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Abstract

Background—To identify risk factors for lower quality of life (QOL) among low-income
women with breast cancer (BC), with an emphasis on the impact of patient-physician
communication. In addition, we examined ethnic/racial group differences in QOL change over
time.

Methods—A longitudinal study was conducted among 921 low-income women with BC.
Patients were interviewed at 6-, 18-, 36- and 60- months after BC diagnosis. Mixed-effect
regression models were performed to investigate predictors for and time effects on QOL. The
main outcomes included the Medical Outcomes Study Health Survey Short Form 36 Mental
Component Summary score (SF-36 MCS), SF-36 Physical Component Summary score (SF-36
PCS) and the Ladder of Life scale. Chief independent variables included physician information-
giving and patient self-efficacy in interacting with physicians.

Results—There were no significant changes over time in QOL except for physical functioning,
with survivors reporting a significant decrease over time (P<0.0001). Mean SF-36 MCS and PCS
scores were lower than national general population norms at all time points. Both patient self-
efficacy in interacting with physicians and physician information-giving were positively
associated with SF-36 MCS (P=0.03, P=0.02, respectively) and Ladder of Life (P=0.01, P=0.03,
respectively). Less acculturated Latinas reported higher SF-36 MCS and PCS scores (P<0.0001,
P=0.01, respectively) and better global QOL (P<0.0001) than whites.

Conclusion—Low-income women with BC experienced poor physical and mental health. The
results suggest that QOL among low-income women with BC would be enhanced by interventions
aimed at empowering patients in communicating with physicians and increasing physician
information giving.
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Introduction

Women treated for breast cancer (BC) represent the largest female cancer survivor group in
the U.S. It is reported that there were 2.9 million breast cancer survivors in the U.S. as of
January 1, 2012.2 Early detection and improved treatment have dramatically increased the
life-expectancy of women with breast cancer,3# leading to an overall 5-year survival rate
of 98% for local-stage disease and 81% for regional-stage disease.® With these advances in
breast cancer care, the goal of therapy has changed from simply survival to enhancing
patients’ quality of life.

Quality of life (QOL) is an important outcome of disease and treatment frequently used to
assess the impact of a health condition on patients' lives. Although there is no universal
conceptual definition of QOL, some scholars have defined it as the difference between a
person’s hope and expectations and his/her present life experiences.” In other words, QOL is
a subjective outcome from the patient’s perspective encompassing one’s objective state —
people may perceive their QOL differently even though they have the same objective state
of health.® Ferrell et al suggested four primary domains of well-being (physical,
psychological, spiritual and social) as measures of QOL among breast cancer survivors.?

In research among general BC patient populations, patient characteristics, such as lower
income, lower education, being unpartnered, and comorbidity have been documented to be
associated with reporting of lower QOL.10:11.12 Findings on the impact of age on QOL are
mixed. Some reported that younger age had been shown to predict poorer QOL
outcomes,13:14.15.16 \yhile others found opposite results.1’

Findings about the impact of type of breast cancer treatment received on QOL have also
been inconsistent. A number of studies have shown that there were no major QOL
differences in terms of treatment received among BC patients.18:19.20 Ganz et al., for
example, reported longitudinal SF-36 scores did not differ by chemotherapy treatment
exposure.?! However, some studies reported that systemic adjuvant treatment was associated
with poorer outcomes in several QOL domains.22:23 In contrast, others have documented
that completed chemotherapy and radiation therapy were associated with improved major
dimensions of QOL.1>

