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Abstract

Purpose The objectives of this study were to examine the

differences in health status (HS) of women with breast

cancer (BC) at different moments in time, and between

women scoring high and not high on trait anxiety, and to

identify possible predictors of HS 6 and 12 months after

surgery.

Methods Patients (N = 223) completed a trait anxiety

questionnaire before diagnosis. Women who received a

diagnosis of BC completed a BC-specific HS questionnaire

1, 3, 6 and 12 months after surgery. ANCOVA for repeated

measures and multiple regression analysis were used in the

analyses.

Results Women scoring high on trait anxiety had signif-

icant (P \ .005) lower Body image, worse Future per-

spective and Sexual functioning, and more Side-effects

than women who did not score high on trait anxiety. At 6

and 12 months after surgery, the same aspects of HS were

predicted by higher trait anxiety scores.

Conclusions Higher scores on trait anxiety resulted in

worse scores on four HS domains, indicating that there

should be more attention for this group of patients, even

before treatment starts.

Keywords Oncology � Breast cancer � Health status �
Trait anxiety � Treatment

Introduction

Breast cancer is the most widespread form of cancer in

Europe [1]. Since incidence rates are still increasing but

mortality is decreasing [1, 2], more and more women are

survivors of breast cancer. For these women, health status

(HS), defined as ‘‘well-being in terms of physical, mental,

and social condition’’ [3], is an important outcome, next to

their medical condition. HS has been examined in different

studies with various measures, for instance among long-

term survivors ([5 years) of breast cancer [4]. In these

women, overall HS was fairly good. The most frequently

reported complaints were sexual problems and arm prob-

lems [4]. When HS was measured within 2 years after

diagnosis, DiSipio et al. [5] found that younger breast

cancer survivors (\50 years) 1 year after diagnosis had a

HS comparable with the normal population. Women of

50 years and older already had a HS comparable with the
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normal population 6 months after diagnosis. Inconsistent

with these results, other studies noted that 1 year after

surgery, cognitive and social functioning in breast cancer

survivors were impaired compared with the normal popu-

lation [6], and the HS of younger women was more

impaired than that of older women [7, 8]. There are recent

studies that indicate that HS is also affected by socio-

economic status and comorbidity [9, 10].

A factor that is associated with the level of HS in breast

cancer patients, although not studied frequently, is trait

anxiety, i.e. the disposition to experience anxiety in

threatening situations. Schreier et al. [11] for example,

found that trait anxiety correlates negatively with HS

scores in breast cancer patients. Trait anxiety also predicted

higher levels of distress in breast cancer patients [12], with

higher levels of distress being directly related to a decrease

in HS [13]. A recent study in patients with rectal cancer

showed that higher trait anxiety levels predicted worse HS

[14].

In this longitudinal, prospective study, trait anxiety was

measured in patients before they received a diagnosis.

Subsequently, HS was measured at different moments in

time after diagnosis and treatment. This makes it possible

to look at the relation between trait anxiety and the dif-

ferent aspects of HS, as well as looking at the course of HS

in time.

The goals of this study were to examine (1) whether

women who score high on trait anxiety have a different HS

across time compared with women who do not score high

on trait anxiety, and (2) which factors predict HS 6 months

and 1 year after surgery. The expectation was that women

who scored high on trait anxiety had a worse HS than

women who did not score high on trait anxiety. Further-

more, trait anxiety was expected to predict HS at 6 and

12 months after surgery.

Methods and patients

Patients

This study was part of a larger study, concerning the

relationship between personality, surgical treatment and

quality of life in women with early-stage breast cancer. In

this larger study, all women visiting the outpatient clinic of

the St Elisabeth Hospital in Tilburg (from January 2002

until June 2007), the Maasland Hospital in Sittard (from

June 2004 until March 2006), and the Jeroen Bosch Hos-

pital in Den Bosch (from January 2006 until June 2007),

The Netherlands, were asked to participate. They were

referred by their general practitioner with either a palpable

lump in the breast or an abnormality on the screening

mammography and a negative medical history for breast

disease. At their first appointment with a specialized

mamma-care nurse (a nurse who is specialized in the care

for breast cancer patients), they were informed about the

study and when women agreed to participate, they com-

pleted an informed consent and a set of questionnaires

(Time 1). This was before they knew the diagnosis of the

breast problem they visited the outpatient clinic for. Of the

799 women who visited one of the outpatient clinics with a

problem of the breast, 286 (35.8%) were diagnosed with

early-stage breast cancer. The other 513 (64.2%) patients

appeared to have a benign breast problem. Of the 286

women with breast cancer, 223 (78%) completed the first

set of questionnaires, including a questionnaire about trait

anxiety. Patients with breast cancer included in this study

were in the situation that they had a choice in their surgical

treatment: they could choose either for breast conserving

therapy (BCT) or for mastectomy (MTC). The breast

cancer patients received additional questionnaires at 1

(Time 2), 3 (Time 3), 6 (Time 4) and 12 months (Time 5)

