA Cancer Sur-
veillance Program and the Metropolitan Detroit Cancer
Surveillance System. All African American women were
selected on demographic information from the treating
hospitals. Latina women in LA were selected by including
all women designated as Hispanic by the hospital, as well
as all women whose surname indicated a high probability
of being Latina, based on a list generated from the 1980
US Census. A random sample of the remaining white
patients in LA and Detroit were selected to reach the tar-
geted accrual number. Asian women in LA were excluded
because they were enrolled in other studies.

Physicians were notified of our intent to contact
their patients. If no objection was received, the patients
were mailed an introductory letter, survey materials, and a
$10 cash gift. Women from LA likely to be Latina based
on the US Spanish Surname list were sent both English
and Spanish materials. The Spanish survey was not used
in Detroit because few Hispanic women (�50) were diag-
nosed with breast cancer and reported to the SEER regis-
try during the study.26 The Dillman survey method was
used to encourage survey response.27 The study protocol
was approved by the institutional review boards of the
University of Michigan, University of Southern Califor-
nia, andWayne State University.
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Survey Measures

The questionnaire was developed based on prior research
in the target population.9,10,23 Extensive piloting was
done with both English and Spanish versions. The Span-
ish survey was developed using rigorous translation
approaches including forward/back techniques to ensure
congruency between surveys. Internal consistency tests
were used to assess reliability of measures.

A modified stress/appraisal theoretical frame-
work28,29 adapted from Lazarus28 and used by Northouse
et al29 guided our survey (Fig. 1). According to the frame-
work, there are antecedent variables (eg, person, illness
related) and mediating variables (eg, appraisal factors)
that directly or indirectly affect QOL. We identified ante-
cedent variables (categorized into person and clinical/
treatment factors) and mediating factors (appraisal of
healthcare experience) potentially affecting worry.

Dependent Variable

Worry about recurrence was assessed with 3 items regard-
ing worry about cancer: 1) coming back in the same
breast, 2) occurring in the other breast, and 3) spreading
to other parts of the body. The 5-point Likert response

scale for each item ranged from ‘‘not at all’’ to ‘‘very
much,’’ with good internal consistency (Cronbach alpha
¼ .88). We created an overall worry about recurrence
score as the mean across items (higher scores indicate
more worry; range 1-5).

Independent Variables

Antecedent factors

Survey information on race and ethnicity was com-
bined to create the race/ethnicity variable. Women indi-
cated their race (white, black/African American,
American Indian or Alaska Native, Asian or Pacific
Islander, or other) and whether they were Hispanic/Latina
(yes/no). The Short Acculturation Scale for Hispanics,
developed by Marin and colleagues,30 is a widely used,
reliable, and valid measure to identify level of accultura-
tion.31,32 The 4 items in the Short Acculturation Scale for
Hispanics indicate preference for English or Spanish in
different contexts (usually read/speak, think, use at home,
use with friends) on a 5-point scale (‘‘English only’’ to
‘‘Spanish only’’). We aggregated across items to calculate a
mean score. Fifty-five percent of Latina patients scored
�4 on the 5-point scale (strongly preferring Spanish

Figure 1. A modified stress appraisal conceptual model for understanding worry about recurrence is shown.
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across contexts). Race/ethnicity was thus divided into 4
categories (white, African American, Latinas-high accul-
turation [Latinas-high], and Latinas-low acculturation
[Latinas-low]). Compared with Latinas-high, Latinas-low
were much more likely to be foreign born (99.4% vs
35.2%). Additional demographic variables were age at
diagnosis (<50, 50-70, >70 years), education (<high
school [HS], HS diploma, >HS diploma), employment
status (yes/no), marital status (currently married/ part-
nered, divorced/widowed/separated, never married), and
income (<$20,000, $20,000-$69,999, $70,000þ,
unknown).

Clinical factors included family history of breast
cancer (first degree, no first degree) number of comorbid-
ities (0, 1, 2 or more), frequency of symptoms during
treatment (pain and fatigue on a 5-point Likert scale, ‘‘not
at all’’ to ‘‘very much’’), and stage at diagnosis (0, I, II/III).
Breast cancer stage was obtained via SEER data using the
American Joint Committee on Cancer criteria.25 Treat-
ment factors included surgical procedure (lumpectomy or
mastectomy), radiation therapy (yes/no), and chemother-
apy (yes/no).