Social support has been found to be a positive predictor of better QOL, especially better
emotional well-being.2425:26 This support may come from family, friends, as well as
physicians. It has been shown that healthcare providers are main sources of informational
support and decision-making support for patients.2’ Poor communication with physicians
has been shown to be a barrier to achieving better QOL,28 and it might be overcome by
enhancing patient self-efficacy in interacting with physicians to increase physician
responsiveness specific to patients’ individual needs.
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Patient self-efficacy in interacting with physicians is defined as the patient’s ability in
obtaining needed medical information and attention regarding chief medical concerns from
his/her physicians.2? Better self-efficacy in patient-physician communication has been
shown to have a positive effect on BC patients’ decision-making process, treatment choices,
BC-related symptom resolution, adherence to ongoing BC hormone therapy and satisfaction
with care.30:31.32.33.34 yet only one study of which we are aware has examined its impact on
QOL among BC patients, specifically in a general population of older women showing a
positive association.3®

Physician information-giving is also a key component in effective patient-physician
communication. Patients who had more discussion with their physicians demonstrated
greater knowledge about their cancer in previous studies.3! 36 Research has shown that BC
patients with greater knowledge of treatment options were more actively involved in the
treatment decision-making process, resulting in better physical functioning and emotional
well-being.37:38 Other studies also support the positive impact of information giving on
QOL in BC patients.3940. 41,42

The unequal distribution of the breast cancer burden across socioeconomic groups has been
well-documented,#3:44.45 and low income, less educated women may be at particular risk for
poorer QOL after BC diagnosis due to decreased effectiveness in communicating with
physicians.#6 A better understanding of the role of patient-physician communication in QOL
among low-income women may assist in identifying potential interventions to improve QOL
among vulnerable BC patient populations.

The objective of this study was to identify potential risk factors for lower QOL among low-
income, medically underserved women with BC. We were particularly interested in the
impact of patient-physician communication, as a modifiable factor, on QOL in this
vulnerable population. In addition, we were interested in examining if there were ethnic/
racial differences in QOL change over time. Studies have examined ethnic/racial differences
in QOL, and their findings are inconsistent,10.18:35.47.48,49,50,51,52,53,54 gome researchers
have reported that ethnicity/race was not a predictor of QOL for breast cancer survivors#7:52
while others found that ethnic minority women were more likely to report poorer
QOL.10.18,3548,49,50,51,54 However, these studies have limitations that include restrictions to
certain racial/ethnic#7:48:51,52.53 and age3%: 53 groups, early stage,18:54 and small sample
size.52 Importantly, most of these studies were cross-sectional studies and only two
examined ethnic/racial differences in QOL prospectively beyond 18 months after BC
diagnosis,>3:>4 albeit with large loss of follow up,>* or restriction to age less than 65 years
old.>3

Study sample

We conducted a longitudinal study to assess QOL among a low-income population of
women with BC. The initial study recruited women who were aged 18 years and older,
newly diagnosed with BC and continuously enrolled in the California Breast and Cervical
Cancer Treatment Program (BCCTP) between February 2003, and September 2005. The
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BCCTP is funded in part by Medicaid and by the state of California to provide treatment for
breast and cervical cancer for un- and under-insured, low-income women (< 200% Federal
Poverty Level). The study was approved by the UCLA Human Subjects Protection
Committee.

Potential participants were contacted and recruited as described in a previous paper.>®
Women who did not speak English or Spanish, had a previous history of BC, or were
receiving treatment for another cancer, were excluded from the study. Eligible women were
interviewed by telephone at 6-, 18-, 36- and 60-months after their diagnosis of BC. Data
collected included detailed information on patient level characteristics, clinical
characteristics, psychosocial factors, patient-physician communication, and measures of
quality of life. The baseline interview, 6-months after BC diagnosis, specifically targeted
measures of sociodemographic characteristics and patient-physician communication, while
the 18-, 36- and 60-month interviews specifically aimed to comprehensively measure QOL.