after surgical treatment (see Fig. 1). Exclusion criteria for

the current study were not being able to speak and/or read

Dutch, having cognitive problems, a medical history with

breast disease, advanced-stage breast cancer or a benign

breast problem. This study was approved by the Medical

Ethical Committee (ccMo NL15659.008.06).

Questionnaires

HS was measured at Time 2, Time 3, Time 4, and Time 5

using the validated disease-specific European Organisation

for Research and Treatment of Cancer Quality of Life

Questionnaire Breast Cancer module (EORTC QLQ-

BR23) [15, 16]. This 23-item questionnaire is developed

for breast cancer patients at different stages of their disease

and with varying treatment modalities. The EORTC QLQ-

BR23 measures the functional scales Body image (4 items),

Sexual functioning (2 items), Sexual enjoyment (1 item;

179 participants 1month after surgery

165 participants 12 months after surgery

168 participants 6 months after surgery

172 participants 3 months aftersur gery

Drop-out 3 

Drop-out 4 

Drop-out 7 

Total drop-out 
58 (26%)

223 participants before surgery

Drop-out 44 

Fig. 1 Flowchart of the study
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only to be completed when patient is sexually active), and

Future perspective (1 item; ‘‘Were you worried about your

health in the future?’’) and the disease symptom scales

Systemic therapy side-effects (7 items), Breast symptoms

(4 items), Arm symptoms (3 items), and Upset by hair loss

(1 item; only to be completed if patient had hair loss).

Answers vary from 1 (not at all) to 4 (very much). Higher

scores on the functional scales represent a higher level of

functioning, while higher scores on the symptom scales

represent more symptomatology.

Trait anxiety was measured at Time 1 with the trait

anxiety subscale of the State-Trait Anxiety Inventory

(STAI) at Time 1 [17, 18]. The STAI measures trait anxiety

with 20 items. Answers range from 1 (almost never) to 4

(almost always). It is a frequently used questionnaire with

good psychometric properties [18]. For some analyses, the

scores on trait anxiety were dichotomized in high or not

high. A cut-off score of 44 or higher was used to determine

high trait anxiety [18]. The definition of this cut-off score

was based on normative data for women between 40 and

59 years [19] and was construed using the mean score

(34.2) plus 1 SD (9.87).

Demographic variables included in the study were age and

marital status. Level of education and work status were

assessed to use as an approximation of socio-economic status.

Medical records

The following information was retrieved from patients’

medical files: the disease stage at diagnosis [20], type of

operation, and adjuvant treatment (chemotherapy, radio-

therapy, hormone treatment).

Statistical procedure

For baseline measures, Chi-square (discrete variables) and

independent samples T tests (continuous variables) were

used to compare participants and non-participants, and the

trait anxiety groups (dichotomized in high or not high) with

regard to age, partner, children, education, work, disease

stage at diagnosis, level of trait anxiety, surgical treatment,

and adjuvant treatment. ANCOVA for repeated measures

was used to examine differences in HS scores between

measurements in time and between patients with different

trait anxiety scores (dichotomized in high or not high).

Additionally, univariate regression analysis was used to

select factors for the multivariate linear regression analyses

(MRA). The dependent variables in the univariate regres-

sion were Body image, Sexual functioning, Future per-

spective, Systemic therapy side-effects, Breast symptoms

and Arm symptoms at T4 and T5. Independent variables

were age, partner yes/no, children yes/no, education, work

yes/no, level of trait anxiety (continuous total score),

screening referral yes/no, disease stage at diagnosis, sur-

gical treatment, adjuvant therapy yes/no, chemotherapy

yes/no, radiotherapy yes/no, and hormone therapy yes/no.