Mediating factors

The patients’ appraisal of their healthcare experience
was measured across 3 factors: 1) ease of understanding
information, 2) symptom management, and 3) care coor-
dination. Ease of understanding information was measured
as the mean response to 2 items (5-point Likert scale,
from never to always): 1) ‘‘How often did you have prob-
lems understanding information about your breast cancer
and its treatment because of difficulty with written infor-
mation?’’ and 2) ‘How often did you have someone (like a
family member, hospital/clinic worker, or caregiver) help
you read written information from the hospital or clinic?’’
This scale ranged from 1 to 5, with a mean of 4.32, and
Cronbach alpha of .652. Symptom management was the
response to the question, ‘‘Do you think your doctor(s)
and their staff did everything they could to help you man-
age your symptoms’’ (5-point Likert scale from ‘‘not at
all’’ to ‘‘very much’’). This measure ranged from 1 to 5,
with a mean of 4.06. The care coordination items were
based on the Agency for Healthcare Research and Qual-
ity33 report and other cancer quality of care literature.34

The measure was the mean response to 5 items (5-point
Likert scale, never to always): 1) how often patients
received help from their surgeons with referrals to other
physicians,2 2) how often they knew whom to ask when
they had questions, 3) how often they were given confus-

ing advice (reverse coded), 4) how often they knew what
the next step in their treatment was, and 5) how often
their physicians had the medical information they needed.
The care coordination scale ranged from 1 to 5, with a
mean of 4.50 and Cronbach alpha of .697. Higher scores
for all 3 healthcare experience measures indicate more
understanding of information, better symptom manage-
ment, and better coordination of care. Multi-item scale
scores were calculated by averaging items. Each healthcare
experience measure was collapsed into 3 ordinal categories
(low, medium, high) to optimize the clarity of presenta-
tion. Other specifications of these variables (eg, interval
scale) yielded similar results.

Analysis Plan

Of the 2268 available for analysis, we omitted 431
(19.4%) women with missing values for any variable in
the analyses; thus, the final analytic sample included 1837
women. Sample weights were included to adjust for
design effects resulting from differential selection by race/
ethnicity and nonresponse. Descriptive statistics were
used to characterize the distribution of study covariates
overall and by mean worry score. Bivariate associations
were investigated between worry and sociodemographics,
clinical/treatment, and healthcare system factors. We also
tested bivariate associations between sociodemographics
and factors within the healthcare experience, an important
step is assessing mediation. Multivariate regression mod-
els investigated associations in a sequential modeling by
including sociodemographics and clinical/treatment fac-
tors in Model 1, and then adding the potential mediating
factors related to the healthcare experience in Model 2
(Research Question 2). All 2-way interactions between
sociodemographics and healthcare experience factors were
examined testing a moderating role (Research Question
3). All analyses were performed using SAS V9 program-
ming (SAS Institute, Cary, NC).

RESULTS
Table 1 displays the sample characteristics overall and by
mean worry scores. The mean age was 56.8 years (stand-
ard deviation ¼ 11.4), and 68.7%, 14.3%, 8.1%, and
8.9% were white, African American, Latinas-high, and
Latinas-low, respectively. In bivariate analyses, there were
significant differences in mean worry scores (all P values
<.001) for all sociodemographic variables except level of
income.
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Table 1. Sample Characteristics Overall, and by Mean Worry About Recurrence

Overall Mean Worry
About Recurrence
Score (range 1-5)