We also obtained and abstracted detailed clinical information from patients’ medical records
at 18 months after BC diagnosis including clinical information about tumor characteristics,
staging, and details of treatment. We had two abstractors abstract the medical records. The
inter-rater reliability between abstractors for data on BC characteristics and treatment data
ranged from 0.68 to 1.00, indicating good to excellent agreement.33

The chief outcome variables were QOL measures collected at 18-, 36- and 60- months after
BC diagnosis. These included the Medical Outcomes Study Health Survey short form 36
(MOS SF-36) Mental Component Summary scale (MCS) and Physical Component
Summary scale (PCS), and the Ladder of Life

The MOS SF-36 Health Survey>6 includes 36 items that measure general areas of health-
related QOL. The Mental Component Summary scale (MCS) is used to measure mental
well-being and is based on fifteen questions from the SF-36 survey. The Physical
Component Summary scale (PCS) is a measurement of physical well-being and is based on
twenty-one questions from the SF-36 survey. Both summary scales are presented as T-
scores, comparing to the general U.S. population normalized score with a mean of 50 points
and a standard deviation of 10 points.®’

The Ladder of Life has been demonstrated to be highly related to physical and psychosocial
dimensions of QOL, and is widely used in epidemiologic studies to measure participants’
global QOL.%8:59 This 10-point scale presents participants’ subjective rating of their own
QOL at the present time, with 1 indicating “the worst possible life” and 10 indicating “the
best possible life.”

The principal independent variables were measures of patient-physician communication: 1)
interactive information-giving by physicians, and 2) patient-perceived self-efficacy in
patient-physician communication. Information-giving was measured by a previously
published index,5% which asked patients how many of 15 BC-related topics that any of their
physicians had discussed with them. Self-efficacy was measured using the validated 5 item

Cancer. Author manuscript; available in PMC 2016 March 15.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Maly et al.

Page 5

Perceived Efficacy in Patient-Physician Interactions (PEPPI) questionnaire.51 Cronbach’s
alpha for this 5 item scale in this sample was 0.92. PEPPI measures patients’ perceived
ability to obtain needed medical information and attention to their chief medial concerns
from physicians. The PEPPI sum scale has a range from 0 to 50, with higher scores
indicating greater self-efficacy.

Social support was measured at baseline by a sum scale from three questions asking if
patient had received support from relatives and other social network (neighbors, church
member, etc.) in medical appointment, daily tasks and emotional needs after BC diagnosis.
This scale was validated by a previous study®2 and the Cronbach’s alpha for it was 0.70 in
this study sample. A higher score indicates more support. Other psychosocial factors
measured included physician emotional support by asking three questions (Cronbach’s alpha
was 0.91) such as “How often did your doctors show extreme compassion and caring “ (with
a higher score indicating more emotional support from the physician) and to what degree
physicians asked for patients’ input in decision-making by asking “How much did your
breast cancer doctors ask you for your input or opinion about which treatment you
preferred” (with higher score indicating more patient input).

Other potentially confounding variables included patient characteristics (from self-report),
receipt of BC treatment (from self-report) including surgery, chemotherapy, radiotherapy
and hormone therapy, and American Joint Commission on Cancer anatomic BC stage (from
medical records).53 Patient characteristics included age, race/ethnicity, education and
employment status. Major comorbidity was measured using the Katz et al. adaptation of the
Charlson Comorbidity Index for patient self-report,64 and was dichotomized into any
comorbidity versus none.

Language and acculturation can serve as a significant barrier to optimal communication,
therefore among Latinas, language-based acculturation was determined by the five-item
Short Acculturation Scale for Hispanics (SASH).6% The internal consistency reliability was
0.99 for this scale in the studied sample. “More acculturated” Latina was defined as being
equally or more comfortable or conversant with English than Spanish; “less acculturated”
was defined as being less comfortable or conversant with English than Spanish.

Data Analysis

Summary statistics, including means and percentages, were calculated to describe
participants” demographic and clinical characteristics and scores on QOL outcomes.
Correlations between principle independent variables and QOL outcomes were also
conducted.

