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Negative attitudes about aging of both older adults and health care providers can be barriers
to self care in old age. The aims of this study were 1) to examine the extent to which older
breast cancer survivors experience barriers to symptom management, and 2) to explore whether
barriers influence quality of life. Three possible barriers to symptom management were
examined: negative beliefs about managing symptoms, perceived negative attitudes of health
care providers, and difficulties in communicating about symptoms. This study was a secondary
analysis of pooled baseline data from 61 older (age > 64) women who participated in two pilot
studies that tested a symptom management intervention for older breast cancer survivors. The
most frequent barrier reported was difficulties in communicating about symptoms with health
care providers. Each of the barriers affected psychosocial, but not physical, quality of life.
Barriers to symptom management may lead to poorer self care of symptoms that can result in
lower levels of psychosocial quality of life. Health care providers need to encourage older
cancer survivors to report symptoms and worries related to their cancer diagnosis and should
be cautious in expressing attitudes that could reinforce older adults' negative perceptions about
aging.

Introduction
Age is one of the most influential risk factors in breast cancer.1, 2 Women aged 65 years and
older comprise approximately 50% of the population newly diagnosed with breast cancer, and
the 5-year survival rate after a breast cancer diagnosis in women aged over 50 is as high as
84%.3 In spite of the high survival rate, experiencing and managing cancer in old age can be
stressful because of age-related health declines, including multiple and often chronic
symptoms, late effects of cancer treatments, and comorbidities.4, 5 Cancer often leaves
numerous physical health sequelae that persist for decades despite successful treatments.4 In
addition, whether or not cancer survivors experience symptoms, they suffer from worries about
a cancer recurrence and anxiety about an unknown future.6 Accordingly, experiencing physical
symptoms may aggravate psychological distress. Thus, effective management of multiple,
often chronic, and comorbid symptoms is crucial in enhancing quality of life of older cancer
survivors.

However, older cancer survivors are faced with barriers to effective and active symptom
management, some of which are rooted in negative beliefs about aging. Self-stereotypes about
aging are negative attitudes about aging that older people apply to themselves that can influence
their behaviors.7 Ageist stereotypes on the part of health care providers may also influence
older persons' behavior. These different sources of stereotypes about aging can influence older
adults' beliefs about managing symptoms, their perceptions of negative attitudes about aging
from their health care providers, and their communication about symptoms with HCPs. All
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three may function as barriers that prevent older adults from effectively managing their
symptoms and, in turn, decrease their quality of life. The aims of this study were to 1) examine
the extent to which older breast cancer survivors experience barriers to symptom management,
and 2) to explore whether the barriers influence quality of life.

Background
Beliefs about Symptom Management in Old Age

Older cancer survivors are a particularly vulnerable group among cancer survivors due to the
combined effects of late effects of cancer, its treatments, and age-related comorbidities.4, 5, 8
Late effects of cancer (eg, decreased general functioning, chronic fatigue, or low level of
energy) can persist for up to 20 years.4 At the same time, older adults are typically coping with
age-related declines and comorbid health problems that produce multiple and chronic
symptoms.8, 9 Older cancer survivors are thus likely to perceive their symptoms as an inevitable
and natural consequence of aging rather than as late effects of cancer or as disease-based.10

These beliefs may be rooted in negative aging self-stereotypes or in messages they have
received from health care providers. On the other hand, older cancer survivors worry that these
symptoms could be signs of a cancer recurrence.4, 10

The belief that symptoms are normal in old age is associated with less active engagement in
symptom management in older adults.11 Older adults are reluctant to report health problems
and symptoms that they attribute to normal aging, and those that do attribute symptoms to
aging tend to place less importance on seeking health care.12 In addition, older adults tend to
believe that medical treatments in old age will be minimally beneficial to their health problems,
and this belief may interfere with attempts to manage symptoms.9

Negative Attitudes of Health Care Providers
Being able to communicate with health care providers and report physical symptoms can
decrease worries about a cancer recurrence.6, 13 Both the length of communication and its
quality, however, appear to decline as patients get older.13 Older adults are much less likely
than younger adults to ask questions and to seek additional care from HCPs.11 Vivar and
McQueen (2005) noted that follow-up visits of older cancer survivors were limited in their
assessment of physical problems and cancer status, and psychological distress was rarely
addressed.14 Lerman et al. (1993) indicated that 32% of older adults with breast cancer have
difficulties in understanding information from HCPs, expressing feelings, or asking questions.
15