The significant independent variables of the univariate

regression analysis were imported in the backward MRA

that was performed to identify those factors that best pre-

dicted patients’ scores on the EORTC QLQ-BR23 at Time

4 and Time 5. All analyses were performed with the Sta-

tistical Package for Social Sciences (SPSS) version 14.0.

Results

Of 286 eligible women with breast cancer, 223 (78%)

participated in the study. There were no differences in age,

disease stage, type of operation, and receiving adjuvant

therapy between participants and non-participants. Demo-

graphic and medical information of participants is sum-

marized in Table 1.

About 40% was diagnosed with disease stage I. Regarding

surgical treatment, 107 women had BCT and 114 women

received MTC. Women with BCT and MTC significantly

differed on receiving adjuvant therapy and disease stage; i.e.

BCT patients more often had adjuvant therapy (P \ .001)

and were in a lower disease stage at diagnosis (P = .002).

Women scoring high on trait anxiety (37%) had a lower

education level (P = .005) and were older (P = .041) than

women not scoring high on trait anxiety. There were no

differences concerning other demographic and medical

factors. Disease stage, receiving adjuvant therapy, type of

surgery, educational level, and age were included as covar-

iates in the subsequent analyses. During the study, 58 women

(26%) dropped out within 12 months after surgery. Reasons

for drop-out were ‘not interested’, ‘do not want to be con-

fronted with the past,’ or ‘too much work’ (Fig. 1). Partici-

pants and drop-outs only differed on age (P = .008), with

drop-outs being older than participants.

In the MRA, the total score on trait anxiety was included

following the goal of the study. Age, disease stage, receiving

adjuvant therapy, type of surgery, and educational level

were included because these factors differed between

groups. In addition, significant factors of the univariate

analyses were included, namely chemotherapy and screen-

ing referral for Body image, marital status for Sexual

functioning, chemotherapy and hormone therapy for Sys-

temic therapy side-effects, and children, radiotherapy, and

screening referral for Breast symptoms (see Table 2).

Functional scales

The high trait anxiety group had a lower Body image than

the no-high group (P = .003). The covariate type of sur-

gery was also significant. The BCT group had a higher
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Body image than the MTC group at all measurements

(P = .006). More positive Body image scores at Time 4

and Time 5 was predicted by lower scores on trait anxiety,

BCT, and older age. Receiving chemotherapy predicted a

more negative Body image, but only at Time 4 (Table 3).

Women who did not score high on trait anxiety had a

more positive Future perspective than women who did

score high on trait anxiety (P \ .001) (see Fig. 2). The

latter group had a more unusual course of Future per-

spective. Between Time 3 and Time 4 their Future per-

spective dropped seriously (P \ .001). At Time 5, their

Future perspective had increased to approximately their

Time 2 level. This pattern is reflected in the interaction

effect of time and trait anxiety (P \ .001).

More positive Future perspective at Time 4 was pre-

dicted by lower scores on trait anxiety and older age. Trait

Table 2 Outcomes of the univariate regression analyses of demographic and medical factors on the EORTC QLQ-BR23 domains: P values

BI T4 FP T4 SF T4 SE T4 BS T4 AS T4 BI T5 FP T5 SF T5 SE T5 BS T5 AS T5

Age .002 .025 .001

Screening referral .014 .042

STAI total score .006 \.001 \.001 .004 .034 .020 \.001 .011 .008 .022

Adjuvant treatment .016

Chemotherapy .001 \.001 .038

Radiotherapy .003 \.001

Hormonal treatment .029

Type of surgery .001 .007 .005 \.001

Disease stage .045 .003

Educational level .017 .018 .012

Children .017

Work

Partner .007 \.001

BI Body image, FP future perspective, SF sexual functioning, SE systemic therapy side-effects, BS breast symptoms, AS arm symptoms, T4
measurement 6 months after surgical treatment, T5 measurement 12 months after surgical treatment

Note: Only significant results are shown

Table 1 Demographic and

medical information of the

breast cancer patients

(N = 223)

* Screening referral Women

referred by the national breast

cancer screening program

Demographic information Medical information

Age Screening referral*

Mean ± SD 58.7 ± 9.4 Yes 151 (67.7%)

Partner No 72 (32.3%)

Yes 179 (80.2%) Disease stage

No 37 (16.6%) Stage 0 24 (10.8%)

Missing 7 (3.1%) Stage I 93 (41.7%)