P

N %a

Sociodemographic
Race/Ethnicity <.001

White 870 68.7 2.74

Black 478 14.3 2.47

Latina (High acculturation) 233 8.1 3.08

Latina (Low acculturation) 256 8.9 3.78

Age <.001

<50 526 25.8 3.17

50-70 1064 59.6 2.81

>70 247 114.6 2.27

Education <.001

<High school diploma 331 12.7 3.23

High school diploma 374 19.3 2.86

>High school diploma 1132 68.0 2.73

Employed <.001

Yes 1061 58.6 2.92

No 776 41.4 2.68

Marital status .004

Married/partner 1049 60.6 2.89

Unmarried 788 39.4 2.72

Income, $ .274

<20,000 327 13.5 2.92

20,000- 69,999 677 36.4 2.84

‡70,000 505 32.4 2.75

Missing 328 17.7 2.83

Clinical Factors
Family history .282

First degree relative 342 19.4 2.76

No first degree relative 1495 80.6 2.84

Breast cancer stage .007

0 352 19.5 2.66

I 690 40.0 2.81

II/III 795 40.5 2.91

Number of co-morbidities .024

None 749 42.2 2.91

One 540 30.7 2.74

Two or more 548 27.1 2.77

Frequency of Pain <.001

None/A little 1029 56.5 2.55

Some 592 32.0 3.11

Quite a bit/very much 216 11.5 3.32

Frequency of Fatigue <.001

None/A little 498 25.6 2.43

Some 360 18.6 2.65

Quite a bit/very much 979 55.8 3.05

Treatment Factors
Surgical Procedure .048

Lumpectomy 1335 74.5 2.85

Mastectomy 502 25.5 2.72

Radiation therapy <.001

Yes 1307 70.7 2.93

No 530 29.3 2.57

Chemotherapy <.001

Yes 954 47.6 2.97

No 883 52.4 2.68

aWeighted percentage.
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Women who were younger, Latina, employed, mar-
ried, and less educated had higher levels of worry. More
worry was also reported by women with higher cancer
stage, fewer comorbidities, and more frequent pain and
fatigue during treatment (all Ps < .05). Women who had
lumpectomy compared with mastectomy reported more
worry, as did women who received radiation and/or
chemotherapy (all Ps< .05).

For the total sample, item mean levels of worry were
distributed as follows: 14% ‘‘not at all,’’ 32% ‘‘a little bit,’’
25% ‘‘somewhat,’’ 16% ‘‘quite a bit,’’ and 14% ‘‘very
much.’’ Figure 2 shows the percentage of women report-
ing levels of worry by race/ethnicity. Almost 29% of Afri-
can American women expressed low levels of worry
(corresponding to ‘‘not at all’’), compared with about
10%, 19%, and 20% for Latinas-low, Latinas-high, and
whites, respectively. Alternatively, almost 46% of Latinas-
low reported the highest category of worry (‘‘very much’’)
compared with 25%, 13%, and 14% for Latinas-high,
African American, and white women, respectively.

Figure 3 displays unadjusted mean worry scores for
the 3 healthcare experience factors. Greater ease in under-
standing information (3.14, 3.01, 2.68 for low, medium,
and high, P< .001), better symptom management (3.31,
2.85, 2.76 for low, medium, and high, P ¼ .001), and
more coordinated care (3.39, 2.91, 2.73, for low, me-
dium, and high, P< .001) were all significantly associated
with lower levels of worry.

In the multivariate findings (Table 2), where Model
1 adjusted for sociodemographic and clinical/treatment
factors, worry scores were significantly associated with
race/ethnicity, age, employment status, frequency of pain
and fatigue, and receipt of radiation therapy (all Ps <
.05). More worry was reported by Latinas (low and high)
than whites, and women who were younger, were
employed, had more comorbidities, had more pain and
fatigue, and who received radiation. In Model 2, which
further adjusted for the 3 factors from the healthcare expe-
rience, associations were only slightly reduced for sociode-

mographic, clinical, and treatment factors, with the
exception of the number of comorbidities, where the asso-
ciations were reduced and no longer significant (P ¼
.091). In this model, Latinas-low reported more worry
than other groups, with a worry score of 3.80 versus 3.17,
2.59, and 2.90 for Latinas-high, African Americans, and
whites (P< .001). Although worry continued to be signif-
icantly higher for Latinas-high than whites, the magnitude
of the differences were small, suggesting differences may
be a result of a large sample. African American women
reported significantly less worry than whites. Model 2 also
demonstrates associations between worry scores and
patients’ appraisal of their care experiences. Specifically,
less worry was associated with greater ease of understand-
ing information (P¼ .047), better management of symp-
toms (P ¼ .044), and more coordinated care (P ¼ .012).
We did not find any significant interactions between
sociodemographics and healthcare experience factors, sug-
gesting that sociodemographic factors and worry scores
were not modified by healthcare experience factors.