Mixed-effects regression (Proc Mixed) models with participant-level random effects were
used to assess the time effects on the QOL outcome measures and the potential predictors
for QOL measures. Particularly, we were interested in ethnic differences in change of QOL
over time. For each QOL measure, we first examined the time trends by constructing a base
model (unadjusted model) with the following effects: time (6-, 18-, 36- and 60-months after
diagnosis of BC), ethnicity (white, African-American, less- and more-acculturated Latina,
and Asian/Pacific Islanders) and two-way interaction between these two factors. The model
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also included participant-level random effects to account for repeated observations per
participant. Significant interaction was retained in the model. Next, we examined the full
model (adjusted model) with three groups of characteristics that were selected a priori.
These included sociodemographic factors (age, education, and employment), clinical
characteristics (comorbidity, tumor stage, and breast cancer treatments) and psychosocial
factors (social support, physician emotional support, PEPPI, information giving and
patients’ input in decision-making). All statistical analyses were conducted using SAS,
version 9.1; two-sided alpha levels with p values less than 0.05 were considered statistically
significant.

A total of 921 women of 1509 eligible women who agreed to participate completed the
baseline interview at 6 months, yielding a final response rate of 61.1% (see Figure 1).
Compared with survey responders, non-responders were older (52 vs. 50 years, p<0.0001),
more likely to be Asian/Pacific Islanders, and less likely to be Latina and white (11.6%,
37.6%, 26.5% vs 7.4%, 53.4%, 31.7%, respectively, p<0.05). A total of 921 women were
included in the initial sample of the study. Eight hundred (87%) patients consented to the
medical record review and we were able to successfully retrieve and abstract medical
records for 97% (n=776) of this group. Of the 921 women who participated in the first
interview, response rates at 18 months, 36 months and 60 months were 86% (N=796), 73%
(N=669) and 65% (N=603), respectively. A total of 569 women participated in all four
interviews.

Table 1 shows the descriptive statistics among the 921 women in the study sample. Their
average age was about 51 years, and they were primarily Latina (53.5%) and white (31.7%).
The majority of Latinas and Asian/Pacific Islanders were born outside of the U.S. (98.6%,
95.6%, respectively). Slightly more than half graduated from high school (59.2%) and were
married/partnered (51.8%). Only about 2 out of 10 women were employed at 6 months after
BC diagnosis. Approximately 30% reported having at least one comorbidity. The majority
of women were diagnosed either with a stage Il tumor (36.6%) or a stage 1 (21.3%) tumor.

In the case of treatment received for BC, most patients underwent breast conserving surgery
(61.1%) and had receipt of chemotherapy (68.1%), radiation therapy (64.3%) and hormone
therapy (64.9%). The average time to to the end of chemotherapy was 224 days after BC
diagnosis and 258 days after BC diagnosis for radiation therapy. The majority of women had
finished their chemotherapy (86.2%) and radiation therapy (96.4%) by 18 months after BC
diagnosis. Our data indicated (Table 2) that mean SF-36 MCS and SF-36 PCS scores for the
study sample were lower than national general population norms at all the time points (range
46.4-47.5, 41.8-43.4, respectively).

Table 3 presents the results for the adjusted mixed regression models for other QOL
measures. All these measures were first collected at 18- months after BC diagnosis. None of
the two-way interaction terms for these QOL measures were found to be significant,
meaning there was no evidence that the changes in these measures differ across ethnic
groups. Overall, these women reported a significant decline in physical well-being from 18
to 36-months after their BC diagnosis (P<0.0001); even at 60 months, their physical well-
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being was still significantly declining compared to 18 months after diagnosis. However,
there were no significant changes in mental well-being and global quality of life.