Children Stage IIa 70 (31.4%)

Yes 191 (85.7%) Stage IIb 35 (15.7%)

No 29 (13.0%) Indefinable 1 (0.4%)

Missing 3 (1.3%) Type of operation

Educational level Breast conserving therapy 107 (48.0%)

Low 85 (38.1%) Mastectomy 114 (51.1%)

Middle 95 (42.6%) No operation 2 (0.9%)

High 37 (16.6%) Adjuvant therapy

Missing 6 (2.7%) Received chemotherapy 60 (26.9%)

Work status Received radiotherapy 117 (52.2%)

Employed 85 (38.1%) Received hormone treatment 87 (39.0%)

Unemployed 135 (60.5%)

Missing 3 (1.3%)

868 Qual Life Res (2011) 20:865–873
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anxiety was the only predictor of more positive Future

perspective at Time 5 (Table 3), i.e., lower scores on trait

anxiety predicted higher Future perspective.

The women with a high score on trait anxiety reported

lower Sexual functioning than the other women (P =

.002). There was an interaction effect between time and

chemotherapy, showing that the course of Sexual func-

tioning for women with or without chemotherapy differed

across time (P = .045). Two different factors predicted

better Sexual functioning at Time 4 and Time 5, namely

lower scores on trait anxiety and having a partner. Younger

age was a predictor of a higher level of Sexual functioning

at Time 5 (Table 3).

Symptom scales

Women high on trait anxiety reported more Side-effects

than the other women (P = .001) (Fig. 3). There was

an interaction effect between time and chemotherapy

(P = .012) reflecting that women without chemotherapy

have a constant level of Side-effects across time and

women with chemotherapy experienced a major increase in

Side-effects 3 months after surgery. Side-effects decreased

toward 12 months after surgery, but the level stayed above

that of women without chemotherapy. Receiving chemo-

therapy and having a higher score on trait anxiety were

significant predictors of more Side-effects at Time 4. At

Table 3 Predictors of the

functional scales at 6 and

12 months after surgery

6 months after surgery 12 months after surgery

b P Tot. adj. R2 b P Tot. adj. R2

Body image

Trait anxiety -.311 \.001 -.257 .002

Type of surgery -.239 .002 -.266 .001

Age .259 .001 .256 .002

Chemotherapy -.173 .031 23.5% 15.7%

Future perspective

Trait anxiety -.497 \.001 -.335 \.001

Age .166 .025 25.0% 10.5%

Sexual functioning

Trait anxiety -.330 \.001 -.232 .007

Partner .192 .023 .277 .002

Age 13.2% -.212 .015 17.5%

12 months after 
surgery

6 months after 
surgery

 3 months after 
surgery

1 month after 
surgery

75,00

70,00

65,00

60,00

55,00

50,00

45,00

40,00

S
co

re
s 

o
n

 F
u

tu
re

 P
er

sp
ec

ti
ve

 S
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le

Future Perspective

high
not high

trait anxiety

Fig. 2 Scores on the Future Perspective scale of the EORTC QLQ-

BR23 for women scoring high and not high on trait anxiety

Fig. 3 Scores on the Systemic Therapy Side-effects scale of the

EORTC QLQ-BR23 for women scoring high and not high on trait

anxiety
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Time 5, only higher scores on trait anxiety significantly

predicted more Side-effects (see Table 4).

Trait anxiety did not interfere with Breast symptoms,

but type of surgery did. BCT resulted in significantly

(P = .007) more Breast symptoms than MTC. More Breast

symptoms at Time 4 were predicted by receiving radio-

therapy, a lower educational level and not having children.

Educational level remained a predictor at Time 5, and

receiving BCT predicted more Breast symptoms (Table 4).

Arm symptoms differed between women in different

disease stages (P = .015). A higher disease stage resulted

in more Arm symptoms. Worse scores on Arm symptoms

at Time 4 and Time 5 were predicted by lower educational

level (see Table 4).

Discussion

In this study, we examined the relationship between trait

anxiety and HS, taking into account multiple demographic,

personality, and medical factors. HS contains six domains

in this study, and four of those domains, namely Body

image, Future perspective, Sexual functioning, and Side-

effects were negatively affected by trait anxiety.