DISCUSSION
In this diverse population-based sample of newly diag-
nosed breast cancer patients, race, ethnicity, and accultur-
ation were associated with differences in worry about
recurrence after controlling for other sociodemographic,
clinical/treatment, and healthcare experience factors.
Latinas-low reported substantially more worry than white
women. Indeed, the mean difference was the largest
observed in the study (nearly 1 point in the 5-point
range). Several clinical studies with smaller samples
reported that Latinas are more likely to express worry and

Figure 3. Factors within the healthcare experience are
shown by worry about recurrence score (unadjusted).

Figure 2. Percentage of women reporting various levels of
worry about recurrence is shown by race/ethnicity.
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Table 2. Adjusted Mean Difference in Worry About Recurrence by Sociodemographic, Clinical, and Treatment Factors, and
Factors in the Health Care Experience

Model 1 P Model 2 P

Sociodemographic
Race/ethnicity <.001 <.001

Latina (low acculturation) .907a .862a

Latina (high acculturation) .272a .250a

African American -.311a -.313a

White - -

Age <.001 <.001

<50 - -

50-70 -.364a -.340a

>70 -.772a -.745a

Education .115 .183

<High school diploma - -

High schooldiploma .084 .080

>High schooldiploma -.060 -.048

Marital status .073 .079

Married/partner .106 .104

Not Married - -

Employed (yes) .132a .028 .120a .045

Income, $ .096 .116

<20,000 - -

20,000-69,999 .044 .066

‡70,000 -.126 -.096

Missing .002 .019

Clinical Factors
Family history .992 .941

First degree relative -.001 .005

Breast cancer stage .449 .451

0 - -

I .051 .084

II/III .115 .105

Number of co-morbidities .044 .091

None - -

One .007 .010

Two or more .161a .143

Frequency of Pain <.001 <.001

None/a little - -

Some .333a .321a

Quite a bit/very Much .487a .477a

Frequency of Fatigue <.001 <.001

None/a little - -

Some .126 .122

Quite a bit/very Much .398a .388a

Treatment Factors
Surgical Procedure .120 .100

Lumpectomy - -

Mastectomy -.108 -.113

Radiation therapy (yes) .285a <.001 .290a <.001

Chemotherapy (yes) -.031 .657 -.113

Factors in the Health Care Experience
Ease in understanding information .047

High -

Medium .135a

Low .009

Symptom management .029

High -

Medium -.033

Low .244a

Care coordination .015

High -

Medium .106a

Low .173a

aP � .05 for the pair-wise comparison.



more emotional distress,15,17 but to our knowledge no
previous study has examined worry by level of accultura-
tion. In contrast, African American women reported
lower levels of worry, lending support to the growing liter-
ature indicating that African American women report
fewer concerns in the early survivorship period17 and have
higher emotional well-being than whites.35

Consistent with previous studies, we found
that younger women reported substantively more
worry.5,14,17,23,36,37 Younger women likely have fewer
peers with serious illness and find cancer more stressful,
having fewer coping resources.14 Whereas education did
not remain significant in the full model, being employed
was associated with more worry. Women who are
employed may worry more because of the consequences
of a recurrence on job stability.

Persistent pain and/or fatigue over the treatment pe-
riod were strongly associated with more worry at survey
completion. Possible explanations for this finding include
that the symptoms persisted and triggered greater worry,38

women had a heightened attentional focus on bodily
sensations resulting in greater worry (ie, somatoform ampli-
fication),39 and/or women who were anxious reported
more symptoms.40 In addition, the presence of comorbid-
ities may make it more difficult to interpret whether symp-
toms are because of cancer, resulting in higher worry.
Cancer stage was not independently associated with more
worry, consistent with many other studies.3,14,22,41 Current
health state may be a more powerful determinant of worry
than actual prognosis. Similar to prior studies, we found
that receipt of adjuvant therapy on subsequent worry was
inconsistent.3,14,22 Women who received radiation reported
more worry, whereas in the final model receipt of chemo-
therapy did not remain significant. Vickberg3 reasons that
because younger women report more fear and are more
likely to receive chemotherapy, chemotherapy is not signifi-
cant when age is in the model. The impact of aggressive
treatment on worry may vary depending on whether the
treatment course is viewed as signaling more serious disease
or as protection against recurrence. Radiation may have
remained significant because skin reactions may still have
been present for women receiving radiotherapy, serving as a
reminder of their diagnosis and treatment.