Prior studies about ineffective communication in old age often focused on patient-related
barriers, such as physical and mental impairments (e.g., hearing and vision loss, cognitive
impairment) and rarely addressed possible barriers caused by health care providers. HCPs may
not be free from negative stereotypes or beliefs about aging.1, 9, 16 Examples of such beliefs
are that older adults are too old to try a new treatment, older adults may be unwilling to try
new treatments, and intervention is ineffective in older adults.9, 16 Ory et al. (2003) indicated
that almost half of older adults reported that their HCPs seemed to regard them as being too
old to do something and too old to expect good effects.16 These negative perceptions may
influence whether older adults report their symptoms to HCPs and may increase the worry
about being labeled a difficult patient. In addition, negative attitudes on the part of HCPs may
reinforce the older adult's negative aging self-stereotypes, which may also operate as a barrier
to symptom management.
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Difficulty Communicating about Symptoms with Health Care Providers
Older cancer survivors may have difficulties in interpreting symptoms, identifying their causes,
and deciding if they should report them to their health care providers.10, 17 Cancer survivors
may think that their HCPs should focus on high priority topics18 and that talking about
symptoms older adults may view as age-related may distract the HCPs from providing more
important care.9 In addition, older adults believe that reporting symptoms may lead to being
labeled as neurotic patients,9 and that good patients refrain from talking about physical
discomforts.11 Taken together, these beliefs may keep older cancer survivors from
communicating with their health care providers about symptoms, even if they worry that
symptoms may be signs of a cancer recurrence.

Symptoms and Quality of Life in Older Cancer Survivors
Symptoms are a major influence on quality of life in older women with breast cancer. Higher
symptom burden in older cancer survivors has been associated with lower levels of physical
function,4, 19 social function,20 and overall quality of life.10, 21 In older breast cancer survivors,
more severe symptoms are associated with higher levels of psychological distress in the short
and long term.22 Thus, improving quality of life in older breast cancer survivors is, to some
extent, dependent on improving symptom management to effectively reduce symptom distress.
23

In this study, quality of life was conceptualized broadly in order to capture the important
dimensions of quality of life for older adults. In old age, the salient dimensions of quality of
life include an emphasis on positive physical and psychosocial (both emotional and social)
functioning.2,10

In summary, effective symptom management of older cancer survivors can be a complicated
process associated with beliefs about symptoms in old age, possible negative attitudes about
aging from HCPs, and difficulties in communicating with health care providers. In this study,
we examined the extent to which older breast cancer survivors experienced these three barriers
in managing symptoms as well as whether these barriers affected their quality of life.

Methods
Design

This study was a secondary analysis of baseline (pre-intervention) data from two pilot studies
that tested a symptom management intervention (IRIS: an individualized representational
intervention to improve symptom management) for older breast cancer survivors.23

In pilot study 1, 42 women were randomized to the IRIS intervention or usual care control. In
pilot study 2, 21 women were randomized to the IRIS intervention or a delayed treatment (wait
list) control. Measures were collected at baseline, post-intervention, and follow-up (up to four
months). Baseline assessments included demographic information, cancer and health history,
symptom assessments, measures of three barriers to symptom management, and four measures
related to quality of life in cancer patients (physical quality of life, psychosocial quality of life,
depression, and anxiety). The same measures were used in both pilot studies. The samples were
similar in terms of demographics, health history, and symptomatology. Further details about
the pilot studies and results of the intervention are reported elsewhere.23

Sample and Procedure
The sample included 61 older (age > 64) breast cancer survivors. Eligibility criteria in the
parent studies were: women who were over 64 years old, at least one year post-diagnosis of
breast cancer, at least three month post treatment, without metastatic cancer or recurrence of
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breast cancer, and without cognitive impairment. Women were excluded if they reported
metastatic disease, a breast cancer recurrence, or other cancer diagnosis (other than skin).
Cognitive impairment was assessed with a screening interview by advanced practice nurses.
Women were recruited from the oncology clinics of a large comprehensive cancer center
located in the Midwest and from the community using advertising. Interested women called
the research office, the study was explained, and eligibility determined. If interested, women
were sent an informed consent form, and an appointment was made for the baseline interview.
At the interview (in the participant's home or setting of choice), written informed consent was
obtained. IRB approval was obtained from all participating institutions.