Trait anxiety

One of the goals of this study was to examine whether there

were differences in HS between women who scored high

on trait anxiety and women who did not score high on trait

anxiety. Based on earlier studies [11, 12, 21], we expected

that women with a high score on trait anxiety would have

lower scores on HS. Indeed trait anxiety seemed to play an

important role in the HS of women with breast cancer,

especially with regard to Body image, Future perspective,

Sexual functioning, and Side-effects. On these scales of the

EORTC QLQ-BR23, women who scored high on trait

anxiety had significant worse outcome than women who

did not score high on trait anxiety, even 12 months after

surgical treatment. A remarkable result was, for example,

the course of Future perspective of women with high scores

on trait anxiety (see Fig. 2). There is a significant decrease

in their Future perspective 6 months after surgery took

place. An explanation could be that when treatment has

ended, patients are uncertain about how to pick up their

lives.

Furthermore, trait anxiety was the only factor that sig-

nificantly and negatively predicted Body image, Future

perspective and Sexual functioning at 6 and 12 months

after surgery, implying that other factors such as disease

stage and treatment have less impact on HS than this per-

sonality trait. Comparable results were found in three other

studies, even though in these studies (HR) QoL [11, 21]

and psychological stress [12] were used as outcome

measures.

Moreover, higher trait anxiety predicted more Systemic

therapy side-effects at 6 and 12 months after surgery (see

Fig. 3). This could be due to the fact that patients scoring

high on trait anxiety believe that they will experience more

side-effects of their systemic therapy, as mentioned in the

study of Cameron and colleagues [22]. There was no rela-

tion between trait anxiety and Arm and Breast symptoms.

Demographic factors

Another factor besides trait anxiety that predicted more

than one domain of HS was age. Older age predicts a better

Body image at 6 and 12 months after surgery and a more

positive perspective on the future at 6 months after surgery.

Multiple explanations could be considered here. One pos-

sibility is that younger women more often have an

advanced stage of breast cancer, or a more aggressive

tumor. In these cases, treatment can be more invasive and

mutilating and more often includes chemotherapy, which is

Table 4 Predictors of the

symptoms scales at 6 and

12 months after surgery

6 months after surgery 12 months after surgery

b P Tot. adj. R2 b P Tot. adj. R2

Side-effects

Chemotherapy .340 \.001

Trait anxiety .299 \.001 16.9% .249 .005 5.3%

Breast symptoms

Radiotherapy .251 .002

Children -.233 .004

Educational level -.223 .006 -.224 .008

Type of surgery 14.3% -.378 \.001 17.3%

Arm symptoms

Educational level -.204 .016 3.5% -.177 .048 2.3%
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also a predictor for worse HS [5, 7]. Another explanation

could be that a diagnosis of BC and the subsequent treat-

ment possibly disrupts the course of life more in younger

women than in older women [23, 24].

Contrary to the previous result where older age was

related to more positive outcomes, better Sexual func-

tioning at 12 months after surgery was predicted by

younger age. Presumably, this has a relation with meno-

pause and menopausal symptoms. Most of the older

women have past their menopause, but in younger women,

only those who had systemic therapy might have meno-

pausal symptoms which can lead to decreased sexual

enjoyment [7]. This relation between age and Sexual

functioning was also found in other studies that used the

EORTC QLQ-BR23 [25, 26].

Other demographic factors with an influence on HS

were educational level, having children, and having a

partner. A higher educational level predicted less Breast

and Arm symptoms at 6 months after surgery, and less

Breast symptoms at 12 months after surgery. Earlier

research revealed the same relation between education and

Breast and Arm symptoms [27]. A possible reason for this

could be that higher educated women are more likely to

learn about how to take care of their wounds and how to

exercise and use their arm. Having children predicted less

Breast symptoms at 6 months after surgery, and having a

partner predicted better Sexual functioning at 6 and

12 months after surgery.

Disease-specific factors: treatment

Type of surgery had a significant relation with Body image:

women that had BCT had a better Body image than women

that had MTC, during the 12 months after surgery. This

outcome is also supported by multiple studies [28–30]. A

more unexpected result was that women with BCT reported

much more Breast symptoms than women that had MTC.

BCT also significantly predicted more Breast symptoms at

Time 5. Since MTC is medically more invasive than BCT,

it would be obvious to expect that MTC causes more Breast

symptoms. The current outcome could possibly be attrib-

uted to treatment features: in BCT radiotherapy is part of

regular treatment, while women that have MTC almost

never receive radiotherapy. Radiotherapy can therefore not

be seen apart from type of surgical treatment. From the

regression analysis, we also learned that not receiving

radiotherapy was a predictor for less Breast symptoms.