Greater patient-perceived self-efficacy in patient-physician interactions (PEPPI) was
significantly associated with better mental well-being (P=0.03) and better global quality of
life (P=0.01). Similarly, women who received more physician information-giving reported
better mental well-being (P=0.02) and better global QOL (P=0.03). Women who received
more physician emotional support also reported better physical well-being (P=0.03); while
women who received more social support reported better global QOL (P=0.02). Not
surprising, comorbidity was inversely associated with all these QOL measures (all P<0.001),
as was higher stage with SF-36 PCS (P=0.02). Older women reported better mental well-
being (P=0.02) but worse physical well-being (P<0.0001). Being employed and diagnosed at
a later stage (111/1V) were negatively associated with physical well-being (P=0.0003,
P=0.02, respectively). Overall, ethnicity was associated with all the QOL outcomes in Table
3. Interestingly, less-acculturated Latinas reported better mental and physical well-being
(P<0.0001, P=0.01, respectively), and better global QOL (P<0.0001) compared to whites.
Similar findings were shown in Asian/Pacific Islanders except for SF-36 PCS.

Discussion

This study followed 921 low-income breast cancer patients from the time of 6 months after
BC diagnosis to 5 years after BC diagnosis. It is one of the first studies focusing on risk
factors for poor QOL in a low-income population of breast cancer patients, including
mutable risk factors such as patient-physician communication. In addition, our study fills the
gap in the current literature on ethnic/racial differences in QOL change over time by using
longitudinal data. This study is also particularly notable for its large Latina representation,
allowing a close examination of QOL in the largest ethnic/racial minority group in the
U.S.,66 about which little is known.

Findings from this study overall suggest that there were no significant changes over time in
QOL except for physical functioning, with survivors reporting a significant decline over 5
years. Findings on physical functioning from previous studies are mixed. Some investigators
have reported restriction in physical functioning among women aged 65 years or older.6” In
contrast, others have reported no changes or improvement in physical functioning over
time.12:68.69 Women in our study sample experienced poor mental health and physical health
compared to the general health population. The scores on both the SF-36 MCS and PCS at
all the time points were all lower than population norms for the general health population.>’
These are not surprising findings for a low income population; previous findings have
shown that lower socioeconomic status is associated with worse health-related QOL among
breast cancer patients.11.14

The negative association between employment status and SF-36 PCS in our study might also
relate to the financial hardship that these women experienced. Many studies have found that
being employed is positively associated with better QOL among breast cancer
patients.’%:71.72 This is not surprising as usually only those patients who have good enough
QOL would be able to go to work. However, in our study population, women who were
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employed reported significantly worse SF-36 PCS. It is possible that these low income
women, even though with worse reported QOL, had to go to work due to financial hardship,
which has been particularly reported among Latinas,’3 which form the majority of our
sample.

Surprisingly, we found that less-acculturated Latinas reported both better mental and
physical well-being, as well as better global quality of life status compared to whites. These
findings are in contradistinction to research that has shown that Latina BC patients tend to
have poorer QOL than whites,10:35.49.53.74,75,76,77 However, our study is also echoed by
several nationwide studies in general populations showing that Mexican Americans, who
comprise the largest proportion of Latinos in California,®¢ were significantly less likely to
have psychiatric/anxiety disorders than whites.”8: 79. 80 Also, lesser acculturation may buffer
against the stress of low socioeconomic status.81

Similar to less-acculturated Latinas, Asians/Pacific Islanders also enjoyed better mental
health and global quality of life than whites in our study. These findings are supported by
similar findings from other studies in populations other than BC patients showing that Asian
Americans report better quality of life than whites.82:83.84, 8586 | addition, another study
indicated that Asian Americans were likely to perceive a higher health-related QOL score
than whites although their objective health and disease conditions were equal, perhaps
indicating cultural differences in interpreting QOL and adverse events.87

Given the fact that over 95% of these two ethnic groups in our study was born outside of the
U.S, the "healthy immigrant effect, "8 89 in which healthy individuals with good health
status are more likely to immigrate to US, might yet be another explanation for better QOL
reported among Latinas and Asians/Pacific Islanders in our sample. In addition, the
traditional cultural retention of family networks among Latinos and Asians may also play a
role in their better assessed QOL.88.90

Findings about QOL among African American women with breast cancer have been mixed,
with some studies showing no difference compared to whites,10:49.50.91 and others showing
worse QOL for African American women compared to whites.>392 Our study showed no
difference on QOL among all measured domains between low-income African American
women with breast cancer compared to white women with breast cancer.