This study explored whether women’s appraisal of
their care experiences was associated with worry. Previous
studies suggest women are frequently dissatisfied with
information they receive regarding recurrence12 and gen-
erally desire more risk information.42 Our study and those
of others21 support that difficulty understanding informa-

tion and establishing a good relationship with their physi-
cian could contribute to greater worry. Although the
presence of symptoms during treatment was associated
with more worry later, women who perceived their symp-
toms were well managed reported less worry. Additional
attention to symptom management by providers could be
included in survivorship care plans and monitored at
follow-up. The challenge is to ensure women’s awareness
of signs of recurrence while not increasing anxious
preoccupation with excessive worry.43 The IOM report
on cancer survivors recommends patients receive a com-
prehensive care summary and follow-up plan to inform
and coordinate delivery of care,8,44 which may lead to
reduced worry, as supported by our findings.

Factors not measured in this study may explain why
racial/ethnic differences in worry persisted after healthcare
system experiences were assessed. Culture could impact
communication styles and/or perceptions of worry. For
African American women it may be culturally appropriate
to present a strong image, thereby reporting less worry,
whereas for Latinas it may be culturally appropriate to
express concerns and greater distress.17 Low acculturated
Latinas may perceive a higher likelihood of recurrence, per-
ceive the impact of a recurrence as more grave, or have
greater concerns about the consequences of a recurrence.3

Even controlling for insurance, education, and income,
racial/ethnic differences persisted, with Latinas-low report-
ing more worry. Finally, cultural variations in coping may
contribute to differences in worry. African American breast
cancer survivors report more social support18 and use more
religious-oriented coping17 than whites, whereas low accul-
turated Latinas report the lowest level of social support.37,42

Study findings are limited by the cross-sectional
design that did not allow for examination of worry over
time. Multiethnic longitudinal evaluations of worry are
needed to inform effective interventions to reduce dispar-
ities. It should be noted that our measure did not assess
the duration, frequency, and impact of distress on impair-
ment.3,45 Although the validity of attitudes measures are
difficult to fully evaluate, the worry measure was posi-
tively correlated with more symptoms during treatment,
and correlated with our QOL measure (FACT-B)46 sub-
scales as follows: physical well-being scale, r ¼ �0.313
(P < .001); emotional well-being scale, r ¼ �0.577
(P< .001) (unpublished).

Our study measures were self-reported and may be
subject to recall bias because of the time delay from treat-
ment to survey completion. However, we made consider-
able effort to address response bias through a rigorous
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translation process and pilot testing. Our previous publi-
cations have also supported the marked differences
between Latinas-low versus other groups across a broad
array of outcomes.9,10,35 Nevertheless, ethnicity and
acculturation cannot be fully untangled because our accul-
turation measure was language based and only assessed in
Latinas. A major study strength was the large population-
based sample with sufficient numbers of Latinas (predom-
inately fromMexico and Central America) to examine the
relevance of acculturation. Nevertheless, the US Hispanic
population is diverse, and it is not appropriate to general-
ize our findings to Latinas from other cultural
backgrounds.

Implications

Future research is needed to determine from whom, and
under what circumstances, cancer patients are receiving
risk information. We need to understand providers’ per-
ceptions about their responsibilities in informing and
addressing patients’ worries about recurrence. Validation
of women’s appraisal of the healthcare experience with the
actual receipt of services is an important area for future
research. Some of the mean differences we observed in
worry between groups, although significant, were small,
which may be a result of a large sample size. Further repli-
cation is needed to determine the clinical importance of
some of these findings.

For women with excessive worry, appropriate refer-
rals could be targeted at their unique concerns. These
interventions must be culturally sensitive, and tailored to
differences in communication style, social support, and
coping strategies. Continuing research must recognize the
multifaceted nature of women’s fears, including racial/
ethnic variation and acculturation differences in worry.
The influence of factors regarding a women’s experience
in the healthcare system deserves attention, as they hold
promise for system and policy interventions.
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