These facts together can obviously explain why women

with BCT have more Breast symptoms: radiotherapy can

cause irritation of the skin and wounds heal slower [31].

Another possible explanation is a linguistic one: in the

questionnaire, women are asked about complaints in the

area of their affected breast. Perhaps, women that had an

MTC reason that they do not have a breast anymore (for

MTC removes the breast in total), and they do not report

possible complaints as complaints of their breast. In the

study of King et al. [27], there was no significant difference

reported in Breast symptoms between BCT and MTC, and

apart from that study there is no specific literature about

this topic, so more research is needed to clarify this result.

Besides type of surgery, there were other treatment

factors that predicted HS. Receiving chemotherapy pre-

dicted more Side-effects and worse Body image at Time 4.

Radiotherapy predicted worse Future perspective and more

Breast symptoms at Time 4. These results are in line with a

recent study on adjuvant therapy and HR-QoL [32]. In

contrast to what Buijs et al. [33] found, there was a relation

between hormone therapy and Arm symptoms: receiving

hormone therapy predicted less Arm symptoms at Time 5.

This could have a relation with other factors, like radio-

therapy, but more research needs to be done about this

topic.

Limitations of this study

In this study, only women with early-stage breast cancer

were included (see Table 1). An advantage is the homoge-

neity of the data, but the disadvantage is that it is not pos-

sible to generalize the conclusions to other patient groups,

such as late-stage or recurrent breast cancer patients. Fur-

thermore, there was a selection effect on two items of the

EORTC QLQ-BR23: the items about ‘Upset by hair loss’

and ‘Sexual enjoyment’ only had to be answered if women

actually did have hair loss or were sexually active, respec-

tively. Due to these criteria, not enough patients answered

the questions to evaluate them in this study. To counter this

problem and other potential power problems, more women

need to be included in future research.

In this study, radiotherapy was introduced as an inde-

pendent variable. We realize that there is an overlap

between radiotherapy and type of surgery, i.e. usually

women who receive BCT also get radiotherapy. Likewise,

radiotherapy is usually not a part of MTC treatment.

However, because in this study there were 10 women

(9.3% of BCT) who received BCT but not radiotherapy,

and 20 women (17.5% of MTC) who received MTC and

radiotherapy, we decided to maintain radiotherapy as an

independent variable.

In conclusion, trait anxiety is strongly associated with

the HS of breast cancer patients in the first year after sur-

gery. This insight into the personality of patients could be a

first indication of better monitoring patients that have a

higher risk of having a worse HS after diagnosis and

treatment of their disease. Since HS is an important end-

point of treatment in breast cancer patients nowadays,

psychosocial support should be deployed to guide these
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high-risk patients through the process of their disease and

possibly thereafter.

Furthermore, it should not be accepted unquestioningly

that women who had BCT do better than women with

MTC. The results from this study pointed out that even

though BCT is, medically spoken, a less invasive treatment

than MTC, BCT patients can have serious Breast symp-

toms. There should therefore be close attention for medical

and psychosocial symptoms in women with MTC and

BCT.

The results of this study also have clinical implications.

Based on the present results, women scoring high on

anxiety are prone to experiencing more side-effects. Psy-

chological counseling aimed at these women could prob-

ably reduce side-effects. However, in order to provide this

treatment, high anxious women should be identified using

short, validated easy-to-administer trait anxiety question-

naires, such as the STAI [17, 18].

Open Access This article is distributed under the terms of the

Creative Commons Attribution Noncommercial License which per-

mits any noncommercial use, distribution, and reproduction in any
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References

1. Ferlay, J., Autier, P., Boniol, M., Heanue, M., Colombet, M., &

Boyle, P. (2007). Estimates of the cancer incidence and mortality

in Europe in 2006. Annals of Oncology, 18(3), 581–592.

2. Jatoi, I., & Miller, A. B. (2003). Why is breast-cancer mortality

declining? Lancet Oncol, 4(4), 251–254.

3. An international glossary for general/family practice. WONCA

Classification Committee. (1995). Family Practice, 12(3),

341–369.