Consistent with previous studies showing that self-efficacy in interacting with physicians is
a positive predictor for many BC care outcomes in vulnerable populations,32:31:33 we found
that low-income women with greater self-efficacy in interacting with physicians at the time
of initial diagnosis and treatment reported better scores on global QOL and mental health
than those with less self-efficacy, controlling for the potential confounders of education and
language barriers. This finding was concordant with Kwan et al’s study showing that poorer
patient-physician interaction was associated with worse QOL.%3 Women with greater self-
efficacy may be able to solicit and incorporate information in their decision-making process
and adjustment to the BC diagnosis and treatment process that is personalized to their
particular informational and psychosocial needs. Healthcare practitioners should be aware of
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the vital role of patient’s self-efficacy in interacting with physicians plays in this
disempowered population.

On the other side of the patient-physician communication dyad, physician information-
giving about the diagnosis and treatment of breast cancer was found to predict mental well-
being and global quality of life, controlling for a wide range of confounders, including
education and language barriers. This is one of the few studies to show this direct link. This
population may have been particularly enabled and their sense of control increased during a
stressful time by such communication, due to low levels of a priori breast cancer knowledge
secondary to issues of literacy, levels of education, and language barriers, as well as
concomitant life burdens associated with lower SES.

Social support has been well demonstrated to be a predictor of many QOL domains such as
physical, mental well-being as well as overall QOL among BC patients.124 However, more
social support only positively affected global QOL in our study, but not other QOL
outcomes. The controlling for psychosocial factors other than social support might partially
explain these diminished effects of social support in our study. The significant impacts of
self-efficacy in interacting with physicians and physician information giving suggest that
support from healthcare professionals might be as or a more important coping resource than
support from family members or friends for patients in adjustment to breast cancer.

Age was associated with both mental and physical functioning, yet its impact on these two
outcomes was opposite. Older women reported worse physical health compared to younger
women, which is in accordance with prior results.®* This physical functioning decrease for
older women might partly reflect the normal aging process. However, some investigators
have suggested that older people tended to adjust their perceptions about their health while
aging, whereas younger people may hold higher expectations concerning their sense of well-
being or have increased emotional disruption due to factors such as experiencing a
menopause transition as part of therapy or feeling more vulnerable after cancer.9>% Our
finding of better mental health status in older women compared with that in younger women
supports this observation.

Consistent with previous studies, 1911 cormorbidity had significant negative associations
with all QOL outcomes. Later stage was only negatively associated with physical
functioning, but not other QOL outcomes. However, specific types of BC treatment were not
associated with differences in QOL outcomes when controlling for other factors, including
race/ethnicity. This suggests it was not treatment or tumor characteristic per se, but rather
cormorbidity that can make an impact on QOL for long term low-income breast cancer
survivors. Healthcare providers thus should focus more on primary care of chronic
conditions during the long term follow-up period to help improve survivors’ QOL.