In a power analysis, using a-priori sample size tool (from:
http://www.danielsoper.com/statcalc)24 for multiple regression, when the alpha was at 0.05,
desired power level at 0.80, number of predictors as 4, and anticipated effect size as 0.15, the
minimum required sample size for this study was 57.

Measures
Demographic, Health, and Breast Cancer Information—Older women completed a
demographic questionnaire asking their age, education, income, ethnicity, marital status, and
living arrangements.

For health history, women were asked about comorbidities and symptoms. The number of
chronic illnesses (comorbidities) was measured with an 8-item self-report checklist adapted
from the Older Americans Resources and Services (OARS) schedule of illnesses, which has
been widely used in research with community-dwelling middle-aged and older adults.25

Participants reported whether or not they had been diagnosed with each health problem, and
the total number of chronic illnesses was computed.

Symptoms were measured with the 37-item Symptom Bother Scale-Revised (SB-R).10, 23,
26 The SB-R consists of symptoms common to aging, age-related chronic illnesses, and late
effects of cancer and its treatment. Respondents are asked if they have each symptom and how
much they are bothered by it on a 0 (don't have), 1 (have, but not at all bothered) to 5 (extremely
bothered) scale. The reliability and validity of the SB-R scale were demonstrated in a previous
study of older women with and without cancer.10 Both the total number of symptoms (range,
0 – 37 possible) and mean degree of bother (symptom distress) were computed. The reliability
in this current study was α = .89.

Information about breast cancer history included months since diagnosis and types of
treatments.

Barriers to Managing Symptoms—Three scales were developed to measure barriers to
symptom management: the Symptom Management Beliefs Questionnaire (SMBQ),
Communication Attitudes (CommA), and Communication Difficulties (CommD). These three
scales underwent initial psychometric testing in a separate study (reported below).

The Symptom Management Beliefs Questionnaire (SMBQ) assesses the extent to which a
person holds negative beliefs about experiencing or managing symptoms. A 13-item scale was
developed by adapting some items from Ward's Barriers Questionnaire,27 which has been used
to measure attitudinal barriers to analgesic use for cancer pain, and by adding specific items
reflecting negative stereotypes about aging. Each item was scored from 0 (do not agree) to 5
(completely agree), and the mean score was calculated. Higher scores indicate more negative
beliefs about managing symptoms.
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Communication attitudes (CommA) is a 7-item scale that assesses the extent to which patients
perceive negative stereotypes about aging from their health care providers. Communication
Difficulties (CommD) is a 6-item scale that assesses difficulties in communicating about
symptoms with health care providers. Responses to both scales are dichotomous (“yes”=1,
“no”=0). For each scale, total scores were computed, and higher scores indicate that patients
experienced more negative attitudes from health care providers or more difficulties in
communicating about symptoms with health care providers.

Items for the three scales were reviewed for content validity by three adult and geriatric nurse
practitioners (master's prepared). The three scales were tested for reliability and validity in 140
adults recruited from senior centers and internal medicine clinics. They completed anonymous
questionnaires including demographic data, subjective health, SMBQ, CommA, and CommD.
Their mean age was 68 years (range, 20 – 99). The majority were white (91%), female (77%),
retired (74%) and college-educated (64%). The mean health rating was 2.5 on a 5-point scale
(SD, 0.99), which corresponds to “good” health.

Evidence for construct validity of the three new scales was indicated by significant, small to
moderate correlations between the SMBQ and CommA (r = 0.38; P < .05) and CommD (r =
0.23; P < .05). CommA and CommD were significantly related to each other (r = 0.47; P < .
05). These correlations indicate that the three scales measured related, but independent, aspects
of barriers.

Other evidence for validity included significant relationships between difficulty
communicating about symptoms (CommD) and poorer perceived health (r = 0.23; P < .01),
and between education and two barriers. Education was significantly related to SMBQ and
CommD. Those with less education held more negative beliefs about symptoms (r = -0.38;
P < .05) and reported more difficulty communicating with health care providers (r = -0.29; P
< .05).

Reliabilities (Cronbach's alpha) of the three scales were α = .83 (SMBQ), α = .91 (CommA),
and α = .84 (CommD). In the current study, reliabilities of the SMBQ, CommA, and CommD
were α = .78, α = .79, and α = .71, respectively, which are considered acceptable for new scales.
28 The lower reliabilities in the current study may reflect the smaller sample size and/or a more
homogeneous sample.