4. Mols, F., Vingerhoets, A. J., Coebergh, J. W., & Van de Poll-

Franse, L. V. (2005). Quality of life among long-term breast

cancer survivors: a systematic review. European Journal of
Cancer, 41(17), 2613–2619.

5. Disipio, T., Hayes, S., Newman, B., & Janda, M. (2008). Health-

related quality of life 18 months after breast cancer: comparison

with the general population of Queensland, Australia. Supportive
Care in Cancer, 16(10), 1141–1150.

6. Ahn, S. H., Park, B. W., Noh, D. Y., Nam, S. J., Lee, E. S., Lee,

M. K., et al. (2007). Health-related quality of life in disease-free

survivors of breast cancer with the general population. Annals of
Oncology, 18(1), 173–182.

7. Hopwood, P., Haviland, J., Mills, J., Sumo, G., & Bliss, J. M.

(2007). The impact of age and clinical factors on quality of life in

early breast cancer: an analysis of 2,208 women recruited to the

UK START trial (standardisation of breast radiotherapy trial).

Breast, 16(3), 241–251.

8. Engel, J., Kerr, J., Schlesinger-Raab, A., Sauer, H., & Holzel, D.

(2004). Quality of life following breast-conserving therapy or

mastectomy: results of a 5-year prospective study. Breast Jour-
nal, 10(3), 223–231.

9. Shin, H. W., Noh, D. Y., Lee, E. S., Nam, S. J., Park, B. W., Ahn,

S. H., et al. (2009). Correlates of existential well-being and their

association with health-related quality of life in breast cancer

survivors compared with the general population. Breast Cancer
Research and Treatment, 118(1), 139–150.

10. Zebrack, B. J., Yi, J., Petersen, L., & Ganz, P. A. (2008). The

impact of cancer and quality of life for long-term survivors.

Psychooncology, 17(9), 891–900.

11. Schreier, A. M., & Williams, S. A. (2004). Anxiety and quality of

life of women who receive radiation or chemotherapy for breast

cancer. Oncology Nursing Forum, 31(1), 127–130.

12. Bleiker, E. M., Pouwer, F., Van der Ploeg, H. M., Leer, J. W., &

Ader, H. J. (2000). Psychological distress two years after diag-

nosis of breast cancer: frequency and prediction. Patient Edu-
cation and Counseling, 40(3), 209–217.

13. Hevey, D., McGee, H. M., & Horgan, J. (2007). Relationship of

initial level of distress to changes in health-related quality of life

during cardiac rehabilitation or usual care. Psychosomatic Med-
icine, 69(8), 793–797.

14. Ristvedt, S. L., & Trinkaus, K. M. (2009). Trait anxiety as an

independent predictor of poor health-related quality of life and

post-traumatic stress symptoms in rectal cancer. British Journal
of Health Psychology, 14(Pt 4), 701–715.

15. Sprangers, M. A., Groenvold, M., Arraras, J. I., Franklin, J., Te

Velde, A., Muller, M., et al. (1996). The European organization

for research and treatment of cancer breast cancer-specific qual-

ity-of-life questionnaire module: first results from a three-country

field study. Journal of Clinical Oncology, 14(10), 2756–2768.

16. Montazeri, A., Harirchi, I., Vahdani, M., Khaleghi, F., Jarvandi,

S., Ebrahimi, M., et al. (2000). The EORTC breast cancer-spe-

cific quality of life questionnaire (EORTC QLQ-BR23): trans-

lation and validation study of the Iranian version. Quality of Life
Research, 9(2), 177–184.

17. Spielberger, C. D., Gorsuch, R. L., & Lushene, R. E. (1970). The
State-Trait Anxiety Inventory manual. Palo Alto, CA: Consulting

Psychologists Press.

18. Van der Ploeg, H. M., Defares, P. B., & Spielberger, C. D.

(1980). ZBV. A Dutch-language adaptation of the Spielberger
State-Trait Anxiety Inventory. Lisse, The Netherlands: Swets&

Zeitlinger.

19. Spielberger, C., Gorsuch, R., Lushene, R., Vagg, P., & Jacobs, G.

(1983). Manual for the State—Trait Anxiety Inventory. Palo Alto,

CA: Consulting Psychologists Press.

20. Greene, F. L., Page, D. L., Fleming, I. D., Fritz, A. G., Balch, C.

M., Haller, D. G., et al. (2002). American joint committee on
cancer staging manual (6th ed.). New York, NY: Springer.

