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Objective—Un Abrazo Para La Familia [A Hug for the Family] is an intervention designed to
increase the accessibility of cancer information to low-income and medically underserved co-
survivors of cancer. Co-survivors are family members or friends of an individual diagnosed with
cancer. Our goal was to increase socio-emotional support for co-survivors, and improve skills in
coping with cancer. The purpose of our pilot study was to explore the effectiveness of the
intervention in increasing cancer knowledge and self-efficacy among co-survivors.

Methods—Un Abrazo consisted of three one-hour sessions, in either Spanish or English.
Sessions were delivered by a trained promotora [community health worker], in partnership with a
counselor. Sixty participants completed measures of cancer knowledge and self-efficacy preceding
(pre-test) and following the intervention (post-test).

Results—From pre- to post-test, the percentage of questions answered correctly about cancer
knowledge increased (p < .001), as did ratings of self-efficacy (p < .001). Decreases were seen in
“Do not know” responses for cancer knowledge (p < .01), with a negative correlation between
number of “Do not knows” on cancer knowledge at pre-test and ratings of self-efficacy at pre-test
(r = −.47, p < .01).

Conclusions—When provided an accessible format, co-survivors of cancer from underserved
populations increase their cancer knowledge and self-efficacy. This is notable because research
indicates that family members and friends with increased cancer knowledge assume more active
involvement in the cancer care of their loved ones.
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The work of families facing cancer is both bolstered and informed by culture and social
class—by family values, beliefs, customs, and language [1]. Families include persons
important to the individual with cancer: partners, relatives, friends, etc. [2]. Family members
can be as deeply affected by the cancer experience as the cancer survivors themselves [3].
The term “co-survivor” is emerging in the literature, in part, it would appear, to clarify
survivor status between those who have been diagnosed with cancer and those who have
been affected by the diagnosis. It is understood that “co-survivors can be family members,
spouses or partners, friends, health care providers or colleagues….” (http://ww5.komen.org/
BreastCancer/FriendsampFamily.html). Co-survivors of cancer may suffer post-traumatic
stress from the cancer experience if their needs and concerns are not addressed [4]. A recent
Institute of Medicine [5] report identified six domains of inadequately addressed
psychosocial problem areas to include patient and family understanding of the illness,
treatments, and services.

Researchers have reported that “the adverse effect of living with someone else’s cancer may
be assuaged through the provision of information, education, and support” [6, p. 129]. In
particular, researchers have found that co-survivor beliefs of mastery and self-efficacy can
serve as protective factors in caregiving situations [7]. Self-efficacy has been defined and
measured as “confidence in one’s ability to complete a task” [8, p. 112S]. Badger and
colleagues [9] found when cancer information was supplied in an accessible format to
prostate cancer survivors and their partners that cancer knowledge, self-efficacy and quality
of life increased. Further, education about cancer can decrease the psychological distress
experienced by cancer survivors and their co-survivors [10]. Interventions that train cancer
patients and their families to take a more active role in their care and to ask more appropriate
and relevant questions (i.e., patient activation) can improve health outcomes [11], as can
providing social support [12]. To date, however, few interventions have specifically
addressed the needs of low-income and underserved families. To this end, in our previous
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work, we called for attention both in research and in interventions to include a greater focus
on culture and social class [1] as a way to better understand the needs and experiences of co-
survivors of cancer in low-income families [13].

We named the intervention Un Abrazo Para La Familia [A Hug for the Family] because the
warm connotations of friendship and trust address important cultural values of the Hispanic
community. The intervention, here referred to as “Un Abrazo,” was developed to address the
unmet informational needs of low-income co-survivors, to both increase both cancer
knowledge and self-efficacy. The conceptual framework for the intervention reflects a
pairing of family systems [14, 15]and sociocultural theory [16] to address the need for
consideration of social class and culture [1]. Further, this understanding of the family is
aided by viewing co-survivors’ experiences as part of a biopsychosocial model within a
cancer-related system: that is, a system that includes the cancer itself, the patient, the family,
the medical team and the community [17].

Methods
Un Abrazo was provided as a community health outreach service in the metro area of a mid-
sized city in the southwestern United States. In the state, a third of Hispanic working-age
adults are without insurance coverage [18]. More than a third (39%) of Hispanics have less
than a high school education [19]. Given their lack of health care coverage and low
educational attainment, Hispanics in the state are considered to be at risk for being medically
underserved [20]. In the south and west sections of the city where this work was
concentrated, over 60% of the population is Hispanic (Mexican-American). The work was
carried out during 2010 in partnership with a federally qualified community health center
that primarily serves low-income and underserved populations and where 70,000 patients
access services annually. Community members were advised of the program through the
outreach efforts of a promotora [community health worker] employed by the partner
community health center. The promotora distributed program flyers in both English and
Spanish to local oncology service providers and at health fairs, by visiting community health
and parent support programs at public schools, by networking with other promotoras, and on
Spanish community radio.