Quality of life—Quality of life was conceptualized broadly to include physical and
psychosocial (including emotional) dimensions. Physical quality of life was measured with the
Physical Component Summary (PCS) scale of the Medical Outcomes Study SF-12 scale.29

The PCS scale is computed by using specific scoring instructions resulting in standardized
scores. Higher scores indicate higher quality of life. The reliability in this study was α = .87.

Psychosocial quality of life was assessed with three measures: the Mental Component
Summary (MCS) scale of the SF-12, the 10-item Center for Epidemiological Studies
Depression (CESD-10) scale, and the State Trait Anxiety Inventory (STAI) scale. The MCS
scale is computed by using specific scoring instructions resulting in standardized scores.29

Higher scores indicate higher quality of life. The reliability in this study was α = .71. The
validity and reliability of both the PCS and MCS have been demonstrated in numerous studies
in both general and disease-specific populations, and their validity for older adults is also
supported.30

The 10-item CES-D was developed for community-based studies, and its validity has been
tested in a number of studies targeting older adults.31 The CESD-10 is a dichotomous scale
asking whether persons have experienced a symptom during the past week. Higher scores
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indicate more depressive symptoms. A sensitivity of 97%, specificity of 84%, and positive
predictive value of 85% in older adults has been demonstrated. 31 The reliability in this study
was α = .64.

The STAI is a brief self-report assessment.32 It consists of 20 items asking people to describe
how they feel at a particular moment in time (e.g., calm, tense) rated on a 4-point intensity
scale ranging from 1 (not at all) to 4 (very much so). A mean score is computed. Higher scores
indicate higher anxiety. The reliability in this study was α = .85.

Statistical Analysis
Statistical analyses were performed using SPSS 12.0. Descriptive statistics were computed for
all variables. The effect of barriers on quality of life was examined by using hierarchical
multiple regression analyses.

Results
We report results in three parts. First, we describe the sample. Second, we describe the extent
to which older breast cancer survivors experience barriers to symptom management (aim 1),
and third, we report the results of the exploration of whether barriers influence quality of life
(aim 2).

Description of the Sample
Table 1 shows demographic characteristics, health history, and breast cancer history. The mean
age of participants was 71 (SD, 5.2) years (range, 65 – 86). Average years of education was
15 (SD, 2.7), and 49.2% had an annual income over 40,000 dollars. Most participants were
Caucasian (96.7%), and over half of participants were married (63.9%).

Participants reported an average of three (SD, 1.3) chronic illnesses. Over half of older women
suffered from arthritis (67.2%) and high blood pressure (54.1%). Participants reported an
average of 17 (SD, 6.9) symptoms (range, 5 - 30). The average degree of symptom bother was
1.11 (SD, 0.6; range, 0.2 - 2.9).

The participants were diagnosed with breast cancer on average 7 years ago, and approximately
half the participants had undergone mastectomy, lumpectomy, and radiation therapy.

The mean standardized score on the physical quality of life scale (PCS) (Mean, 42.3; SD, 11.6;
range, 19.9 – 58.3) was lower than the psychosocial quality of life scale (MCS) (Mean, 56.2;
SD, 6.8; range, 25.1 – 67.1). The PCS score of the sample was similar to the population norm
for older adults in the U.S. aged 65 – 74 (Mean, 43.65; SD, 11.02; range, 13 – 59).29 The MCS
score in this sample was slightly higher than the population norm for older adults in the U.S.
aged 65 – 74 (Mean, 52.10; SD, 9.53; range, 19 – 70).29 The means for the depression (Mean,
0.7; SD, 1.3; range, 0 – 6) and anxiety scales (Mean, 26.9; SD, 7.2; range, 20 – 50) indicated
a low level of these symptoms.

Barriers to Symptom Management in Older Breast Cancer Survivors
Descriptive statistics on the SMBQ scale indicated that participants had few negative beliefs
about symptom management (Mean, 1.72; SD, 1.24; possible range, 0-5). The items with the
highest mean agreement were “Many symptoms are just a normal part of getting older” (Mean,
3.87; SD, 1.16), “It is easier to put up with pain than with the side effects of some
medications” (Mean, 2.50; SD, 1.53), and “The ‘cure’ for symptoms is often worse than the
disease” (Mean, 2.15; SD, 1.62).
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Table 2 shows the extent to which participants perceived negative attitudes from HCPs
(CommA) and difficulties communicating with health care providers (CommD). Results from
the CommA scale indicated that twenty-nine percent of participants (n = 17) reported
experiencing at least one negative attitude or stereotype about aging from a health care provider.
Twelve percent (n = 7) reported five or more negative attitudes. The most frequently endorsed
item was “You're better off than a lot of women who have had breast cancer” (13.8%). The
next three most frequently reported (approximately 12% of women) negative attitudes were:
“You shouldn't be so concerned, worried, or anxious about breast cancer now”; “A lot of women
with breast cancer are worse off than you”; and “Compared to other women with breast cancer,
your problems are minor.” The mean number of perceived negative attitudes was 0.76 (SD,
1.45).