21. Van der Steeg, A. F., De Vries, J., Van der Ent, F. W., &

Roukema, J. A. (2007). Personality predicts quality of life six

months after the diagnosis and treatment of breast disease. Annals
of Surgical Oncology, 14(2), 678–685.

22. Cameron, L. D., Leventhal, H., & Love, R. R. (1998). Trait

anxiety, symptom perceptions, and illness-related responses

among women with breast cancer in remission during a tamoxifen

clinical trial. Health Psychology, 17(5), 459–469.

23. Ganz, P. A., Greendale, G. A., Petersen, L., Kahn, B., & Bower,

J. E. (2003). Breast cancer in younger women: reproductive and

late health effects of treatment. Journal of Clinical Oncology,
21(22), 4184–4193.

24. Hartl, K., Schennach, R., Muller, M., Engel, J., Reinecker, H.,

Sommer, H., et al. (2010). Quality of life, anxiety, and onco-

logical factors: a follow-up study of breast cancer patients.

Psychosomatics, 51(2), 112–123.

25. Browall, M. M., Ahlberg, K. M., Persson, L. O., Karlsson, P. O.,

& Danielson, E. B. (2008). The impact of age on HHealth-

Related Quality of Life (HRQoL) and symptoms among post-

menopausal women with breast cancer receiving adjuvant

chemotherapy. Acta Oncologica, 47(2), 207–215.

26. Fehlauer, F., Tribius, S., Mehnert, A., & Rades, D. (2005).

Health-related quality of life in long term breast cancer survivors

treated with breast conserving therapy: impact of age at therapy.

Breast Cancer Research and Treatment, 92(3), 217–222.

872 Qual Life Res (2011) 20:865–873

123



27. King, M. T., Kenny, P., Shiell, A., Hall, J., & Boyages, J. (2000).

Quality of life three months and 1 year after first treatment for

early stage breast cancer: influence of treatment and patient

characteristics. Quality of Life Research, 9(7), 789–800.

28. De Haes, J. C., van Oostrom, M. A., & Welvaart, K. (1986). The

effect of radical and conserving surgery on the quality of life of

early breast cancer patients. European Journal of Surgical
Oncology, 12(4), 337–342.

29. Curran, D., Van Dongen, J. P., Aaronson, N. K., Kiebert, G.,

Fentiman, I. S., Mignolet, F., et al. (1998). Quality of life of

early-stage breast cancer patients treated with radical mastectomy

or breast-conserving procedures: results of EORTC Trial 10801.

The European Organization for Research and Treatment of

Cancer (EORTC), Breast Cancer Co-operative Group (BCCG).

European Journal of Cancer, 34(3), 307–314.

30. Kenny, P., King, M. T., Shiell, A., Seymour, J., Hall, J., Lang-

lands, A., et al. (2000). Early stage breast cancer: costs and

quality of life 1 year after treatment by mastectomy or conser-

vative surgery and radiation therapy. Breast, 9(1), 37–44.

31. Lilla, C., Ambrosone, C. B., Kropp, S., Helmbold, I., Schmezer,

P., von Fournier, D., et al. (2007). Predictive factors for late

normal tissue complications following radiotherapy for breast

cancer. Breast Cancer Research and Treatment, 106(1), 143–150.

32. Browall, M., Ahlberg, K., Karlsson, P., Danielson, E., Persson, L.

O., & Gaston-Johansson, F. (2008). Health-related quality of life

during adjuvant treatment for breast cancer among postmeno-

pausal women. European Journal of Oncology Nursing, 12(3),

180–189.

33. Buijs, C., de Vries, E. G., Mourits, M. J., & Willemse, P. H.

(2008). The influence of endocrine treatments for breast cancer

on health-related quality of life. Cancer Treatment Reviews,
34(7), 640–655.

Qual Life Res (2011) 20:865–873 873

123


	Trait anxiety predicts disease-specific health status in early-stage breast cancer patients
	Abstract
	Purpose
	Methods
	Results
	Conclusions

	Introduction
	Methods and patients
	Patients
	Questionnaires
	Medical records
	Statistical procedure

	Results
	Functional scales
	Symptom scales

	Discussion
	Trait anxiety
	Demographic factors
	Disease-specific factors: treatment
	Limitations of this study

	Open Access
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