The strengths of this study include that this is the largest study of low-income women with
BC, along with the largest representation of Latinas, of which we are aware. In addition, the
longitudinal data allowed us to investigate ethnic/racial differences in QOL over time, with
the majority of the sample completing the study, which is almost absent in the current
literature. However, several limitations to this study should be noted. Because the sample
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was comprised of low-income, medically underserved women in a specific Medicaid BC
treatment program in California, generalizability of the findings to other low-income
populations may be limited. Also, generalizability to other Latina populations other than
Mexican Americans may be limited due to their predominance in the California Latino
population.®® Second, although we achieved a 61% response rate, the differences between
responders and non-responders in terms of age and race/ethnicity might potentially have
biased the observed results. Third, an additional limitation of the study is that we did not
have pretreatment assessments of all the QOL measures, which were not possible due to
limitations in access to patients being recruited into the study. Finally, the quality of our data
depends on the accuracy of patient self-report on physician communication, thus recall bias
may be an issue in our study. However, it has been noted that people who have undergone a
sudden and life-threatening health crisis manifest very clear recall of the details surrounding
the event.9” BC patients, example, can recall the precise time when they first noticed their
symptoms.%8 Moreover, a recent paper reported that self-reporting of key treatment and
prognostic information is relatively accurate among these low-income women with BC.%?

In summary, findings from this study suggest that the low income women in our study
sample experienced poor mental health and physical health compared to the general health
population. However, less acculturated Latinas reported better mental health and physical
well- and Asians/Pacific Islanders reported better mental health and global quality of life
than whites, which for the former group is in contradistinction to previous research. Our
results further suggest that quality of life among low-income, medically underserved women
with breast cancer could be enhanced by targeted interventions aimed at increasing patients'
empowerment in patient-physician interactions and information giving, encouraging social
ties, and by attention to comorbid medical conditions.
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1869 mailed study invitations

‘ 472 refused or not located
e 238 refused participation
e 234 could not be located
1397 located and willing to participate

‘ 361 meligible and excluded at baseline
e 183 did not speak English or Spanish
e (9 prior breast cancer diagnosis
e 29 deceased
e 29 did not receive BCCTP benefits
e 18 more than 6 months since diagnosis
e 13 misdiagnosed
e 13 not cognitively able to participate
e 7 current treatment for another cancer
1036 eligible

115 did not complete survey
921 completed baseline interview (6 months post-diagnosis)

\ 4

796 completed second interview (18 months post-diagnosis)

¥

669 completed third interview (36 months post-diagnosis)

¥

603 completed final interview (60 months post-diagnosis)

Figure 1.
Study recruitment flow
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Table 1

Descriptive Statistics of the Study Sample (N=921)

Value

Age (years)
Mean(SD), [Range]

50.8(9.5)[25.0 -85.0]

Ethnicity, N (%)
White
Less-acculturated Latina
More-acculturated Latina
African-American
Asian/Pacific Islander

Other

292(31.7)
439(47.7)
53(5.8)
54(5.9)
68(7.4)
15(1.6)

Education, N (%0)
Less than high school

High school or greater

375(40.8)
544(59.2)

Married/Partnered, N (%)
Yes

444(48.2)

Employed, N(%)
Yes

164(17.8)

Comorbidity, N (%)
Any

275(29.9)

Stage, N (%)
0
1
1
1
\%
Missing

81(8.8)
196(21.3)
337(36.6)
154(16.7)

29(3.2)
124(13.5)

Surgery, N (%)Jr
Lumpectomy

Mastectomy

563(61.1)
358(38.9)

Chemotherapy, N (%)
Yes

627(68.1)

Radiation Therapy, N (%)
Yes

592(64.3)

Hormone Therapy, (%6)
Yes

512(64.9)
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Value
Outcome Measures, Mean (SD)
SF-36 MCS (at 18 months)™ 46.4(12.6)
SF-36 PCS (at 18 months)3 43.4(10.7)
Ladder of Life (at18 months)38 6.6(2.3)

t . . o .
American Joint Commission on Cancer anatomic stage.

SF-36 Mental Component Summary scale: a summary scale for mental health from the SF-36. The general U.S. population norms for SF-36MCS
is a mean of 50 points with a standard deviation of 10 points

§SF-36 Physical Component Summary scale: a summary scale for physical health from the SF-36. The general U.S. population norms for
SF-36PCS is a mean of 50 points with a standard deviation of 10 points.

§§’annge (1-10): 10=best possible life.
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