Results from the communication difficulties (CommD) scale indicated that fifty-four percent
of participants (n = 32) reported at least one difficulty in communicating about symptoms with
health care providers, and 19.7% reported 3 or more communication difficulties. The most
frequently endorsed item (30.5%) was, “Not knowing which doctor I should talk to about
different symptoms.” Over twenty percent reported “Not knowing for sure which symptoms
to tell my doctor about” (27.1%) and “Not knowing if my doctors are communicating with
each other about my health care” (25.4%). The mean number of difficulties was 1.22 (SD,
1.47).

Correlations among the three barriers scales were computed. Communication attitudes and
difficulties were positively related (r = 0.32; P < .05). SMBQ was not significantly related to
CommA (r = .25) or CommD (r = .08).

Effects of Barriers to Symptom Management on Quality of Life
Before regression analyses were performed, correlations among the major variables were
examined. There were no significant relationships between demographic characteristics and
any quality of life measure. There were two significant correlations between health variables
and quality of life outcomes. Participants with more chronic illnesses reported lower PCS (r =
- 0.26; P = .04), and those with more symptom bother reported significantly lower PCS (r = -
0.54; P < .01) and MCS (r = - 0.44; P < .01) and significantly higher depression (r = 0.57; P
< .01) and anxiety (r = 0.51; P < .01). Therefore, number of chronic illnesses and symptom
bother were controlled in the regression analyses.

For the multiple regression analyses, each quality of life outcome and each barrier were
examined in separate regressions. For each regression analysis, number of chronic illnesses
and SB-R were entered in the first step as control variables, followed by the barrier.

Table 3 shows the results of the hierarchical regression analyses predicting physical quality of
life. There were no significant effects of barriers on physical quality of life.

Table 4 shows the results of the hierarchical regression analyses predicting psychosocial quality
of life (MCS, depression, anxiety). After controlling for number of chronic illnesses and
symptom bother, symptom management beliefs (SMBQ) was a significant predictor of
depression, but not of MCS or anxiety. SMBQ significantly increased the explained variance
in depression by 6.3% (β = .25), indicating that an individual with more negative beliefs
reported more depressive symptoms. After controlling for number of chronic illnesses and
symptom bother, communication attitudes (CommA) was a significant predictor of MCS, but
not of depression or anxiety. CommA significantly increased the explained variance in MCS
by 9% (β = - .31). After controlling for number of chronic illnesses and symptom bother,
communication difficulties (CommD) was a significant predictor of MCS, but not of depression
or anxiety. CommD significantly increased the explained variance in MCS by 6.7% (β = - .
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26). Older breast cancer survivors who perceived more negative attitudes from their HCPs and
reported more communication difficulties had lower levels of psychosocial quality of life
(MCS).

Discussion
This study found that older breast cancer survivors who had negative beliefs about symptom
management, perceived negative attitudes from their health care providers, or reported
difficulty communicating about symptoms had lower quality of life. These three barriers have
been found in previous research that identified the importance of communication about
symptom management in improving patients' quality of life,15, 16, 33 but have not previously
been examined with structured measures or in the same study. Previous studies have suggested
that the optimal care for older adults should be based on a concrete assessment of both physical
health and psychological status, and include beliefs, expectations for intervention, and the
relationship with the provider.5, 6 Although the mean levels of negative symptom management
beliefs, communication attitudes, and communication difficulties were low, all three were
significant predictors of the psychosocial dimensions of quality of life. Women in this study
may have been better off in terms of education and income than many older breast cancer
survivors and most received their care in an academic medical center. Thus, it may be that
many older breast cancer survivors would experience more barriers to symptom management
with even greater effects on quality of life than reported by this sample. Future research should
address this issue.