Participants
Although eligibility requirements for the Un Abrazo classes included being either survivors
or co-survivors of breast cancer and being age 18 or older, the majority of participants, 83%
(n=60), were co-survivors. The data reported here refer to these 60 participant co-survivors.
The vast majority of the co-survivors were women (96.7%, n = 58). All reported being
Hispanic. Preferences of spoken and written language were for Spanish over English (both
above 83%). Age ranged from 25 to 69 (Mdn = 38, SD = 8.68). The majority were married
(73%). In terms of education, 40% of the participants reported having completed less than a
high school education. The median and mode number of years of education completed was
12 (SD = 3.65), with a range of 2 to 17 years. Half of the individuals reporting having some
form of health insurance, while the other half said that they did not have health insurance.
The majority (n = 44, 73.3%) used financial support such as food stamps. Most participants
reported being unemployed (54.2%), followed by being a housewife (16.9%), working part-
time (15.3%), or working full-time (13.6%).

As for the relationship to the loved one with cancer, most co-survivors were relatives.
Among the relatives were daughters (18.3%), nieces (11.7%), and cousins (10%); sisters,
granddaughters, and sisters-in-law (5% each); spouses or the participant had multiple family
members with cancer (3.3% each); as well as mother, neighbor, daughter-in-law, and
grandniece (1.7% each). Following relatives, the balance of co-survivors identified as
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friends of the person with cancer (21.7%). About one third of the participants (31.7%) knew
the year of diagnosis of their loved one (n=7, 2010; n=9, 2009; n=1, 2005; n=1, 1991; n=1,
1993), with the vast majority (84.2%) participating in the intervention within a year or two
of the diagnosis.

Design and procedure
The design for the study was a pre- and post-intervention evaluation. Our intervention was
offered as a free community health service with classes scheduled as needed to meet
community or family requests for the intervention. The intervention was tailored to meet the
needs of low-income, ethnically diverse, and medically underserved community [13] and
thus designed to increase the accessibility of psychosocial cancer information to co-
survivors of cancer near the time of a cancer diagnosis. Each class consisted of three hours
of informational and skill-building modules or sessions (see Figure 1)2 and averaged 6.5
participants. Classes were delivered collaboratively by a trained counselor and a promotora,
and provided a) evidence-based cancer information about coping with cancer and
caregiving, b) explanation of depression as a treatable illness and not unexpected with
cancer, and c) information about the risks of breast cancer. Class time was also allocated for
demonstration and practice of communication and problem-solving skills, and providing
emotional support. Classes were held in participant homes and other natural gathering places
such as public libraries, public health clinics serving underinsured and uninsured patients,
and public schools. The classes were delivered in Spanish or English, tailored to the
language preferences of participants.

Outcome measures and data collection
Before content was shared at the first intervention session of each class, participants
completed a 12-item modified version of the Cancer Knowledge Questionnaire (CKQ). The
CKQ was chosen to measure participants’ cancer-related knowledge, which is known to be a
first step in mastery and coping with cancer [7]. The CKQ has good content validity for
measuring the effectiveness of our cancer education intervention. It assesses understanding
of terms and concepts commonly used in breast cancer education materials and medical
records [21, 22] and has acceptable reliability as reported by internal consistency
(Cronbach’s alpha = .83) [22]. The CKQ was read aloud by both session leaders and
participants in turn, to assure low literacy was not a barrier to understanding the questions.
Responses were marked individually by participants. Example CKQ items include, “Cancers
are usually named for the body organ or tissue that was the starting place of the growth,”
and “If untreated, breast cancer may spread to other parts of the body.” Response choices are
True, False, or Don’t know.

Participants were also asked to respond to a measure of self-efficacy regarding cancer
knowledge via the statement: “I am confident that my knowledge of cancer and its treatment
is enough for me to be able to do what I need to do.” Response is given via a 10-point scale
ranging from Not true about me (1) to True about me (10). This measure has a reported
significant correlation with items on the CKQ) (r = .25) [21].

The CKQ and self-efficacy measure were completed by participants a second time after the
Un Abazo intervention sessions (post-test). In consultation with the Human Subjects
Protection Program of The University of Arizona, it was determined that the study was
exempt from further review by the institutional review board because it qualified as program
evaluation only. However, participants were advised via a document, titled “Guidelines of
Participation” and available in Spanish or English, that: “You will be asked to complete a
questionnaire before the first meeting and after the last meeting” and “You may choose not
to answer some or all of the questions.”
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Data analysis
We documented the extent to which the program had an effect on the participants’ cancer
knowledge and cancer-related self-efficacy. Our position was that establishing improvement
or benefit in these two areas would be pre-requisite for further evaluation of this program
and for this population. We use paired sample t-tests and Pearson correlations as appropriate
to test the effectiveness of the Un Abrazo program. That is, scores should be improved in the
post-test when compared to the pre-test. We report sample sizes for each analysis as the
sample size varied depending upon those available to complete the post-test. We used SPSS
version 19 for all analyses.