The most frequently endorsed item from each of the three barriers scales are noteworthy: “Many
symptoms are just a normal part of getting older”; “You're better off than a lot of women who
have had breast cancer”; and “Not knowing which doctor I should talk to about different
symptoms.” The first reflects an ageist self-stereotype that may keep an older person from
seeking needed medical care. The second, although perhaps well-meaning, was perceived by
these older women as negative and dismissive of their real concerns. The third reflects the fact
that many older cancer survivors have multiple primary and specialty health care providers
and multiple comorbidities with little guidance as to how to negotiate care. Each of these
suggests an avenue for nursing interventions to improve effective communication between
older adults and their HCPs.

The positive relationship between communication difficulties and negative attitudes from
HCPs is noteworthy. One interpretation of this finding is that the negative attitudes that older
adults perceived from communication with their HCPs may lead to difficulty in talking about
symptoms. Older cancer survivors are possibly discouraged from actively reporting their
physical discomforts and seeking additional information because of perceived negative
attitudes from their HCPs. Because older adults trust and prefer information from HCPs rather
than other sources such as peer group or family,33 the attitudes of HCPs during communication
may significantly affect whether older adults share the necessary information HCPs need to
help older adults manage symptoms.6

Limitations
While this study found meaningful effects of barriers to managing symptoms on quality of life
in older cancer survivors, it also includes some limitations. Participants were limited to female,
primarily Caucasian, breast cancer survivors. There might be a gender or racial/ethnic
difference or difference by cancer type in managing or experiencing symptoms because of
different social roles and life experiences or interactions with the health care system. Another
limitation is the cross-sectional design. It is not known whether barriers to symptom
management are outcomes of experiences as a patient, or whether pre-existing attitudes serve
as barriers that influence interactions with health care providers. Future studies should include
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a longitudinal design with larger, more diverse samples. Finally, we did not have measures of
actual communication between patients and their health care providers. However, our findings
are consistent with studies of provider-patient communication in clinical settings.

Implications
This study provides evidence that patients' beliefs about symptom management, perceptions
about their communication with HCPs and the attitudes they perceive from their HCPs affects
their quality of life. To reduce the difficulties older breast cancer survivors perceive in
communicating about symptoms, HCPs may need to encourage older adults to report symptoms
and to express their feelings, including worries and anxiety related to a cancer recurrence. In
addition, informational supports including explanation about the benefits, necessity, and
importance of symptom management in older age may reduce the barriers patients report.9,
34 Providers working with older cancer survivors should reflect on their own attitudes toward
and beliefs about older adults. The findings of this study suggest that HCPs need to be more
cautious in expressing feelings or attitudes that could be perceived as negative aging
stereotypes by older adults. These attitudes may be related to a lack of knowledge as well as
inappropriate generalizations about older adults due to insufficient contacts in limited
situations.35 Therefore, HCPs working with older adults need to understand what their older
adults believe about the nature of health and treatment, and they should encourage older adults
to communicate actively.36

In summary, this study found that older breast cancer survivors experience barriers to symptom
management and that barriers are related to their psychosocial quality of life. Psycho-
educational interventions that provide both informational and communication supports should
be tested to determine if they reduce barriers to symptom management and improve quality of
life. The findings of this study can guide future studies in developing strategies to enhance the
quality of life of an increasing number of older cancer survivors.
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Table 2

Number and Percentage of Older Cancer Survivors (N=58) Reporting Negative Attitudes from HCPs and
Difficulties in Communicating about Symptoms

Items n %

Communication Attitudes
 You shouldn't be so concerned, worried, or anxious about breast cancer now. 7 12.1
 You're better off than a lot of women who have had breast cancer. 8 13.8
 You should be thankful you've lived as long as you have. 4 6.9
 A lot of women with breast cancer are worse off than you. 7 12.1
 Compared to other women with breast cancer, your problems are minor. 7 12.1
 It's not necessary for you to know the details about your condition. 6 10.3
 You're worrying too much. 5 8.6
Communication Difficulties
 Worry that I am ignoring symptoms that may be serious. 10 16.9
 Worry that I will be labeled a “problem patient” or “neurotic” if I talk about my
symptoms or concerns. 4 6.8
 Not knowing for sure which symptoms to tell my doctor about. 16 27.1
 Not knowing if my doctors are communicating with each other about my health
care. 14 25.4
 Not knowing which doctor I should talk to about different symptoms. 17 30.5
 Not feeling comfortable talking about my symptoms because they may seem minor,
and I don't want to be a “complainer. 9 15.3

NOTE: N = 58 due to 3 missing values.
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