Results
Self-Efficacy and Cancer Knowledge

From pre- to post-test, self-efficacy significantly increased for co-survivors [t(30) = −7.58, p
< .001], with a pre-test mean result of 4.97 (SD = 2.50), compared to a post-test mean of
8.29 (SD = 1.40), almost twice as high. Additionally, the percentage of questions answered
correctly about cancer knowledge significantly increased for co-survivors [t(35) = −8.37, p
< .001], with a pre-test mean of 6.28 (SD = 2.08), compared to a post-test mean of 9.56 (SD
= 1.76).

We assessed the number of Don’t know responses on cancer knowledge from pre- to post-
test. Subsequent analyses reported here were limited to those participants (n = 10) who
reported at least one Don’t know response on the cancer knowledge items. From pre- to
post-test, significant decreases were seen in Don’t know responses regarding cancer
knowledge [t(9) = 5.91, p < .001]. The pre-test mean was 5.40 (SD = 1.35, n = 10) compared
to the post-test mean of 2.10 (SD = 1.73, n = 10) for “Don’t know” responses.

Finally, we summed across the 12 items of cancer knowledge from the pre-test to create a
composite score for Don’t know responses. We then correlated this new summed variable
with self-efficacy at pre-test. As we expected, the correlation between the number of Don’t
know responses on cancer knowledge at pre-test and ratings of self-efficacy at pre-test for
co-survivors was significantly negative [r = −.47, p < .01, n = 49]. However, this finding did
not hold true at the post-test, most likely due to the much smaller sample size of individuals
giving Don’t know responses [r = −.32, p = .37, n = 10.]

Discussion and Conclusion
When provided a tailored and accessible intervention, co-survivors of cancer from an
underserved population of low-income, Spanish-speaking Hispanics, increased their cancer
knowledge and feelings of self-efficacy. We expect these co-survivors may use this
knowledge and self-efficacy to better access support for themselves, and are better
positioned to support their family member with cancer. Using the Un Abrazo framework to
deliver the cancer education via promotoras may result in a preventive intervention approach
for families facing the stress of a cancer diagnosis by building both mastery and confidence
found to be effective in managing stress and found to serve as protective factors against
depression in caregiving situations. Our findings are notable and important given that
previous research has documented that family members and friends with increased cancer
knowledge assume more active involvement in the cancer care of their loved ones and ask
more appropriate and relevant questions.

Finally, our results offer public and private health care delivery systems a rational approach
to facilitate the supportive role family members can provide cancer survivors by providing
preventive interventions specifically designed for co-survivors of cancer. By making
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informed, evidenced-based, culturally-relevant cancer-related information and support more
readily accessible to family members, health care providers may reduce stress felt by co-
survivors and enable them to more readily and effectively assist their loved ones with
cancer.

Limitations and Future Work
The promising findings from the current evaluation should be viewed in light of the study’s
limitations. First, the study design did not include a control group. However, the strong and
consistent pattern of findings suggests it was the intervention rather than mere time that
made the difference in both cancer knowledge and self-efficacy/confidence gains.
Replication using a control group design would be a productive direction for future research.
Second, we relied on a one-item measure of self-efficacy/confidence which could raise
questions about measurement reliability for that construct. Future research will use a multi-
dimensional, multi-item measure of efficacy/confidence and/or triangulate by also using
qualitative techniques (e.g., open-ended questions that may tap this construct).

One of the strengths of this project was the multi-faceted nature of the intervention.
However, given the study design, we are unable to determine which features or components
of the intervention were most effective and whether all features and components are required
for success. For instance, because there is a high need for psychosocial support in this
population of co-survivors, it would be important to assess the level of support perceived as
a result of this intervention and any interactions between the psychosocial and informational
resources provided and perceived support. Additional research that addresses these factor
effects and interactions would be valuable not only to further refine the intervention, but also
to help maintain cost effectiveness of future intervention efforts.

The theme of having unmet informational needs was pervasive in our previous qualitative
study of low-income, predominately Hispanic co-survivors of cancer who reported cancer-
related stress [13]. Our findings as reported here are similar to, yet extend the literature
about, family information needs as found with predominately White, middle class samples
[23] and support recommendations that tools and strategies are needed to ensure delivery of
appropriate psychosocial services to populations with low literacy and inadequate income,
as well as members of minority communities [5]. To address the psychosocial needs
identified by the Institute of Medicine and others, we propose to continue our work in
delivering family-focused cancer education in low-income and ethnically-diverse
populations, thereby increasing family members’ knowledge about cancer and its treatment.
Initiating family-focused preventive intervention appears warranted before cancer-associated
anxiety, depression, and stress require clinical treatment.
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Figure 1.
Un Abrazo Para La Familia Session Topics
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